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THE PRESIDENT’S ADDRESS.* 


By RICHARD H. HUTCHINGS, M.D. 


An annual address by the president to inaugurate the proceed- 
ings of The American Psychiatric Association is a custom that has 
become almost a tradition. Last year it came about that I was 
chosen by you to preside over the activities of the Association as 
president and so, at the annual convention, it becomes my duty and 
privilege to present the presidential address. The honor of having 
been made your president for the twelve-month climaxed a career 
of more than 40 years in psychiatry in a way that no other dis- 
tinction could equal. I am conscious of an obligation which cannot 
be liquidated by any act of mine but must remain an obligation 
and I your debtor. 

We are now about to take part in a parliament of mental hygiene, 
in a congress of psychiatrists, whose deliberations are fraught with 
implications of the greatest significance to the public welfare. It 
is a stimulating thought that throughout the year, ih hospitals, 
laboratories and clinics, earnest workers have been occupied in 
quiet places with studies, experiments and investigations, the pur- 
pose of which was human betterment and the advancement of 
learning. They are our colleagues who are now assembled to give 
report of their labors and to invite the comment and appraisal of 
their peers. 

In contrast to these beneficent aims and peaceful labors stands 
out in bold relief the unsettled state of affairs throughout the world. 
The wars and threats of wars bring home to us the conviction that 
the need for mental hygiene in the management of public affairs, 
for the guidance of those who are charged with responsibility for 
the conduct of nations, is now as great as it ever was. The evils 
which afflict the deviated personalities set in high places soon are 
found to have permeated the body politic and make evident the thin 
veneer which separates modern man from the tom-tom beating 
savage of an earlier day. The schizoid mystic who retires to the 


* Delivered at the ninety-fifth annual meeting of The American Psychiatric 
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mountain-top to commune wit! own 
personality, returns upon ocx W ewed catl anal- 
sadistic impulse, to bring Ww] ct whole 
nationalities and alter th | progress. 

We cannot, however, with ccusing finger 
at our neighbors across the s done 
about the obvious deficiencies i1 force 
ment in our own large cities. It is | ed « year that 
the contribution which psycl e to pre- 
vention of delinquency and b iently tested. 
Only a beginning has been S onnection 
with criminal and children’s « t itions 
have been organized. T! g ! ed public 
support as widely as it des‘ F | backing likewise 
inadequate. 

To bring about a bette: the va ntri- 
bution psychiatry is prepared to furnis t mental 
hygiene should be stressed to a greater degr tl ges and 
law schools. Adequate appropri W r ning to 
finance such clinics until the ge y realized 
It is to the younger people that our efforts at enlightenment should 
be directed. It is a matter of educ ( 9 r the 
future. The conservatism of later y Y rompt 
overt hostility to newer ideas whi stablished 
forms and practices, at any rate finds greeable t ue in 
the old ways. 

The Association has an active effe commi ttee on “‘Psy- 
chiatry in Medical Education”; I have w ed wl niting 
adjective was inserted in this title; I have wv ered why it should 
not be simply psychiatry in erhaps a useful under- 
taking would be to encourage the ass of mental hygiene 
in its more practical aspects in courses in sociology and psychology 
wherever those subjects are taught courtesy did not prompt 
you to remain silent I would hear a chorus declar It is already 
being done!” I have only praise for those enlightened instructors 
who are doing this job to the best of their ability but they are 
relatively few. They bring their classes to nearby state hospitals 
for clinical talks and psychiatrists are enabled to give the students 
the viewpoint we like to have them take into their communities. 
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When due credit has been given, the number of collegiate and 
secondary schools giving courses in mental hygiene is relatively 
small; the number giving acceptable courses is smaller still and 
those in which the course is taught by a psychiatrist are negligible. 

A great deal has been accomplished in the last two decades to 
promote more extensive and systematic teaching in state hospitals. 
It should be regarded as one of the prime functions of the institu- 
tions. Each, depending on its size, could afford opportunities for 
several residencies in psychiatry for young men and women who 
have completed a rotating interneship in a general hospital who 
would be an asset to the medical staff and able to assume some 
«esponsibility in return for the opportunity and maintenance pro- 
vided; and affiliating or post-graduate courses for nurses and 
affiliating courses in cooperation with recognized schools of social 
work. There is a demand for these clinical opportunities that could 
be adequately met. Every state hospital, even those located in 
rural districts remote from centers of learning could make this 
much contribution to the national welfare for the material is there 
and the personnel for instructors. 

For a long time it has seemed to me that as hospital officials 
and as psychiatrists, a main duty and purpose should be the en- 
deavor to instruct and inform. The more information is given out, 
the better cooperation will be received from the public. Good will 
of the people should be deserved and cultivated and must be based 
upon mutual confidence and understanding. 

We must take care that the movement goes on constructively ; 
there is danger that our institutions become exploited for purposes 
other than that for which they were established ; they are threatened 
by a redundancy of their own growth which in time will impair 
their standards and promises to bring them down to the level of 
almshouses. 


The number of patients entering the public mental hospitals is 
increasing more rapidly than provisions are made for their care. 
This circumstance has given rise to apprehension for the future. 
Well informed people, however, recognize that the mental hospitals 
are suffering mainly from over-popularity ; they share in the appre- 
ciation which has come to general hospitals since the advent of 
modern surgery and the appearance of the trained nurse. The 
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prejudice against them is 1 tat luntary 
applications are authorize that fi to 20 per 
cent of admissions aré 
Psychoneuroses and mild ! te the § ter num- 
ber—types that could 
definition of “insanity”’ 
There is another fact 
than all others combin 

The age distributi 
25 years ago. In 1912, in } Y O1 the number of first 
admissions to mental hos; nt hosis 
with cerebral arterioscle: rs later, 
1937, the number had inet to 2 ted these 
two categories because tl t rd nnot be 
materially benefited by ! represent psychoses 
characteristic of advanced the t rel rte! lerosis 
shows a far greater increa that period 
of time, senile dementia ubled 
while the arteriosclerotic g ilt 1 times. If 
for purposes of com} 
give consideration to the ot tegor t would 
be seen that the increase it 
period is hardly more t for by rowing 
population of the state a luntas figures 
refer to the State of New Yor re} the trend 
Our institutions promise h 
relatively small departme: i r patient curable 
disorders. What can be done \ t people, \ re now 
crowding into our mental 
a serious administrative of t important 
developments for the 
ourselves to deal with it. 
and tractable and need on! 

History has given us an le which it n be profitable 
study. It pertains to the ca nother group, ory hilds 
Long ago when conditior 
were “bound out” to be ca i idu 
They were in that way provided homes, foste1 
Some of them may have been 
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too many instances children were exploited and abuses of various 
kinds occurred so that the system fell into disrepute. 

In an effort to change this situation for the better, there came 
the era of the orphan asylums, places of refuge from cruelty and 
neglect. When the term asylum became obnoxious, the name was 
changed to home but they were still institutions for children sup- 
ported by charity. Some were better than others, but certain evils 
are adherent in the system and none offered the environment equal 
to well ordered family life. The latest phase of orphans’ care is 
that known as selective adoption and we find again the orphan 
where we saw him first, in a private home. Progress in human 
affairs seems to advance in great circles. The plan or system that 
was discarded yesterday as outworn and useless, is tomorrow 
revived and improved, and seems to be new and desirable. The 
orphan is again in a private home but one vastly different from 
that in which he was bound out a century ago. 

There is a lesson to be learned from this which may be applied 
to the mental patient. He, too, has passed through comparable 
phases in America. From beggary and jails he went to the shelter 
of the almshouse. It was better than the hunger and cold of the 
wayside. As culture and humanity advanced the almshouse came 
into disrepute. Evils connected with the local institutions made 
them intolerable to an awakened consciousness. Then the states 
were called upon to assume responsibility and vast hospital systems 
were brought about. 

So well did the states perform this service and so popular did 
the state hospitals become that with other factors operating, the 
task is becoming almost too great to be adequately dealt with 
under the present plan. There is a limit to numbers and congestion 
beyond which even a great humanitarian undertaking as a state 
hospital, becomes unworkable. I shall not elaborate upon the 
reasons for the increasing numbers of dotards in state hospitals. 
They are known to you as the lengthened span of life, the shifting 
of population from rural to urban areas, the demand for hospital 
care as against home care for all kinds of illnesses, and there are 
yet others. 

The movement will go on inevitably, for it is a result of economic 
changes that are moving irresistibly. We must prepare to meet 
the situation and deal with it constructively. The tendency for 
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communities and families to | on the burden and expense of 
the aged and unwanted, threatens to convert the state hospitals 
into vast infirmaries for dotards. The patients needing active treat- 
ment will in time occupy a relatively small portion of the huge 
establishments, and all this w it last result in a burden of ex- 
pense which may impair the standards now witl difficulty 
maintained. 

Fortunately a way out 
to selected and supervise 
seniles. Experience in a few states and in foreign countries indi- 
cates that such a plan is feasible for a considerable percentage of 
harmless patients. Where limitations of numbers seem to have 
been reached, it would be found not to be anything more than 
limitations in the personnel available for supervisiot one con- 
siders the cost of the erection of expensive hospital buildings, their 
maintenance and repair, heating, lighting and other overhead ex- 
penses, it would be evident that boarding patients at a cost of five 
or six or even seven or eight dollars per week would be greater 
economy than appears upon first glance 

For a large proporti n of state hospital inmates « this class. 
the need for sequestration does not exist: it may | en neces- 
sary for a while but later when they might leave t titution, 
no one will receive them. The boarding home 1 ent has 
demonstrated that patients who cannot live in pea nd harmony 
in their own homes or neighborhoods will many t s be found 
adapted to live comfortably in a selected and supervised foster 
home in another locality. 

Successful for centuries in Belgium the boarding out plan was 
tried in America particularly in Massachusetts, but never with 
notable success until recently. Its revival is characteristic of what 
has just been said. Its success in Gheel was due to religious fervor 
and long established custom. When attempts were made to estab- 
lish something like it here, the venture was not satisfactory ; some- 
thing was lacking. The Great War permitted us to salvage an 
adjunct that gives great promise for our aims and methods—the 
trained psychiatric social worker. It required the stress and anguish 
of war to bring about the innovation and the schools for the train- 
ing of a helper who would have been useful in our plans long 
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before. When the idea of family care was revived after the war, 
a factor that had been wanting in the early trials was now at hand. 

With well trained social workers to select the foster home and 
the patient who will best fit that milieu; who will visit that home 
and interpret the patient to the family and the family to the patient, 
a surprisingly large number may live comfortably supervised by 
a single social worker with psychiatric training. Psychiatric insight 
and understanding are essential; without them errors of omission 
and commission would be perpetrated and vexatious situations 
likely will arise. It is my earnest wish that some way may be found 
to establish good working relationships between the Association 
and the national organization of psychiatric social workers for 
mutual benefit and understanding. 

Social workers to be designated as psychiatric, should have met 
reasonable standards of education and training on a plan approved 
by The American Psychiatric Association. Until recently the 
demand for social workers in this field exceeded the number of 
students graduating from accredited colleges and there was for a 
time an unfilled want which gave an opportunity for institutions 
with no psychiatric facilities or properly equipped teachers, to offer 
courses in psychiatric social work for which they were indifferently 
prepared. The Association’s committee is alert to the evils of this 
situation and has presented a report to the Council which deserves 
careful reading and membership cooperation. It is my earnest 
hope that the standards of education and practical training of 
psychiatric social workers may speedily become as much a concern 
of the Association as we have made that of psychiatric nurses. 

It is difficult at this time to interpret the significance of newer 
methods of treatment of schizophrenia. What has been done in it 
is to be regarded as experimental. Consensus of opinion has not 
been even approximated. Its advocates seem to be unduly sanguine 
and there are some others who have not been impressed by the 
net results of treatment. This divergence of view is wholesome 
so long as it is not intolerant; the truth will eventually prevail. 
But regardless of the final issue, in this controversy, we are already 
in a position to see that some of our preformed opinions of neuro- 
physiology and pathology must be revised ; that insulin in massive 
doses brings about phenomena that will, when interpreted, illumine 
that obscure boundary which occupied the attention of Storch a 
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few years ago. That ha psychic nor 
somatic yet both in one; that the 1 processes 
express themselves in tert n terms of 
intellect as well, may be nt We warmly 
welcome the opportunity to mental 


physiology. 


Such is my attempt t t pl ychiatry 
in America, but I am on that the future 
should be considered in 1 p or il trast to what has 
gone before. I shall, therefore, dev v 1 ts to the 
consideration of certain will in 
terest you. 


1 


I have thought that th pat vas more 
a misfortune for the futu ry 1 t for t 
reason that it came prematurely. Scie1 t not pre- 
pared to make any use of enit were to 
pass before its nature w nderstood o1 t treatment 
devised. In the meanwhile, it was tak mental 
disease but deductions det rom it point e wrong 
direction for advancement. 

About that time and for | decad iter al rimonious 
dispute was carried on ove! iestion of, to \ \uthority 
should the care of mental pat usted. 7 re many 
who held that the individua wer 1 inatics in 
the light of the knowledg that , were at leas f them 
strong and able-bodied a r ills \ not t flesh. 
Therefore, the trouble, whate\ nature, did 1 fall within 
the domain of the physician. Some there were who held that 
because ideas of sin and self-rept ften were expressed and 
notions of demoniacal | ns had not disappeared, it was 
clearly the business of the cler; in; ul w ifflicted and 
no disease was present.. Another smaller group s in lunacy, 
disorder of the mind and cated the claims 
to have charge of the afflicted | vs were successfully 
combated by physicians but were revived f1 time to time until 
Dr. John P. Gray established at the Utica Asylum the first labora- 
tory in connection with a mental pital (1870) and appointed 
the first full time pathologist, D: lward R. Hun. The latter 
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published so much in support of brain pathology of one kind or 
another that the controversy soon ended. 

When paresis was first described it was a high triumph for the 
medical protagonists. Here was a mental disorder as plain as a 
pikestaff, with characteristic pathology, ergo insanity is nothing 
more than the manifestation of diseases of the brain. No half- 
truth was ever more generally received by men of science or 
given greater publicity. What followed was that general paresis 
became the paradigm of the group of diseases called in those days 
insanity. It was not even universally recognized to be a group of 
diseases but was thought by many to be one morbid process with 
protean manifestations. In a determined attempt to align all of 
the then-known types into groups with specific brain lesions, the 
held of research was the laboratory to the exclusion of the clinic 
and bedside. When pathology could not be demonstrated, the 
theory remained unshaken. It was the inefficient microscope, the 
lack of discriminating staining methods and reagents that were 
blamed. In the meanwhile psychiatry was on a treadmill, looking 
to physics and chemistry to solve its dilemma. 

Another development in science of this period gave benediction 
to this quest for lesions. It was the rise of the new science of 
pathology. More and more diseases were yielding their secrets to 
the laboratory workers; more and more symptoms were being 
related to organic changes in the affected organs. It was the era 
made notable by Virchow and his cellular pathology, further 
developed and brought into general acceptance through the contri- 
butions of Traube, Cohnheim and contemporaries. Pressing close 
behind these startling developments came the epoch-making work 
of Louis Pasteur and the rise of the science of bacteriology, the 
discoveries of Koch and his contemporaries. The medical world 
was agog. Each decade produced some startling new truth to 
shed light upon the nature of disease and all the new knowledge 
stressed the importance of cellular pathology. No one could now 
conceive of dysfunction except it resulted from cellular changes. 

Psychiatry could not resist. Indeed it made no attempt to resist 
the sweep of opinion which attributed all of its manifestations to 
cellular changes and which assigned the locus to the cerebral cortex. 
When hysteria obtruded itself to sound a sour note in this har- 
mony, psychiatry disowned it. Its baffling array of symptoms 
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present today, gone tomorrow, 
chiatry as well as general medicin 
classification of mental diseases. It w 
discipline was willing to 


exclusion, psychiatry suffer II 
During this fruitful period coverit 

the 19th century, medicine and surgery pushed 

thrilling conquests. New sciences w 

epidemiology, immunology, a! 

The great depression through which we have | 

passing, is as nothing to the g 

psychiatry like a pall until the end of the century 

subject on the part of the scientific world almost « 

out. Hardly any attempt had yet been made to te 

meeting of the Association for its semi-ce 

membership was severely castigated 

of its sister sciences and show better results. Dr. V 

meant his criticism to be constructive and he wa 


accept the invitation to speak before the Associ 
he was finally persuaded, his remarks were dee] 
some members. They pointed out that h 
while program to proffer, but only scolded. His o1 
forward with a sound and constructive program is 
mark. He was as blind as the psychriatrists for he ha 
study to the subject of hysteria than any other Amet 
He had devised a method of treatment that gave result 
any other up to that time. For all that, he did not 
many of the cases reported by him as neurasthenia « 
our better understanding of the subject be recog: 
own descriptions to be examples of minor hysteria 
were the result of persuasion and suggestion, Babit 
as can be seen in perspective, whereas he attributed 


and forced feeding ; and he did not see that hysteria w 


sesame to the comprehension of the 


Dr. Weir Mitchell’s Philadelphia ad lress had a ren 


which proved in the end to be in the highest degree be 
smarting under the sting of his rebr 
were established or reorganized and 
the same old lines that had yielded so little 
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winnowing of old straw, but the stimulus to research drew better 
equipped men to the psychiatric field in America. 

In the midst of all this bewildered activity and just after the 
turn of the century, it came somewhat as a shock to hear a quiet 
voice saying: “You are not doing all that can be done with the 
opportunities within reach of your hands; think less about disease 
processes and study the man himself as a biological unit, his equip- 
ment and environment.” And lo, psychobiology was conceived to 
be born later and christened later still. 

Psychoanalysis came at a fortunate time to supplement and 
objectify the conceptions of psychobiology. It shed new and much 
needed light upon the exact nature of environmental disharmonies 
and inner conflicts, which heretofore had been perceived but 
vaguely. It supplied a minute anatomy and a physiology of the 
personality, which had now become so important. It was not at 
first primarily psychiatry for it was in the beginning concerned 
with hysteria and with more than hysteria for it brought into being 
a new and dynamic conception of the mental systems, which in 
turn illumined psychiatry. The new psychology was to be the 
philosophers’ stone, which transmuted the superstitions, the doubts 
and misconceptions of the past into the gold of understanding and 
knowledge. As the years pass by, more and more will the names 
of Sigmund Freud and Adolf Meyer be honored in psychiatry. 
It is fortunate, too, that it was a man with state hospital training 
who brought psychoanalysis from the Old World and introduced 
it as an adjunct to psychiatry. It was fortunate that he possessed 
the courage to valiantly and untiringly champion its right to recog- 
nition as belonging here when it might so easily have miscarried 
into some cult of mysticism or into speculative and abstract 
channels. I am glad of the opportunity to make an expression of 
the obligation we owe to our distinguished colleague, Dr. A. A. Brill. 

History informs us that every epoch-making truth when first 
enunciated was damned as heresy and had to make its way against 
the determined opposition of leaders, who should have been the 
first to acclaim it. The procedure has always been much the same ; 
first, the new truth was coldly ignored; when that attitude could 
no longer be maintained came the flat denial that it was true and 
warnings against being deceived by false teachings. When these 
measures failed to halt its advocates and new adherents aligned 
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themselves under its | ted anc 
furious attack upon the 1 lf who was berat ilified and 
misrepresented. That had the fate Will Harvey, 
Edward Jenner, D. Hacl Lister, t ntion but 
a few in our own professio1 peal ls. J 
of these pioneers was 1 | tl tit ! le and coi 
demnation by contem] soted t tud 
the new teachings, but c t t tat r, Instruc 
tors in the Glasgow I: 
students not to go int ! \ hopelessly 
unorthodox. The Lo: 
his history making co! ! by public 
sentiment to test the valu nol for nti ted that 
even though they had 
was still useless. 

It was inevitable that t op it was 
inevitable that his work 
raries ensconced in theit it was 
inevitable that when his \ Ld ncl 1 fron 
it could no longer be ove that Id I iled with 
a storm of abuse and vil rid was run 
ning true to form and t1 

There are striking simil f the 
igth century, which gave im} ! rect { thought 
and cleared the way for not prog! everal fields. I refer 
to the work of Charles Dar y Sigmund Freud milarity 
begins with the characters 
of one applies strikingly y t t hv tiet, modest 
and unassuming ; each was ted to st nd strongly imbue 
with the love for truth a 
long period of reflectio1 
clusions; each disturbs 
of thought by stimulating 5 
each was subjected to gic 
and sound criticism a1 each 
made no reply to his critics except to bring forwai iditional 
studies tending to confi s “essed 
views. It is noteworthy that h was ed by 
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men who did not take the trouble to study and understand the 
theories they so savagely attacked. 

The authorities of Trinity College, Cambridge, refused to allow 
a copy of “The Origin of Species’ to be placed in the college 
library and at Oxford it was seriously proposed to endow a chair 
for the purpose of combating the errors of Darwin. In 1872 
when his name was proposed for membership in the French 
Academy, less than one-third of the votes cast were favorable and 
this—13 years after the appearance of “The Origin of Species.” 

Looked at from the perspective of 30 years, it can be seen that 
the mortal offense of Freud was not that he had the presumption 
to investigate a subject which theretofore had been shrouded in 
ignorance and superstition—the sexual instinct. The offense he 
gave to contemporaries was that he disturbed the complacency of 
the leaders of thought of that day, convicted them of having taught 
half-truths or error and required them to execute an “about face” 
and assume a new stance. This they were incapable of doing. 
They had been identified too long and too prominently with the 
old teachings. Their minds were closed to the new ideas. Their 
attitude was very human. They were incapable of seeing truth 
in any theory that was novel and disturbing. In this, they were no 
different from the generations which had preceded them. 

The major conflict has now happily come to its inevitable con- 
clusion. Only an occasional reverberation indicates that there are 
here and there a few who have not been silenced. The younger 
men and others in their middle years who constitute the great body 
of psychiatrists of today, make daily use of its concepts and 
phraseology with little realization of the conflict that was waged 
two decades and more ago when the elders of that time, with a 
few brilliant exceptions, were either skeptics, scoffers or bitter 
opponents of all that pertained to psychoanalysis. Who were these 
elders? They were men who were in much the same position as 
were the London surgeons when called upon to abandon the theories 
and practices of a lifetime and learn at the feet of a young man 
from the “provinces.” Even this very rostrum reverberated to 
the thunderous denunciation of all that pertained to the new and 
outlandish teachings of Freud. 

After 25 years those doughty warriors have nearly all gone to 
their rewards but not before it could be perceived that the psycho- 
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logical system of Freud was being absorb psychiatry to a 


degree that would soon make distinction only academic. One needs 
only to examine the newer textbooks to see that what is becoming 
known as American psychiatry is tinctured with it 

Psychobiology is a development of the utmost significance in 
mental medicine. With it psychoanalysis holds much in common. 
Each is living, dynamic; each is progressive yet incomplete. The 
essence of progress is modification, as is also adaptation. Nothing 
is wholly true. To say that something is true is to imply that it 
is static and, in psychiatry at least, sterile. The psychiatry of the 
future will be dynamic for it will be human; there will be of it 
much psychobiology, much that is derived from psychoanalysis ; 
there will be of it much that is now unpredictable but it will not 
be static. It it were it would not reflect human emotions, strivings 
and frustrations and so would not be psychiatry 
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RICHARD HENRY HUTCHINGS, M.D. 
PRESIDENT, 1938-1939. 
A BIoGRAPHICAL SKETCH, 
By CLARENCE O. CHENEY. 


It is much more pleasant to undertake the writing of a biographi- 
cal sketch of a friend who is still living than to attempt to give an 
account of one who has passed away. It is particularly gratifying 
to be given this opportunity of writing a brief account of the life 
and works of a friend who has just completed a most successful 
year as President of The American Psychiatric Association. 

Richard Henry Hutchings was born in Clinton, Ga., August 28, 
1869. He was named after his father whose family had been pio- 
neers in Georgia, having immigrated from Virginia some time after 
the Revolution. His mother, Cornelia Greaves, had been born in 
the same county, the daughter of Joseph Greaves, a Tennesseean, 
and of Mary Shorter whose family were prominent in the affairs of 
Georgia and Alabama. The estates of the father in Clinton had been 
devastated by the ravages of the Northerners during the Civil War, 
and a few weeks after the birth of Richard Henry the family 
moved to Macon, Ga. The father died when Richard was five years 
of age. Richard Henry was the youngest of six children; two 
brothers died in infancy and he had the care and devotion not only 
of his parents but of three older sisters. From his eldest sister he 
acquired his love for flowers which he still retains. From an early 
age he attended a small prviate school in Macon and there was 
introduced to the classics by his second sister who was one of the 
teachers. At the age of 14 he entered Middle Georgia Military 
School at Milledgeville, a junior college, and was graduated in 1887 
at the age of 18. After a year in Georgia University preparing for 
the study of medicine, he entered the Bellevue Medical College and 
received his degree of Doctor of Medicine in 1891. 

Dr. Hutchings has told how by chance he was offered a substitute 
interneship at the Almshouse Hospital on Blackwell's Island during 
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college. This led to his accepting an interneship in the sat 


after he was graduated, 
as a physician to the City Asylum on Ward's Isla 
by Dr. Macy. It was thus that Dr. H 

After a few weeks at Ward's nd Dr. P. M. W1 
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his recently appointed assistant and Dr. Hutchings went to Ogdens- 
burg to become a member of the st he St. Lawrence State 
Hospital, May 24, 1892. | i] through 
the various grades on the t S 1903, was 
made superintendent at the age of 34 ledge at no 


time before or since in the New York State Hi 
a superintendent been appointed at as early an age 


his investigation in 1903 of the caus 
hospital when he demonstrated for the first tin 


typhoid bacilli could be carried in it 
thereafter the use of ice from the St. Lawrence River 
lished an uncontaminated source witl 
lives of patients and personnel nder Dr. Hut 
tendency the hospital grew in numbet 

and facilities. He early recognized 1 

missions and the rate of such admissions at St. Lawre 


pital exceeded that of most, if not all, of the ot 


The first clinic held regularly at a New York state ho 


community advice and treatment was establishe: 
Hutchings at Ogdensburg. In view of the present 
the important service the state hospital can give to pet 


community needing advice and treatment, it is inter 


that some doubt was expressed at that time whether a stat 
should undertake ‘o give advice and treatment to person 


mitted to the hospital. 

Dr. Hutchings was also a pioneer in organizing 
training and recreation for the otherwise idle and 
patients. He established a kindergarten clas 
for the habit training of such patients, and promoted the 
tion of music through the hospital by the assignmer 
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musician to carry out this function. Three years later he was able 
to report that a number of these patients had been able to return 
home apparently because of the benefit received by this individual 
treatment. He felt that in all probability none of them would have 
ever gone home except for such help. 

In 1907 Dr. Hutchings had presented a discussion on the prepara- 
tion of annual reports before the conference of the then State Com- 
mission in Lunacy. As a result he was appointed chairman of a 
committee to revise the statistical tables and to make recommenda- 
tions for the preparation of annual reports. This committee became 
the Committee on Statistics and Dr. Hutchings has continued as its 
chairman up to the present time. 

Early in the World War Dr. Hutchings volunteered his services, 
was commissioned as a captain of the Reserve Corps, in August, 
1917, was ordered into active service, was promoted to the rank of 
major and was assigned to Columbia, S. C., to examine the 81st 
Division. In January, 1918, he was transferred to the office of the 
Surgeon General in the Division of Special Hospitals for Recon- 
struction, representing neurology and psychiatry. In July, 1918, 
he was assigned as Chief of Neuropsychiatry of General Hospital 
No. 31 at Plattsburg Barracks, N. Y. He continued in the service 
until February, 1919. 

Meanwhile he had been offered the appointment as superinten- 
dent at the Utica State Hospital. This offer interested him as an 
extensive building program of a branch of the Utica Hospital at 
Marcy was about to start and it appealed to him to have a part in 
building and equipping such a new hospital, the estimated cost of 
which was $10,000,000. He left Ogdensburg in April, 1919, and 
took up his new duties as superintendent at Utica where he has 
continued. Under his direction the Marcy State Hospital was con- 
structed and developed until it was made a separate hospital by 
legislative action in 1931. 

Dr. Hutchings during his entire career has been keenly interested 
in the training of nurses. Under his administration at the St. Law- 
rence State Hospital the training school was developed to a high 
degree of efficiency. Soon after coming to Utica he helped to 
organize the Central Training School for Nurses in which the state 
hospital nurses received their preliminary training with pupil nurses 
of the general hospitals of Utica. He was made president of this 
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training school. During more recent years Dr. Hutching s given 
strong support to the training of afhiliati sat the Utica State 


Hospital and the training school continues to bi ding one 
in the state. He has continued throughout the years to give lectures 
to student nurses and has m ned a personal interest in their 
studies and training. His hospital |} ils ecognized as a 
training center for occupational therapists 

In 1908 Dr. Hutchings became a lecturer in | itry at the 
Medical School of Syracuse U rsity. He continued his teaching 
after he came to Utica, giving a course of lectures at the medical 
school and conducting clinical d strations at the hospital. Re- 
cently he was made Professor Clinical P ry Emeritus of 
Syracuse University. 

Dr. Hutchings has never allowed his ninistrat duties to 
interfere with his interest and activity in clinical psychiatry. Rarely 
if ever has he missed a staff meeting and at these he contributed to 
the knowledge and understanding the young mbers of the 
staff by his keen clinical observations and interpretations. At an 
early date he became interested in Freud’s theories heir applica- 
tion to clinical psychiatry s continued tl ¢ latter 
years to study and weigh these theories and to ex« e his sound 
and mature judgment in determining their validity and r useful- 
ness in psychiatry. Dr. Hutchings has long been a m« r of the 
American Psychoanalytical Society and was chairma section 
on psychoanalysis during 1936-1937 

Dr. Hutchings has always had an interest in « y activities 
and welfare. At Ogdensburg he was recognized by the community 
as one of its outstanding citizens and such recognitiot ‘ontinued 


in Utica not only from the medical profession but f1 ers who 
are imbued with humanitarian principles. He has been president 
of the Associated Charities of Utica, president of the Utica Torch 
Club, and for many years was a member of the | Rotary Club 

The Psychiatric Word Book which has passed through six edi 


tions is an outstanding contribution by Dr. Hutchings to psychi: 
In 1933 he was persuaded to accept the editorship of the Psy chiatric 
Quarterly, the publication of th Mental 
Hygiene, and under his editorship this publication has increased 
materially in value and interest. o list all of 
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Dr. Hutchings’ other and numerous articles on the care and treat- 
ment of the mentally ill. 

The life of any man is influenced for good or ill by his family. 
Dr. Hutchings is one of those fortunate persons who has had around 
him a happy, harmonious family. He married Lillie Beall Compton 
September 6, 1903. He had met and become attracted to his future 
wife when she was a girl with her hair down her back. Before he 
left for the study of medicine his troth was plighted and his accep- 
tance of the position at Ogdensburg was influenced by the fact that 
the superintendent of that hospital was agreeable to having married 
men on his staff. Mrs. Hutchings had come from a prominent 
Georgia family ; her grandfather had been comptroller of the state 
during the Confederacy, and she had finished her education in the 
Southern Female College at La Grange. Mrs. Hutchings has always 
been an interesting and interested member of the hospital com- 
munity where her husband has been assigned and has endeared 
herself to all those who have had the privilege of knowing her. 

Dr. and Mrs. Hutchings have had three children born to them. 
Richard Henry, the oldest, was graduated from Syracuse Medical 
School and followed his father’s footsteps in psychiatry, becoming 
a member of the staffs successively of the Utica State Hospital, 
Marcy State Hospital, and of Harlem Valley State Hospital where 
he was latterly clinical director. His sudden and tragic death from 
coronary thrombosis December 14, 1938, was a severe blow to his 
parents as well as his many friends. Dr. Richard, Jr., had married 
Margaret Mackesy Hutchings in December, 1914. The family name 
of Richard Henry is carried on to their son who was born in 1921. 
The second son of Dr. Hutchings, Charles Wyatt, likewise was 
graduated from Syracuse Medical School and has followed his 
father in psychiatry, at present being senior assistant physician on 
the staff of the Marcy State Hospital. Charles was married Decem- 
ber 9, 1921, to Madeleine E. Gorman; they have three children, 
Elizabeth born in 1930, David William born in 1933 and Cynthia 
now an infant. The only daughter of Dr. and Mrs. Hutchings, 
Dorothy Compton, has also shown her interest in psychiatry by 
entering psychiatric social service after her graduation from Mary 
Baldwin College. She is at present on the social service staff of the 
Utica State Hospital. 
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This brief sketch of the events in the life of our President and 
of some of his interests cannot give a picture of him as a man. 
Only those who have had t! rivilege of knowing Dr. Hutchings 
and of being associated with him can appreciate not only the keen- 
ness of his mind but his indefatigable enthusiasm in many fields and 
his genial, kindly interest in people, particularly his friends. One 
sees in him a man who, coming from pioneer stock, has made the 
most of his heritage, has added to the long record of his ancestors’ 
achievements, and who now stands as an eminent physician and 
psychiatrist of whom the present generation and future generations 
may be proud. We wish for him many happy years of continued 
activity along with the satisfaction that may come to him from a 
serene contemplation of his 1 
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THE BIOCHEMISTRY OF MANIC-DEPRESSIVE 
PSYCHOSIS. 


A REvIEw.? 


By R. A. McFARLAND, Pu. D.,* 
Columbia University, 
AND 
H. GOLDSTEIN, Pu. D., 


Columbia University. 


‘“Manic-depressive psychoses rival dementia przcox in their 
interest to the research worker, be he clinical psychiatrist, patholo- 
gist or social statistician. In this so-called benign group are found 
the most hopeful as well as the most mysterious and most baffling 
forms of mental disease. The prevalence of these psychoses, their 
frequent recurrence and their favorable prognosis make them a 
most important subject of investigation” (64). 

The manic-depressive psychosis offers a distinct challenge to the 
medical world. For centuries the picture of this mental disorder 
alternating in its various phases has occupied a conspicuous place 
in the psychiatric textbooks. The manic phase of the disorder, 
characterized by “psychomotor excitement with pressure of activity, 
flight of ideas, distractibility and happy though unstable emotional 
attitude” (31) is probably the average layman’s visualization of all 
mental illness. In the depressed phase there are usually evident 
“psychomotor retardation, absence of spontaneous activity, dearth 
of ideas and depressed emotional attitude” (31). The mixed phase 
is characterized by symptoms drawn from both the manic and de- 
pressed phases in varying degrees. 

In manic-depressive cases there is no clear-cut alteration in the 
histology of the nervous system. Many hypotheses have been put 


1 This article is the third of a series of four dealing with the blood bio- 
chemical studies of the psychoneuroses (52), dementia precox (53), manic- 
depressive psychosis, and epilepsy. 

* Now at the Fatigue Laboratory, Harvard University, Soldiers Field, 
3oston, Massachusetts. 
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forth in an attempt to arrive at an etiology of this psychosis. These 
attempts have proceeded along many different channels. Besides 
the pathologist, the endocrinologist, the physiologist, the psychia- 
trist, the psychoanalyst and the psychologist have played their 
respective and several roles. The manic-depressive’s brain, endo- 
crine glands, central and sympathetic nervous systems, blood pres- 
sure, libido and id, eidetic images and personality type, to mention 
a few, have come under the microscope of scientific investigation. 
But, in general, the studies have been either barren or inconclusive. 

As in the case of the investigations of other baffling maladies, 
the chemist has been called in to determine the possibility of a 
chemical approach to a solution, since the various biochemical, 
endocrine and psychological manifestations are all parts of a dis- 
turbed neuro-physiology.” 

The results emanating from the chemical laboratory have been 
confusing and of no considerable help either in solving this per- 
plexing problem or in differentiating the various types of the 
psychoses. The causes of this confusion may lie in a variety of 
uncontrolled factors, such as faulty diagnosis, poor research tech- 
nique in sampling of cases, unsatisfactory experimental set-ups and 
inadequate statistical treatment of the obtained results. Previous 
articles have discussed these factors as they affect studies of the 
psychoneuroses (52) and dementia precox (53) 

If the cause of manic-depressive psychosis is inexplicable, it may 
well be said that its nature is inexplicable also. There is still doubt 
in the minds of some as to whether this form of illness is a disease 
entity or merely a symptom-complex evinced as a result of other 
more or less organic disturbances. Perhaps a more varied sympto- 
matology is difficult to find in any group of related disorders. 
Extreme affective manifestations characterize these disorders. Ease 


2 Freeman (23) stresses the importance of the chemical approach in the 
following: “Human constitution has been likened by Pende to a pyramid, 
the base of which is formed by heredity and the three faces respectively, the 
structural, chemical and psychological facets of the whole personality. No 
study is complete, therefore, which leaves out of consideration the chemica 
aspects. The immensity of this side is indicated not only by the organic and 
inorganic constituents of the body, but also by the endocrine secretions, the 
serology, and the whole field of immunities and susceptibilities to disease.” 
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of excitation and depression, mood fluctuations running the range 
from maniacal bursts of frenzy to profound stuporous depression 
and, in general, a defective emotional homeostasis are part of the 
symptom picture. 

Those mental disorders characterized by emotional excesses have 
been generally, categorically and uncritically classified as cyclo- 
thymic. Furthermore, the difficulty of affect labelling is ever 
present; for instance, the clinical distinction between “apathy” 
and “depression,” or between “‘manic excitement” and “catatonic 
excitement” is subtle. Not only is there danger of a tendency to 
faulty psychiatric diagnosis and classification, but there is very 
real and serious possibility of misinterpretation of the particular 
emotion. 

The manic-depressive disorders, probably more than any others, 
have been neglected from a classification viewpoint.’ This neglect, 
dating generally from the time of Kraepelin’s classification, is not 
without cause, since this group seems to cover a vast symptoma- 
tology and since “there is no proof to indicate that the various 
phases of the psychosis are aspects of one basic or fundamental 
psychological or physiological process” (50). It is certain that 
many cases of dementia precox or paranoia or other mental 
conditions have been grouped with the affective psychoses because 


8 Partridge (61) discusses this point adequately. “The class of ‘manic- 
depressive psychoses,’ it seems, has been too loosely conceived, with too great 
a tendency to easy generalization and synthesis, with the result that the 
ordinary clinical consideration of the manic depressives is clouded in obscurity, 
and the research approach has also been backward. We doubt seriously 
whether all the reactions now commonly included in this group are very 
significantly related, and we should say that the two-phase reaction which 
has stood as the prototype of the class, and the bipolar unit cooperating all 
the great congeries of manifestations, is open for much more critical treatment 
from the standpoint of classification and methodology; especially since both 
in its clinical manifestations and in the personality background there is so 
much that approximates the formations we see in the types which we are 
accustomed to call psychopathic personalities, and so much that is allied to 
schizophrenia. We have in fact some justification for saying that the concept 
of ‘manic-depressive psychosis’ has still to defend itself as a valid basis for 
any class name that does more than coordinate, at the plane of superficial 
resemblances and affiliation the great collection of phenomena to which the 
term ‘manic-depressive’ has been applied.” 
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of similar symptoms.* The till much to do in the matter of 
proper clinical classification 

The errors of diagnosis a la tion bear their fruit in the 
confusion of results of physiological group studi The biochemist 
cannot, in all fairness to scie1 ind himself, state that there are 
no biochemical correlates of manic-dept psychosis when he 
is not even sure that the group he is testing [oo per cent mani 
depressive. 

The difficulty of diagnosis based uj nt ptoms is, 
however, well appreciated. Mental symptoms are noted for thet 
elusiveness, uncertainty, vagueness and difficulty of description. 
Furthermore, there is no specific test to establish or corroborate 


diagnosis as in the case of many org 


The literature on the subject is in a chaotic stat is paper 
will concern itself with some biochemical studies of blood that have 
been made in manic-depressive psychosis. The biochemical con 
stituents that have been most frequently investigated are blood 
sugar, acidity and alkaline reserve, calcium and phosphorus, 


nitrogenous substances (proteins, total nitrogen, nonprotein nitro- 
gen, ammonia, uric acid, etc.), cholesterol and chlo: Che list 
of studies cited below makes no claim to complete but is rather 
a cross-section of the research in this field based upon the complete 
ness of data from experimental studic 

Blood Sugar.—Kilduffe (37, page 513 tates, “the sugar 
metabolism is controlled by the endocrine secretions acting as in- 
hibitors and accelerators. Normally these are accurately balanced 
and by their compensatory interaction maintain the | | sugar 


4Rachlin (67) reported that of f beni tuy admitted at 
Manhattan State Hospital over \ and 
71.4 per cent of these had a These 
facts led him to conclude that the diagnosis of benign stupor which com 
prise a sub-group of the manic-depressive group) lacks ol tive verification, 
thus appearing to throw doubt on the value of this concept 2 psychiatric 


clinical entity. 
5 Lewis and Hubbard (42) “feel that clinical psychiatry has not yet finished 
with its descriptive phases from the standpoint of classification, and that more 


attention could be paid with profit to making 1 iccurate clinical group- 
ings.” They “make this statement in the light of the knowledge that bio- 
chemists and pathologists are trying to use these labelled groups for correlative 


studies.” 
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within normal limits.’ Normal blood contains from 80 to 120 mg. 
per 100 cc. blood. 

Some investigators have reported normal blood sugar for the 
manic depressive. Table I presents a summary of the essentially 
negative findings. 

Not all investigators, however, have reported normal values in 
the manic depressive. Kooy (39) using the Bang micro-method 
in 1919 studied 19 melancholics, 11 manics and 20 normals and 
found that emotions, especially those of a depressive character, 
caused an increase in blood sugar. Hyperglycemia was most fre- 
quent in melancholia, although it was not a constant symptom. 
With marked anxiety there was the maximum amount of blood 
sugar, although hyperglycemia might occur with any emotional 
state in mental disorders, such as general paresis, epilepsy, dementia 
przcox, traumatic neuroses, etc. 

Heidema (27) in 1919 using the same method studied 17 melan- 
cholics and three manics and found that in most cases there was a 
hyperglycemia. More than half of the cases of melancholia showed 
high blood sugar values. Of these 10 only four showed glycosuria. 
In all of the manics (3) there was a hyperglycemia without a 
glycosuria. The investigator felt that the hyperglycemia present in 
manic-depressive psychosis was a result of increased muscle action 
and consequently an elevated metabolism. 

Wuth (94) in 1920 using the Neubauer reduction method made a 
study of 30 melancholics and found hyperglycemic values in 18 of 
these cases. The average value was 115 mg. A regular dependency 
of hyperglycemia upon the affect could not be demonstrated. It was 
felt by the investigator that the causes of hyperglycemia lay probably 
in the internal secretory processes. Di Renzo (19) in 1925 studied 
18 melancholics and five manics and could find no relation between 
hyperglycemia and emotional tone or severity of disease. The 
investigator felt that the hyperglycemia might be related to a 
neuro-endocrine disturbance. 

Craig (13) in 1927 tested a group of late agitated melancholics 
and reported a definite degree of hypoglycemia in the starvation 
level. 

Labin (41) in 1927 studied 23 manics and 23 melancholics. In 
the former group the investigator found 17 cases of hyperglycemia 
and 16 cases of hyperglycemia in the latter group. The variations 
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and one normal individual ey found higher init values and 
higher final values for tl 

Henry and Mangam (29) 1n 1925 tested a group of depressives 
and a group of manics and reported that the glucose tolerance tests 
showed more or less characteristic changes in the glucose content 
of the blood of patients in either phas tl iitect psychoses. 
These changes indicated a definite retardatio1 the functions of 
the vegetative nervous system it inic-depressive ression and 
an acceleration of the sam nctions in manic-depressive excite- 
ment. 

Drury and Farran-Ridge (20) in 1925 studied 100 psychotics 
of various classifications, inc] mani pre hey found 
that the blood sugar curves of the psychotic showed more variation 
than those of normal peopl ling the investigators to believe 
that the general metabolism is far more disordered in mental illness 
than one would be led to believe by casual observation. They also 
reported that among the mental symptoms, confusion and melan- 
cholia are associated with the greatest turbance of the sugar 
metabolism. 

In 1925 Mann (48) using the Calvert modification of the Folin- 
Wu method tested 152 cases ental disorder, including a group 
of cases of melancholia. H« ind that ndition of sustained 
hyperglycemia with high blood sugar levels was most marked in 
the cases of acute melancl ithoug! ral cast f melan- 
cholia had normal blood sugar curves. Craig (13) 27 found 
defective sugar tolerance in a p of early agitated melancholics. 

Raphael, Ferguson and Se: 68) using the Folin-Wu method 
in 1928 made a long-section blood sugar tolerance study in one case 
of manic-depressive depression uncomplicated and paradigmatic 
somatically, genetically and psychiatrically. Fifteen determinations 
over a period of eight months were made in order to attempt to 
correlate the carbohydrate metabolism with clinical phase of the 
depression. There was rev tolerance 
resembling that of diabetic mellit here was greater decreased 
tolerance the more profound the depression ; that is, the rise in the 
sugar curve ranged from 160 mg. during profound depression to 
38 mg. when practically recovered. The abnormality of carbo- 
hydrate metabolism seemed to be phasic and to disappear with 


clinical recovery. The investigators felt that the physiologic factor 
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might be either primary or secondary to mental symptomatology, 
since it was difficult to separate one from the other. 

Mann and Scott (41) in 1929 tested four melancholics, two 
depressives and eight controls and found abnormal results in the 
majority of patients. The abnormality of the curve in the psy- 
chotics mainly took the form of delayed glycogenesis. The investi- 
gators suggested that these abnormal sugar curves might be related 
to a severe defect in carbohydrate metabolism and that its main 
importance might be in giving some information about the acid- 
base equilibrium. McCowan and Quastel (51) in 1931 tested 43 
melancholics and four manics. In the manic-depressive group they 
found a close parallelism between the magnitude of the hyper- 
glycemic index (which is a quantitative measure of the departure 
of a sugar tolerance curve from that found in a normal case) and 
the emotional tension of the patient as measured by the psycho- 
galvanic reflex. Of 43 melancholic patients only 10 gave a normal 
or slightly abnormal index. Those of the melancholic group who 
failed to show a raised blood-sugar level proved to have an hysteri- 
form element in their psychoses. (It was believed to be significant 
that patients manifesting hysteria usually have a normal blood- 
sugar level.) It cases of mania a low index was found, except when 
the excitement was accompanied by an aggressive paranoid mood. 
Northcote (55a) in 1932 studied seven melancholics and two 
manics and reported that in six melancholics and in one manic 
there was a sustained hyperglycemia which was interpreted in the 
light of McCowan and Quastel’s (51) hypothesis, 7. e., that the 
sustained hyperglycemia was fundamentally an index of the 
emotional tension of the patient at the time of the test. 

Hackfield (26) in 1932 studied 20 manic depressives and found 
that these patients showed, in general, a delay in return of blood 
sugar to normal in tolerance tests. Str6m-Olsen (79) in 1932 
using the Folin-Wu method tested a group of 36 patients which 
included cases of manic depression and melancholia. A severe 
disturbance of carbohydrate metabolism was found in 21 of these 
36 patients. However, nine of the 21 had definite organic disease. 
Katzenelbogen and Friedman-Buchman (34) in 1933 studied 50 
manic depressives and found abnormal curves in 72.9 per cent of 
these patients. 
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Sacristan (71) in 1934 using the Hagedorn-Jensen micro- 
analytic method tested 17 female manic depressives (seven melan- 
cholia, four mania, two hypomania, four hypomelancholia) and 
found that the sugar curve is of a different kind in manic-depressive 
psychosis. He did not believe that the depressive state could be 
considered the cause of the hyperglycemia, for it was present in 
the manic as well. However, he intimated that the cause of the 
alterations in carbohydrate metabolism was a condition of hyper- 
excitability of the vegetative nervous system. He felt that the 
manic-depressive psychosis was the psychosis of endogenous nature 
that most frequently showed changes in the carbohydrate metabo- 
lism. The investigator suggested that the diversity of results 
obtained might depend on constitutional factors, since the patients 
with the pyknic habitus presented the greatest number of carbo- 
hydrate anomalies in metabolism. Tod and Jones (83) in 1937 
made a study of 20 manic depressives and reported that the hyper- 
glycemic index varies in depressions as the emotional tension ; that 
is, the greater the depression the greater the hy l 
or retardation of the carbohydrate metabolism. Ansani (1a) using 
the Folin-Wu method in 8 reported after a study of 10 cyclo- 
thymics that, although the rise in glycemia following administration 
of sugar was not high, the rise was retarded as was t lrop after 
the peak had been reached 

Acidity and Alkaline Reserve.—Kilduffe (37, page 59) in speak- 
ing of the pH of the blood states, “The reaction of the blood is 
maintained, in spite of the ingestion of acids and basic salts and 
the metabolic production, neutralization, and excretion of acids 
and bases, by a very sensitive mechanism of adjustment. The 
three processes mainly concerned are the excretion of acids and 
nonvolatile bases by the kidney, the base forming properties of 
hemoglobin, and the excretion of carbon dioxide through the lungs, 
the two latter being more rapid and important. The buffer system 
of the blood also functions, but is not of as great importance nor 
capable of as rapid adjustments as those just mentioned.” Kilduffe 
(37) states that the normal range for pH is from 7.3 to 7.5, and 


for plasma carbon dioxide combining capacity, from 50 to 75 
volumes per cent, and from 23.0 to 32.0 millimoles per liter. The 
normal range for total base is from 149.0 to 163.0 milliequivalents 


per liter serum. 
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Some investigators have failed to confirm normal calcium results 


in the manic depressive. Klempet1 


tion of the Kramer-Tisdall 
I2 cases of mania or depressi 
diminished in 


melancholia agitata 
stupor had low calcium, but cas« 


r (36) in 1926 g a modifica- 
d tested 18 melancholics and 
( 1 that calcium was 
Cases of melancholia with 


of mania had high calcium. 


Tomasson (85) in 1927 using le Waard method studied a 
group of 170 mental cases, it luding a subgroup of manic de pres- 
sives. He found deviations in the serum calcium in both mania 
and depression. Of the mani ressive patients. all of those 
examined during the manic phase a half of those examined 
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during the depressive | calcium. 
In the manic phase, all uctuating 
on constantly high values ! Deviat in serum 
calcium occurred in patient ull types, but pyknic | nts showed 
a somewhat more frequent ition than other 1 patient or 
patients without a definite type. 1] viat f the attack did 
not seem to influence the f1 ncy of t rum leviations. 
These deviations could not be due t tor activity, they were 
not found after light physical work, short strenuot r prolonged 
strenuous work or complete rest | stig It that the 
deviations found in mani press! lu the altered 
affectivity of these patient ; he found a relationship between 
mood and the absolute amot ! calciut investigator 
was also of the belief that mat epressive psychosis there is 
a humoral instability chara | by al mal fluctuations in the 
electrolytic conditions of the | ; instability isioned an 
irritability, especially of t getat In 1927 
Kora (40) using the Kleit total phosphor ethod tested nine 
manics and three melancl In ] the manic (average, 
37.64 mg.) and melanchol vel é he found in- 
creased total phosphorus the blood set 7) in 1928 
tested 23 manic depress reported se1 im values 
above normal. Tomasson (86) i1 2 t hymics and 
found a tendency to hype 1 decrease in the 


irritability of the vegetative nervous 

Atkin (4) in 1937 using the Kramer lall method studied a 
group of manic depressives and reported that they exhibited lower 
values for the depressed e and higher values for the manic 
phase, suggesting a parallel between serum calcium levels and emo- 
tional tone. The averag x, while 
that of 13 manics was 10.55 

Nitrogenous Substances—The picture of nitrogen metabolism 


g 
is an important reflection of the general state of anabolic and 
katabolic activities of the bod [he urea nitrogen of normal whole 
blood is 10-20 mg. per cent, non-protein nitrogen 28-39 mg. per 
cent, of creatinine 1-2 meg er cent i] erum the total protein 
content is 6.7-8.7 per cent, total albumin 4.95-7.7 per cent and total 


globulin 1.0-2.5 per cent 
Many investigators have reported normal values for the cyclo- 
thymic. Table 5 presents these essentially negative findings. 
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Normal findings have not been reported by all investigators. 
Looney (44) 1n 1924 also tested 30 cases of depression and reported 
a somewhat high plasma undetermined nitrogen (average, 7.75 mg. 
per cent ; range, 0-14.00 mg. per cent). He was of the opinion that 
toxic amines were present in the blood of markedly depressed 
cases. Reid (70) in 1927 using the McLean method tested 18 
melancholics and found in 14 of these depressed patients an in- 
creased nonprotein nitrogen content (average, 43 mg. per cent) 
which the investigator thought might support the theory of Looney 
(44) that a relationship existed between certain toxic amines and 
melancholia. However, using the McLean method, he found normal 
blood urea (average, 13 mg. per cent) in these patients. 

Ludlum, Taft and Nugent (47) in 1931 using physico-chemical 
methods to determine specific gravity and relative viscosity found 
indications in 20 manic depressives of lowered values for total 
serum protein in the manic and depressed cases. 

Lipoidal Substances.—In discussing the need for studies of the 
lipoid constituents of the blood, Looney and Childs (45) state, 
“The fact that approximately 50 per cent of the brain is made up 
of lipoid constituents has led naturally to the question whether 
patients showing mental disturbances would not also show changes 
in cholesterol metabolism. . . . . Variations in the level of the 
blood cholesterol have been ascribed to changes in emotion and to 
disturbances of the endocrine glands, especially the thyroid gland, 
the suprarenals, and the gonads.”” Duncan (22) believes cholesterol 
to be one of the controlling factors of cellular metabolism. Normal 
blood contains from 140 to 200 mg. of cholesterol, from 250 to 450 
mg. of lecithin, and from 290 to 410 mg. of fatty acids per 100 cc. 

Several investigators have reported normal values in the blood 
of the manic depressive. Table 6 presents the negative findings. 

Many other investigators have reported abnormal lipoidal values 
in the blood of the cyclothymic. Pighini (62) in 1911 studied a 
group of manic depressives and found comparatively high values 
of cholesterol and oxycholesterol in their blood. 

Parhon, Urechia and Popea (59) in 1913 using the reaction 
of Neumann and Hermann tested a group of cyclothymics and 
reported lipoidal increases in most cases. Targowla, Badonnel and 
Berman (81) in 1923 using the colorimetric Grigant method tested 
four cases of anxiety melancholy and reported higher amounts of 
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cholesterol than normal. Ornstein (57) in 1925 found hyper- 
cholesteremia predominant in cases of the affective psychoses. 

In 1927 Jacobi (32) using the Myer method tested 20 manic 
depressives. A leaning toward hypercholesteremia was found which 
the investigator thought probably had a close relation to inner 
secretory mechanisms. Stenberg (78) in 1929 using the Blix 
modification of the Bang method studied a group of cyclothymics 
and found both in the manic and melancholic phases of the manic- 
depressive psychosis a statistically significant increase of total 
cholesterol and total fatty acids, while during remission the return 
to normal values was also significant. 

Heuyer (30) in 1930 also using the Blix modification tested 14 
manic depressives and found an increase in blood cholesterol in 
the excitable period and a decrease in periods of remission. He 
also found that depressive states tended to have low blood choles- 
terol, while excitable states showed increases. Duncan (21) using 
the Liebermann reaction in 1930 tested a group of manic depres- 
sives and reported that the serum cholesterol was raised in most 
cases, especially during remission (average, 205 mg. per cent in 
acute phase). The investigator found that patients with excessive 
emotional reaction had a lower serum cholesterol than others in the 
same psychiatric group. This was observed in the mood changes 
of the psychosis. 

In 1931, Shaw and Sharpe (75) reported abnormal increase of 
blood cholesterol content in states of mania. Duncan (22) in 1933 
tested several cases of manic-depressive insanity and found that 
blood cholesterol was lowered in heightened emotional states that 
affect the individual as a whole, while it was increased in apathetic 
states. Slight and Long (77) in 1933 using the Myers-Wardell 
and the Stoddard-Drury methods tested a group of cyclothymics 
and a group of normals and found that the total fatty acids, 
cholesterol and lipoid phosphorus of the plasma were higher in the 
patients than in the normal controls. The average total fatty acids 
was 30.8 per cent higher in the patients than in the normals, while 
average cholesterol was 29.8 per cent higher. The patients’ average 
lipoid phosphorus was 2.4 per cent higher than that of the normals. 
After a fat meal given to both patients and the normal controls 
these percentages increased still further. After the meal the post- 
prandial rise in total fatty acids for normals was 8.1 per cent, for 
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manic depressives 34.0 per cent; in cholesterol 
cent, for manic depressives 10.6 per cent; 11 
normals 2.4 per cent, for manic depressives 11.5 
investigators concluded 
a disturbed lipoid metabolism 
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Sharpe (74), in a review of the literature, reported that cases 
of recurrent mania showed a very high blood cholesterol (average, 
320 mg. per cent) especially ing cute attack, while in cases 
of melancholia the blood cholesterol v tly the high side 
(average, 240 mg. per cent), but the variations were small. Claude 


(11) in 1935 using the methods of Grimbert, | 
tested seven melancholics and three normal cont: 
the patients an increased blood cholesterol content 
per cent ; range, 150-228 mg. per cent id a decre 
acid content (average, 3.94 mg. per cent The in 
to be noted when there was an increase in emoti 
less of the malady. Schube (73) using tl lif 
method in 1936 studied the cholestero 


pressives (median, 104.6 mg.; range, 50-428 mg 
controls (median, 150 mg.; range, 110-195 mg 
as a group the patients presented evidence of abt 


metabolism, 75 per cent of them showing abnor 
blood cholesterol. In those patients characteri 
physical or mental activity there was a definite ter 


cholesterol ; where there was decreased mental or pl 


or both, there was a tendency for values to be abov 


relationship was observed between blood cholestet 


types, e. g., pyknics, asthenics, 

Chlorides.—Chlorides are found in al 
The chloride ion is the major ani 
value of the blood plasma estimated as 
570 to 620 mg. per 100 «& 1 fron 
per liter. 

Some investigators have reported normal blood 
for the manic depressives, as shown in Table 7 
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manic depressives 34.0 pe! cholestet lals 3.3 per 
cent, for manic depressives 10.6 per cent; in lipoid phosphorus for 
normals 2.4 per cent, for manic depressives 11.5 per cent. The 
investigators concluded that in certain manic depressives there was 
a disturbed lipoid metabolism 

Sharpe (74), in a review of the lit re, reported that cases 


of recurrent mania showed a very high blood cholesterol 
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method in 1936 studied the cholesterol metabolism of 71 manic de- 
pressives (median, 104.6 mg we, 50-428 1 1 53 normal 
controls (median, 150 mg. ; range, 110-195 mg.) and reported that 
as a group the patients presented eviden bnormal cholesterol 
metabolism, 75 per cent ol them showing abnormal values for 
blood cholesterol. In those patients characterized by increased 
physical or mental activity there was efinite t to a low 
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presented the manic depressive is a more variable biochemical entity 
than the normal control and that, generally, the depressive indi- 
viduals are apt to show a greater biochemical heterogeneity than 
the manic ones. For instance, in the study by Bowman and Kasanin 
(9), both the manic and depressive groups have a statistically 
reliable greater variability in blood sugar than the control group. 
As a rule, where the number of subjects is sufficiently large, it is 
possible to demonstrate statistically the greater variability of the 
manic depressive. 

Summary and Discussion.—In reviewing the foregoing studies, 
one becomes aware of several significant trends. There appears, 
in general, to be evidence of a tendency for the manic depressive 
to have slightly increased blood sugar, for the cases of acute depres- 
sion and melancholia to be defective in their sugar tolerance, for 
the manics to have a slightly increased blood calcium, and for the 
lipoid values to be rather high in the manic depressive. The 
disturbed carbohydrate and lipoid metabolisms are perhaps the 
most striking findings.® 

Whereas some investigators have not been able to find any 
relation between sugar content and mental state, affect, mood, 
emotional tone or severity of the disease, others have been able to 
detect abnormally high values in the cyclothymic, slightly higher 
values being found in the depressed states than in the excited. The 
increases noted might be due to any of a great variety of causes. 
It might be that resistance or emotional reaction to the needle upon 
being bled might .produce in some cases certain physiological 
changes that would be reflected in increased sugar values. It may 
well be that, since the increases have been found by some investi- 
gators and not found by others, the chronic or late manic depressive 
becomes physiologically adapted to affective swings. Emotional 
excesses do not disturb, physiologically speaking, any more than 
would normal emotional behavior, that is, he has become habituated 
to a high emotional level and that is his normal reaction. The acute 


6 Lockwood (43) states that a “sustained hyperglycemia and quantitative 
changes in the blood cholesterol are common findings in the manic-depressive 
psychosis ....” In an effort to determine whether any relationship existed 
between blood cholesterol and hyperglycemia, he made parallel observations 
of the hyperglycemic index and blood cholesterol in 17 cyclothymics and found 
an inverse relationship (— .81 + .05). 
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or early manic depressive the other | 1, might respond physio- 
logically to emotional ex ; with tl mi mpathetico-endo- 
crine reactions that are characteristic of normal individuals under 
stress of emotions. It is ol us, of irse, that high blood sugars 
induced in normal ind Is would 1 more produce manic- 
depressive psychosis than would induced emotio1 \nother cause 
of normal blood sugars in one study and high blood sugars in 
another might be, as mentioned above, the error of faulty psy- 
chiatric diagnosis and cl tior \nother might be the fact 
that individuals exhil rs the L171¢ l ntal rd I may differ 
greatly in their physiological abnormalit St ther might be 
the variability of the : pressive that would | lated perhaps 
to a defective emotional trol 1 that in turn to a defective 
homeostasis (10).' It v of tl t that the 1 depressive 
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is characterized by pl easily 
be seen that not only is the kind and degree of emotion different in 
the same patient from t to ti or in different patients at the 
same time), but the extent of muscular activity als ries. We 
do know that the mar 1 and 
use more muscular react than d le individual 
(in similar fashion, 1 uses more 
muscular reactions thar ! pl hase It is 
possible, however, that tl | nd emot sion may be 
as great, if not greate1 the depresss in t inic state. 
Consequently, with muscular activity metal reased, more 
energy is used up and e sugar is but | may possibly 
serve to explain why some investigator tout lightly lower 
blood sugar in the mat that epi nes, even 
though both were ab: 

There is striking evidet f distur] rl lrate metabolism 
in the manic depressi rticularly in tl ley | cases. In 
these cases the retardatior f the functions of the vegetative 


7 Diethelm (18) has indicat that 1 ret t phases may 
be of fundamental importa He feels that the somatic 
findings may vary according to wl emotion happens to dominate the 
clinical picture. As some of these emoti: bside and otl rise to domi- 
nance, the clinical picture n inge. H that in st ng the emotion 
it is essential to consider the type, dept t ind duration of the emotion 
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nervous system is particularly marked. Since it has been shown 
that the sugar tolerance curve bears a close relation to the presence 
of emotional tension (66) the picture of defective carbohydrate 
metabolism in manic-depressive psychosis is probably just another 
symptom, chemical as it were, of a defective emotional control. 
The greater incidence of disturbed carbohydrate metabolism among 
the cases of marked depression and anxiety may be related to the 
fact that the pre-prandial blood sugar in these cases is usually 
higher than that of the manic cases. Hence the rise in blood sugar 
and its duration after a test meal in the depressive states is apt to 
be greater than in the excitable ones. It may well be, however, 
that it is not the emotion per se that is responsible for the abnormali- 
ties of sugar metabolism in these cases, but rather the factors of 
constitution (71), that is, perhaps a pyknic individual, whether he 
be cyclothymic or normal, might be predisposed to abnormal sugar 
tolerance. Some believe that the discrepancies between the results 
of various writers on the presence or degree of sugar intolerance 
may be ascribed to some extent to the numerous variables which 
are present in the available material (36). 

The sugar tolerance curve cannot, of course, be used as an instru- 
ment in differentiating manic-depressive psychosis from other psy- 
choses or in the differential diagnosis of the various phases of the 
disorders. The sugar tolerance test, since it is sensitive to physical 
conditions, such as toxemia, endocrine disorders, etc., and since it 
appears to be so closely correlated with emotional tension regard- 
less of malady, is unreliable for use in establishing diagnosis or 
prognosis. The curves of manic-depressive cases are not very 
different from those of acute dementia precox. The factors of 
“variability, irregularity and inconsistency of the reactions to the 
test and complexity of the factors involved (16, page 208) militate 
against its use as a differentiating tool.” 

The tendency for the manics to have slightly increased calcium 
values may be explained in terms of muscular activity, physical 
exertion and degree of resistance on the part of the patient to being 
bled, since it has been found at the Harvard Fatigue Laboratory 
by H. T. Edwards ® that physical exercise may produce increases 
of Io per cent to 15 per cent, or even 20 per cent, in blood calcium. 


8 Personal communication to authors. 
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before a definite statement can be made as to whether or not there 
are any biochemical correlates of the psychosis.1! It is essential 
that research along this line be undertaken in order that we may 
know not only how much a manic depressive differs biochemically 
from the normal, but also how much he himself differs from 
day to day. Evidence of the slightly greater variability of the 
depressive over the manic patient points to possible differences in 
the degree of excitability of the vegetative nervous system that 


need investigation. 
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AGE OF ONSET OF EPILEPSY. 


DIFFERENCES BETWEEN DETERIORATED AND 
Non-DETERIORATED PATIENTS.* 


By HARRY A. PASKIND, M.D., ann MEYER BROWN, M.D. 


Although there are many reports dealing with the age of onset 
of epilepsy, we are convinced that such studies have incomplete 
value because they have been based almost exclusively on institu- 
tional patients with epileptic deterioration or other epileptic psy- 
chosis. Writers on epilepsy, since they were mainly workers in 
institutions and colonies, had the opportunity of studying only 
epileptic patients incarcerated on account of deterioration or other 
psychosis, and there are good reasons for believing that these consti- 
tute only a part, perhaps a small part of persons with this disease. 
Since the studies of most writers were limited by institution walls 
the great number of non-deteriorated persons with epilepsy who 
adjust in the outside world eluded the observation of those who 
described the age of onset of the disease. 

Further, the conclusions of some writers have been beclouded 
by their inclusion as epileptics many feebleminded persons in whom 
seizures were a manifestation of developmental anomaly of the 
brain, while others have included those with old inflammatory or 
other diseases of the brain giving rise in some cases to localizing 
signs in addition to convulsive seizures. Thus, it might not be 
amiss to state that in the literature, cases which are often con- 
sidered epilepsy are not epileptics at all, but those who have seizures 
due to some cause other than idiopathic epilepsy. 

Our purpose in the present communication is to describe the age 
of onset of a group of well-adjusted, non-psychotic, non-feeble- 
minded, extramural persons with epilepsy, free from demonstrable 
organic brain disease and to determine whether these patients differ 
in age of onset from the institutional, deteriorated patients with 
epilepsy as given in the literature. 


*From the department of nervous and mental diseases, Northwestern 
University School of Medicine and the Minnie Frances Kleman Memorial 
Fund. 
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the older writers. The majority, however, found that a smaller 
proportion of their cases had the first seizure after the age of 40. 


SUMMARY AND CONCLUSIONS. 


Descriptions of epilepsy in the literature have been written 
mainly by men working in institutions who had access only to 
institutionalized patients. Consequently, reports on epilepsy are 
based almost exclusively on deteriorated, incarcerated patients. 
Since most writers had no opportunity of observing nor*deterio- 
rated, extramural patients with epilepsy these were not included 
in their studies. Their inclusion, however, is important because 
there are good reasons for believing that deteriorated patients 
constitute only a small part of the number of persons with epilepsy. 

In this study the age of onset of 368 adult non-deteriorated 
patients with epilepsy was determined and compared with similar 
data for institutional deteriorated patients. 

The trends observed were as follows: 

1. Fewer non-deteriorated patients have the onset before five 
years of age. 

2. Fewer non-deteriorated patients have the onset before 10 
years of age. 

3. More non-deteriorated patients have the onset after 20 years 
of age. 

4. More non-deteriorated patients have the onset after 40 years 
of age. 

It is concluded that deteriorated patients with epilepsy differ 
from the non-deteriorated ones in that there is a tendency to later 
onset in the non-deteriorated patients. 
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FREQUENCY OF SEIZURES IN EPILEPSY. 


DIFFERENCES BETWEEN DETERIORATED AND 
Non-DETERIORATED PATIENTS.* 


By HARRY A. PASKIND, M.D., ann MEYER BROWN, M.D. 


Discussions of the frequency of seizure in epilepsy are based 
almost entirely on studies of institutional patients. Writers of 
textbooks and monographs on epilepsy were mainly institution 
men who found institution material convenient for study. Here 
there are concentrated large numbers of patients with convulsive 
disorder ; their observation is rendered easy because many patients 
and records are available for study over a long period of time. It 
must be remembered, however, that most persons with epilepsy 
are institutionalized not because they are epileptic, but because 
they have developed mental disturbances that make incarceration 
imperative. There are, however, many patients with epilepsy who 
never reach an institution, they remain without mental change, 
arid adjust in the outside world on the same level as their non- 
epileptic fellows. There are good reasons for believing that these 
outnumber the institutional patients. The purpose of the present 
communication is to compare the frequency of seizures in the two 
groups; that is, to determine if the seizures have a different fre- 
quency in the deteriorated, institutional patients than they have 
in the non-deteriorated, well-adjusted epileptic of the outside world. 

Data regarding the frequency of seizures in epilepsy have been 
made available by Beau,’ Leuret,? Herpin,? Delasiauve,* Reynolds,* 


Starr,® Gowers,’ Spratling * and Turner.’ 

The material used for the present study consists of the records 
of 317 adult, non-deteriorated, extramural patients with epilepsy. 
Of these, 238 were from the private practice of Dr. Hugh T. 
Patrick and 79 from the outpatient clinic of Northwestern Uni- 
versity School of Medicine. In order to allow time for deteriora- 
tion to occur no patient was accepted for this study unless he had 


*From the department of nervous and mental diseases, Northwestern 
University School of Medicine and the Minnie Frances Kleman Memorial 
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had seizures for at least six years. Of these patients, 37.2 per cent 
had had the disease for from 6 to 10 years; 24.4 per cent, II to 
15 years ; 16.8 per cent, 16 to 20 years ; 9.0 per cent, 2I to 25 years; 


6.1 per cent, 26 to 30 years ; and 6.5 per cent over 30 years. Patients 


with defective mental development and with focal signs of neuro- 
logic disorder were not accepted for this study. The seizures 


studied were in patients who had had no treatment or only inade- 
quate, irregular treatment. 


PERCENTAGE-FREQUENCY OF Mayor ATTACKS AS GIVEN BY SOME AUTHORS 
AND AS No IN THI S 


| 
Less than 1 day 10.9] | 1?. 2.0 | o? 
fis.s }f 46.3 | T T 
1 day to 1 week 12.7] | 33.3 l.€ 4 |} 30.3 3.8 | 
1 week to 2 weeks 14.1] 15.9 |] | | } 12.0 
2 weeks to 1 month| 17.0] 36.6 | 3° + | | 25.6 
1 to 2 months 26.9] 20.7 | | | 12.9 
2 to 4 months 5.2 4.9 | Sos > 14.0 | >.5 
4 to 6 months 3.3] | 6.0 
6 to 12 months 9.0] 1.2 1} 2.8 =| 
Over 1 year 0.9 2.4 6.7 ef Bia | 5.7 
Irregular | | 
| 


Comparison of the frequency of major seizures in our series of 
non-deteriorated patients with that of other writers is shown in 
Table I. 

In our series 5.7 per cent had grand mal seizures at intervals of 
less than one day. This ratio is significantly smaller than similar 
figures given by other writers. Thus Starr found such intervals 
in 20.4 per cent of his patients, Herpin in 20.0 per cent and 
Reynolds in 17.2 per cent. The figure which most closely approxi- 
mates ours is that of Beau; 10.9 per cent of his patients had 
seizures at intervals of less than one day. 
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In the present series 14.5 per cent of the patients had major 
seizures at intervals of one week or less. Table I shows how 
markedly this figure contrasts with similar ratios given by other 
writers. Herpin found that 53.3 per cent of his patients had major 
seizures at such frequency ; Delasiauve found this in 46.3 per cent ; 
Starr in 40.8 per cent, Spratling in 56.0 per cent, Turner in 42.3 
per cent. The figure that most closely approximates ours in this 
respect is that of Leuret who found that 18.3 per cent of his 
patients had seizures at intervals of one week or less. 

In the present series of non-deteriorated patients grand mal 
seizures occurred at intervals of one month or less in 52.1 per 
cent of cases. This is in marked contrast to similar figures of the 
other writers (Table I). Thus in Spratling’s cases 90.3 per cent 
had seizures at such frequency; Delasiauve found this in 80.9 per 
cent; Gowers in 77 per cent, Leuret in 70.8 per cent, Turner in 
72.6 per cent, Herpin in 68.3 per cent, Reynolds in 62.5 per cent, 
Starr in 62.0 per cent and Beau in 54.7 per cent. The latter figure 
most closely approximates ours. 

In our series 47.9 per cent had major seizures at intervals 
greater than one month. This ratio is greater than that given by 
any of the other writers. Beau found that 45.3 per cent of his 
patients had major seizures at such intervals; amongst the other 
writers this value ranges from 8.7 per cent to 38.0 per cent. 

Thus, it appears that extramural, non-deteriorated patients have 
major seizures less frequently than do the deteriorated patients 
in institutions. 

In a thorough search of the literature we could find only one 
statistical statement regarding the frequency of petit mal attacks ; 
Gowers‘ stated that in half the cases the attacks occurred daily. 
In our series the frequency of petit mal attacks could be deter- 
mined in 137 cases. They occurred at intervals not exceeding one 
day in 21.2 per cent of cases. In the remainder of the present 
series they occurred as follows: 

Intervals of more than one day, not exceeding one week, in 
22.0 per cent. 

Intervals of more than one week, not exceeding two weeks, in 
17.5 per cent. 

Intervals of more than two weeks, not exceeding one month, in 
18.2 per cent. 
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Intervals of more than one month, not exceeding two months. 
in 5.8 per cent. 
Intervals of more than two months, not exce ng ur months, 
in 6.6 per cent. 
Intervals of more tha: r months, not ! © months, 
in 2.2 per cent. 
Intervals of more than six nt t « 2 months, 
in 1.5 per cent. 
Intervals of more than 12 mont n 4.4 per cent 1 


The frequency of seizures ha retofore been 1 rted mainly 
in institutional deteriorated patient \ st the frequency of 
seizures in a group of 3 n-institutional, not teriorated pa- 
tient with epilepsy discloses that re significantly less 
frequent in such a group t t teriorated institutional 
patients. 
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EXPERIENCES WITH PSYCHIATRIC DEPARTMENTS 
IN THE GENERAL HOSPITALS OF OMAHA.* 


By G. ALEXANDER YOUNG, M.D., Omanwa, NEs. 


Pharmacologic shock therapy of the psychoses, as developed in 
this country during the past two years, has brought into sharper 
relief the question as to whether the psychiatric department should 
be recognized as a proper and desirable component of the general 
hospital organization. For various reasons, there has been much 
opposition in the past to the inclusion of the acute psychoses 
among the admissions to the general hospitals. At the present time, 
many of these reasons no longer hold good, and a revaluation of 
the situation is in order. 

In Omaha, with nine general hospitals, there are five that are 
provided with psychiatric departments. The largest of these, in 
the Douglas County Hospital, has at present 160 patients. The 
other four, associated with private hospitals, have a total normal 
capacity of 106 beds. The respective hospital managements are 
emphatic in their support of the departments. 

The development of the psychiatric departments in Omaha has 
derived from several sources. As the location of two Class A 
medical schools, associated respectively with the University of 
Nebraska and Creighton University, Omaha has long been a medi- 
cal center, and the medical profession of the city have drawn their 
clientele from the surrounding states. The specialties of neurology 
and psychiatry have been represented since Igo01, and there are 
now eight physicians who limit their practice to this type of work, 
all of whom are on the faculties of one of the two schools. Inas- 
much as psychiatric consultation and treatment constitute a large 
part of the neuropsychiatrist’s activities, the need for special hos- 
pital facilities for the treatment of the acute psychoses has been 
obvious. Acute deliria, depressions and early schizophrenias were 
being treated in private rooms in the general hospital. Needless to 


* Read at the 94th annual meeting of The American Psychiatric Asso- 
ciation, San Francisco, Calif., June 6-10, 1938. 
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say, accidents occurred with a frequency sufficient to make psy- 
chotic patients a decided risk for the hospital, and the psychiatrist 
felt his patients were unwelcome. 

Before entering private practice in Omaha in 1910, I had had 
an experience in connection with psychiatric nursing that had con- 
vinced me that psychiatric cases could be cared for advantageously 
in the general hospital, and that there existed no incompatibility 
between psychiatric work and the general hospital medical and nurs- 


7 
| 


ing disciplines. In 1906, after several years of state hospital medical 
work, I was appointed superintendent of the Norfolk State Hospital 
at Norfolk, Nebraska, to reconstruct a hospital service badly dis- 
organized by inexperienced political appointees 

As a part result of the free hand given me, I was able to establish 
a nursing department reform in making, for the first time in the 
state hospitals of Nebraska, the superintendent of nurses an official 
of the hospital in charge of all nurses and attendants. A training 
school was established, women nurses placed on male wards and a 
medical and nursing service was developed for the acute cases, 
which, I am sure, equaled in many respects our modern psychiatric 
clinic prior to the days of insulin and metrazol. 

Miss Helen C. Sinclair, the superintendent of nurses, a woman 
of great intelligence and force of character, who had her first ex- 
perience in state hospital service at Norfolk, later became widely 
known in connection with her work with the Department of Hos- 
pital Service of the National Committee for Mental Hygiene. This 
was after Nebraska politics had again stepped in with the election 
of a new governor, and a two year old, smoothly working organiza- 
tion had been dissolved. Dr. H. Douglas Singer, who shortly 
before had come to Omaha from London, accepted the position of 
first physician and began his state psychiatric experience at Norfolk. 

It was the memory of the hospital department of the Norfolk 
State Hospital in the years 1907-08 that had much to do with my 
conviction that there was a place in the general hospital for psy- 
chiatric work. In 1924, St. Joseph’s Hospital, a large Catholic 
hospital of some 400 beds, established a psychiatric department 
of 29 beds in a separate wing erected at a cost of $70,000.00. Dr. 
G. W. Dishong and Dr. Ernest Kelley, of Creighton Medical 
College, and Dr. H. A. Wigton and myself, of the University of 
Nebraska Medical College, were at that time taking psychiatric 
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patients to St. Joseph’s Hospital, and were in part responsible for 
this new development. Dr. Dishong and Dr. Kelley had been resi- 
dent physicians at the Norfolk State Hospital during the years 
1907-08, and were familiar with Miss Sinclair’s work. Miss Sin- 
clair was well known to the Sisters of St. Joseph’s Hospital, and 
contributed her influence in a most helpful way. 

This institution remained the only psychiatric department in 
Omaha until 1928, when the Methodist Hospital, capacity 160 beds, 
remodeled a floor of one of the wings at a cost of $2400.00, and 
provided 13 beds for the psychiatric care of women. No male beds 
were included, owing to lack of space. 

About the same time, the German Lutheran Church bought the 
Wise Hospital, capacity 75 beds, and remodeled an adjacent nurses’ 
home, making of it a psychiatric unit with a bed capacity of 34. 

The fourth psychiatric department was opened January I, 1937, 
when the Clarkson Hospital, an established Episcopalian hospital, 
having bought and remodeled the five-story Lister Hospital, and 
acting on the initiative of Dr. A. E. Bennett, also reconstructed 
two wings of the second floor for psychiatric purposes at a cost of 
$20,000.00. A bed capacity of 30 was provided, equally divided 
as to sex. This institution has the advantage of more recent ideas 
of construction, such as air-conditioned, sound-proof seclusion 
rooms, which in the other hospitals are not fully sound-proof. On 
the other hand, it has, with the Lutheran Hospital, the disadvantage 
of its location in a downtown district, without the adjacent parks 
of the Methodist and St. Joseph’s Hospitals. 

The general principles of arrangement are the same in all, the 
combination of a hallway with single rooms, two-bed rooms, dormi- 
tories on either side, one or two continuous tubs, showers, recrea- 
tion and occupational rooms and sun-rooms which serve also as 
dining rooms. 

The details of construction of a psychiatric department vary 
according to the amount of money available and according to 
whether a new wing or building is to be erected or present space 
remodeled. The bed capacity, or size, naturally depends on the 
size of the hospital and the demand for beds, which in turn depend 
upon the population factor and the number of local psychiatrists. 
The education of the public along psychiatric lines is also a factor 
in determining demand. If a large enough group of psychiatrists 
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erect a 
substantial building eit! separat a with a 
general hospital, in whi \ venience and safety 
could be amply provid Hows ( ‘cord with 
the purpose of this pay emodeling 
available space in a get . to provide 
adequate and serviceal e attending 
staff. 

For instance, the Or: Mi 160 bed 
capacity, equipped 13 be 100.00. This 
included an automaticall one sound- 
proof seclusion room vat lormitory, 
one two-bed room, ! vice and 
chart-room, bathroom porch which 
serves as a combined r re served 
either in the rooms or 

The windows of the mounted 
by ventilating transoms. but the 
lower sash is fitted witl steel « glass-filled 
meshes of which measure 7 x ¢ | arranged 
that each sash can be s only, thus, 
with the transom, provi as safety 
The whole ward has op ft ( ‘ol of a 
trained psychiatric nurs irses of 
the second and third yea It a working 
unit of the hospital, M bstetrical 
service. 

The Clarkson Hospital capac 150 beds, has 
practically the same gement, ex wings of a 
double “L”’ floor plan were 1 o each for 
men and women. Two ai! fed rooms 
were constructed on eacl gs witl ite arrangements. 

The psychiatric department of the Douglas County Hospital, 
with its 150 to 160 patient s house in well-equipped 
building which was erected in 1928. Here there had been previously 
very primitive quarters, with a t city | bout 30 beds, 
divided into two wards. Owing to ancient construction and board 
floors, they were fertile breeding places for vermin. They were 
occupied by psychotic patients, alcoholics and drug addicts, who 
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were under observation pending commitment to the state 
institutions. 

About 1920, owing to economy programs of state administra- 
tions, the state hospital building program fell badly behind require- 
ments. Omaha and Douglas County were unable to obtain admission 
for their patients, and the number of patients cared for at the 
County Hospital has since steadily increased. With an average 
yearly number of 300 patients coming before the Board of Com- 
missioners of Insanity, approximately 50 would be committed to 
the state hospitals. The rest had to be cared for at the County 
Hospital. To meet this need, the present psychiatric department 
was constructed. 

As physician member of the Board for the past 23 years, | 
have been largely responsible during that time for the medical care 
of the patients treated in the Douglas County Psychiatric Depart- 
ment. There has been steady progress in nursing and medical care, 
with graduate nurses and attendants and a resident psychiatrist. 
Since October, 1936, treatment by insulin and metrazol has been 
actively employed. 

Mention perhaps should be made here of the psychiatric liaison 
ward of the University Hospital of the University of Nebraska 
Medical School where patients of various departments are studied 
when psychiatric consultation is requested. This is not a psy- 
chiatric department properly speaking, but in connection with the 
County Hospital, supplies clinical material for psychiatric teaching 
in the University of. Nebraska Medical School. The erection of 
a separate psychiatric hospital on the university hospital campus 
is anticipated within the next two years. 

It is not to be expected that these departments were developed 
without some opposition. Resistance had to be overcome. The 
hospital management had to be convinced of the feasibility and 
economic soundness of the projects. The fears of the noisy, 
destructive, violent or suicidal patient had to be reduced to actual 
facts. In these respects, experience has provided the answer. 
Financially, the psychiatric department compares favorably with 
the rest of the services. 

The Methodist Hospital reports the collections are 3 per cent 
to 4 per cent larger per bed unit than the other departments for 
the year 1937. The Clarkson Hospital states that the collections 
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from the psychiatric 
collections of the | 
Hospital considering th 
ment a liability 
standpoint of nurses’ 
munity need. The | 
profitable for several yé 
The hospital charges 
per week for the private 1 
bed, and $28.00 and $31 
rooms. The extra charg 
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The number of noisy 
With our present 
the rare manics, and 
very little trouble has 
admitted are largely dep1 
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Psychoneurotic patients 
department in preferen 
One of the objections 
the duration of illness 
per patient for the f 
note that since early last 
by metrazol 24 cases 
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the Archives of New 
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access to the consultation services of the hospital, but the full-time 
pathologist, with complete laboratory equipment, gives scope for 
investigation of the many psysico-chemical problems incident to 
psychotic states. For instance, the Methodist Hospital, in addition 
to now having a full-time resident in psychiatry, is employing, 
under a private fund, a full-time chemist for research in the 
psychiatric department. 


DISCUSSION. 


kp. SaAmuEL W. Hamitton (New York, N. Y.).—Picture to yourself 
he gratification of coming into a community of over 225,000 and finding 
five hospitals in that community with psychiatric services. In my opinion it 
is a most creditable accomplishment and due very largely to Dr. Young’s 
juiet and tactful persistence. The rest of the country is going to be affected 
y this, I am sure. The movement for psychiatric service in general hospitals 

slow, deliberate growth but is coming along. Communities like New 
York, that pride themselves on their hospital development, must learn 
something from a city like Omaha in order to get the proper distribution of 
hospital beds. 

I suppose that Dr. Heldt at the Ford Hospital made these psychiatric 
services respectable. In that brand-new hospital, much talked about, he 
established a psychiatric service taking the wards as they stood and demon- 
i hat a man who knows how to handle his patients can do it in a 


general hospital without undue trouble for the rest of the hospital; demon- 
strating also that it is of the very greatest value to other services to have 
a psychiatric service alongside for consultation; and demonstrating in the 
third place that the beds for these services are very popular and the number 
of free cases or low-cost cases that go to them is not greater than those 
in other wards, surgical,.medical, etc. The mentally sick are not all in such 
condition that they need to be put into huge institutions and managed by 
wholesale feeding or treatment or nursing. Many of them are at a point 
where something quite different is demanded, and in the city of Omaha they 
are very likely to receive it. 

This is of importance to us who live elsewhere. Every now and then 
we are asked what shall be done with a person who has had a breakdown 
out in the middle states. We can say of certain communities like Omaha, 
“Certainly, that patient can get just the treatment he needs. You can choose 
among several hospitals.” 

I think the paper and the discussion may be summed up just in one sentence, 
really: That there exist a large number of psychiatric cases that are general 
hospital cases. These acute psychoses, early in their development, are very 
proper cases for general hospital care. 
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CELL MINERALS IN AMAUROTIC IDIOCY, TUBER- 
OUS SCLEROSIS AND RELATED CONDITIONS, 
STUDIED BY MICROINCINERATION AND SPEC- 
TROSCOPY.* 


EXAMPLES OF DEGENERATIVE AND OF NEOPLASTIC CELL DISEASE. 


By LEO ALEXANDER, M.D. anp ABRAHAM MYERSON, M.D., 
Boston, Mass. 


In a recent series of investigations ':* ** we found that physi- 
ological processes associated with active growth and neoplastic 
and inflan:matory diseases are characterized by an increase of heat 
resistant mineral ashes in the tissues, as shown by the technique 
of microincineration. Contrariwise, in disease processes with 
changes of a degenerative nature the heat resistant mineral sub- 
stances of the degenerated elements or of parts of them are dimin- 
ished in quantity, although there may be a shift of these heat resis- 
tant mineral ashes to other parts or elements. In view of the 
importance of neoplastic (anaplastic) and degenerative (cataplas- 
tic) conditions among the diseases of the central nervous system 
in childhood, especially among the wide and heterogeneous groups 
of idiocies and mental defects, we decided to study the pathological 
manifestations of some of these diseases by means of microin- 
cineration and spectroscopy. 

Our material consists of I2 cases,j namely: three cases of 
Tay-Sachs’ disease (infantile amaurotic idiocy), two cases of 
tuberous sclerosis, three cases of spongioblastomatous periven- 
tricular hamartoma of the basal ganglia, a condition somewhat 
related to tuberous sclerosis, and four cases of “Mongolian idiocy.” 
The method of study is identical with that described previously.’ * 


*From the Division of Psychiatric Research, Boston State Hospital, and 
the Department of Diseases of the Nervous System, Harvard Medical School. 

Aided by a special grant from the Child Neurology Research (Friedsam 
Foundation). Read before the American Association on Mental Deficiency, 
Chicago, Ill., May 3, 19309. 

7 Drs. Sidney Farber, Richard C. Wadsworth (Boston), Clemens Benda 
(Wrentham) and Abner Wolf (New York City) contributed material. 
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network, most of which is only faintly luminous in the darkfield 
(Figs 3 E and H). The cell membrane, however, is usually well 
outlined by heat resistant mineral ash. The pyknotic and greatly 
shrunken nuclei of the diseased ganglion cells contain densely 
aggregated ash residue (Figs. 2B and 3H), mainly due to mere 
condensation of the mineral constituents of nucleolus, nuclear 
membrane and oxychromatine. The demineralized cell bodies 
of the diseased ganglion cells stand out even at low power 
(Fig. 2A), in sharp contrast to their pyknotic nuclei and to the 
cortical ground substance in which they are imbedded, which con- 
tains an approximately normal amount of heat resistant mineral 
ash. In those cases in which there is glial proliferation, the pro- 
liferating glial cells, in contrast to the demineralized ganglion cells, 
are hypermineralized (Figs. 3B, E, H). The nuclei, cell bodies 
and processes of these growing glia cells : microglia, oligodendroglia 
and astrocytes alike, are densely filled with ample deposits of 
white, water insoluble heat resistant mineral ash. By virtue of 
this rich content in brightly luminous mineral ash, these growing 
glia cells and their processes, many of which hug the demineralized 
ganglion cells closely, are well outlined in microincinerated prepa- 
rations (Figs. 3 B, E, H). 

Spectroscopic examination of the brain tissue reveals a sig- 
nificant diminution of calcium and phosphorus (Fig. 4, Table 1). 
The quantitative changes shown by the other mineral ashes enu- 
merated in Table 1 cannot yet be regarded as significant in the 
light of our experience as it stands at present. It should be added 
that most of the heat resistant ash as seen in microincinerated 
preparations consists of calcium ash. 


TuBEROUS SCLEROSIS (BOURNEVILLE’S DISEASE). 


Cerebral pathology of tuberous sclerosis may briefly be sum- 
marized as an alteration in the distribution, shape, and size of 
ganglion cells and glia cells. The deformities are mainly swelling 
and bizarre elongation of processes, and the appearance and occa- 
sional accumulation of immature and dedifferentiated forms. The 
literature is unanimous in considering these alterations as due to 
a change of blastomatous or neoplastic nature (Globus) .® 

In specimens prepared with the ordinary stains the diseased 
ganglion cells may resemble those seen in amaurotic idiocy 
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J, 6 B, C), most of which are insoluble in water. The amount of 
these ashes by far exceeds that seen in normal ganglion cells.* As 
in all normal ganglion cells, however, their nucleus is essentially 
free from heat resistant mineral ashes, except for those contained 
in its fine oxychromatine granules and in its nuclear membrane 
(Figs. 5 B, C, F, 6B, C), while their nucleolus contains a normal 
amount of ash. This is in contrast to the ample mineral deposits in 
the pyknotic nuclei in amaurotic idiocy. 

The diseased glia cells in tuberous sclerosis, many of them 
“monster glia cells” are distinguishable from the diseased ganglion 
cells by the characteristic chromatin structure of their nuclei (Figs. 
5 H, 6 F, G), by the shape of their processes, and by the fact that 
they are lacking intracellular neurofibrille, which are usually 
present in the diseased ganglion cells in tuberous sclerosis 
(Pollak).® In microincinerated preparations the diseased glia cells 
are equally hypermineralized (Figs. 5 E, J) ; and so are the imma- 
ture cells which compose the spongioblastic subependymal tumors, 
frequently found in cases of tuberous sclerosis. 

Spectroscopic examination reveals a significant increase in cal- 
cium (Fig. 4, Table 1), similar to that found in certain intracranial 
tumors.® 


SPONGIOBLASTOMATOUS PERIVENTRICULAR HAMARTOMA. 


In a study of the anatomy and pathology of the lateral recesses 
of the fourth ventricle, one of us*° described a periventricular 
spongioblastomatous hamartoma resembling the periventricular 
tumors of tuberous sclerosis in the brain of a 42 year old man, 
which showed no other signs of tuberous sclerosis. We have since 
seen three more instances of this condition, which to us appears 
to be an attenuated form of tuberous sclerosis. All three cases 
were those of premature infants, two stillborn, and one who had 
died shortly after birth. In one of the stillborn infants the direct 
cause of death was rupture of the tentorium with subdural and 
subarachnoid hemorrhage ; in the two others prematurity and the 
cerebral tumor formation were the only positive pathological find- 
ings. In the first of these cases, a newborn premature infant who 
had died two days after birth, the gross appearance was that of a 
small hemorrhage, measuring 5-6 mm. in diameter, located at the 
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wherever lipoid is accumulated, normally or pathologically, heat 
resistant mineral ashes are absent. This is well exemplified by the 
lipoid body of the normal myelin sheath, which is completely 
lacking in heat resistant mineral ash.* 

(3) The “periventricular spongioblastomatous hamartoma,” pre- 
sumably an attenuated form of tuberous sclerosis, which had been 


described by one of us '° and three new cases of which are reported 
here, shows gross hypermineralization which corresponds to that 
generally found in tumors and other actively growing tissues. 

(4) The mineral ash picture of the brain in “Mongolian idiocy” 
(Langdon-Down’s disease) does not show significant alterations 
from the normal. 
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Fic. 5.—Case 5. Tuberous sclerosis. Infant, aged 6 months. A: Diseased 
cortical ganglion cell, Masson’s trichrome stain. B and C: Diseased cortical 
ganglion cells, surrounded by normal glia cells. Microincineration, darkfield 
illumination. D: Diseased cortical ganglion cell. Masson’s trichrome stain. 
E: Diseased and enlarged glia cell from cortical grey matter. Microincinera- 
tion, darkfield illumination. F: Diseased cortical ganglion cell. Micro- 
incineration, darkfield illumination. G: Diseased cortical ganglion cell 
surrounded by normal glia cells. Masson’s trichrome stain. H: Diseased 
eased cortical ganglion cell. Microincineration, darkfield illumination. J: A 
group of diseased ganglion cells and glia cells from a heterotopic nodule in 
the subcortical white matter. Microincineration, darkfield illumination. The 
three cells in the upper left quadrant of the figure are diseased ganglion 
cells, the two in the right lower quadrant (one of them close to the center) 
are diseased glia cells. The one near to the lower margin of the figure is a 
“monster glia cell” with numerous bizarrely elongated processes. All figures 
are microphotographs, 875. Note hypermineralization of cell bodies and 
processes of diseased ganglion cells and glia cells in all microincinerated 
preparations (B, C, E, F, I, J). 

Fic. 6.—Case 5. Tuberous sclerosis. Infant, aged 6 months. A: Three 
diseased cortical ganglion cells. Nissl stain. B and C: Diseased cortical 
ganglion cells. Microincineration, darkfield illumination. D and E: Diseased 


cortical ganglion cells. Nissl stain. F: A group of diseased ganglion cells and 


glia cell from cortical grey matter. Hematoxylin and eosin stain. I: Dis- 


glia cells from a nodule in the subcortical white matter. Masson’s trichrome 
stain. G: A diseased glia cell (in upper half of figure) and a diseased ganglion 
cell (in lower half of figure) from cortical grey matter, among a number of 
normal glia cells. Nissl stain. H: Diseased cortical ganglion cell. Nissl stain. 
Microphotographs, X 875. 

Fic. 7—Case 6. Periventricular spongioblastomatous hamartoma. New- 
born premature infant, aged 2 days. This section shows one of the group of 
spongioblastic tumor nodules (7) in the periventricular zone of the right 
caudate nucleus, laterodorsal to the stria terminalis. E = ependymal covering 
of caudate nucleus. L =right lateral ventricle. Stain: hematoxylin-eosin. 


Microphotograph, X 90. 

Fic. 8.—Case 6. Periventricular spongioblastomatous hamartoma. New- 
born premature infant, aged 2 days. From a section neighboring that shown 
in Fig. 7, subjected to microincineration. Darkfield illumination. Micro- 
photographs. A: Low power view (X60) of one of the spongioblastic 
tumor nodules in the periventricular zone of the right caudate nucleus. Note 
intense hypermineralization of tumor nodule. B: Part of the section shown 
in Fig. 8A at higher enlargement (X 240). Note nodular arrangement of 
tumor cells and mineral content of the nuclei and processes. C and D: High 
power views ( 875) of spongioblastic tumor cells, from section shown in 
Figs. 8A and B. E=ependymal covering of caudate nucleus. L = right 
lateral ventricle. S = stria terminalis. 
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PSYCHOGENIC FACTORS IN ASTHMA* 
By THOMAS M. FRENCH, M.D., 


Institute for Psychoanalysis, Chicago, Ill. 


Since earliest times it has been suspected that psychological fac- 
tors play some role in connection with bronchial asthma. In the 
last few decades the discovery of the significance of allergic fac- 
tors in this disease has tended to divert interest away from earlier 
observations that asthma is frequently associated with some sort 
of emotional instability and that asthma attacks are often precipi- 
tated by acute emotional conflicts. In the present study we wish to 
return to the problems presented by these earlier observations. In 
so doing we have been interested first of all to determine the nature 
of the emotional disturbances associated with asthma and their 
relation to the attacks but also secondarily to inquire into the rela- 
tion between these emotional disturbances and the allergic factors 
which have been more recently discovered. 

The following report is based upon investigations carried out by 
Doctors Alexander, Bacon, Eisler, French, Gerard, McLean, Mohr, 
Ross, Saul, Tower and Wilson, supplemented by the writer’s de- 
tailed and comparative study especially of the dream material of 
our asthma patients. Twenty-four cases of bronchial asthma were 
analyzed at the Chicago Institute for Psychoanalysis over periods 
of one to 26 months. Of these six were men, ten were women 
and eight were children, four boys and four girls. The cases chosen 
were patients in whom allergic hypersensitivity had been previously 
demonstrated by means of allergic history, skin tests, etc., as 
judged by an experienced allergist. In addition Dr. Siegfried Bern- 
feld has supplemented our studies by analyzing and summarizing 
the case records of eight asthmatic children who have been under 
close observation since birth by the Institute of Child Welfare at 
the University of California at Berkeley. 

Patients who undertake and continue through an analytic treat- 
ment must be patients who are suffering from some sort of emo- 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 
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A male patient of Dr. Catherine Bacon reported the following two dreams 
the day after he had had a basal metabolism: 

a. This morning. Was in a Catholic church. Three priests were in front 
of him and they had gleaming eyes. Their eyes were sparkling with delight. 
Patient was evidently becoming a Catholic. He thought of wife’s remark 
Catholics are so glad to have a Protestant in their ranks. He thought the 
gleam was due to their getting him away from Protestants. Their eyes 
gleamed so brightly that it was like jewels. Remembers no color. He 
would have had more to this dream if he hadn’t waked up wheezing. 

b. This morning. He was also awakened from this by wheezing. This 
dream preceded the first one. A naked woman. She was lying down stretched 
in front of him with feet toward him and her legs stretched apart. She 
didn’t represent a woman all the time, for part of the time her legs became 
writhing snakes. 

Patient associates to the snakes in the dream last reported (actually the 
one which occurred first) fear of being poisoned by a rattlesnake; having 
an affair with a woman—he would be in danger of trouble and maybe 
disease; snakes that wrap themselves around a victim suggest the idea of 
a woman twining her legs around him and crushing him; “domination 
would come into that too” he adds. The dream is in reaction to the analysis 
as a temptation situation. Patient vainly attempts to ward off the sexual 
temptation by substituting phallic symbols for the female genitals but the 
attempt fails and he awakens with asthma. The other side of his conflict 
is portrayed in the second dream (the one reported first). The three priests 
correspond to the three men present to observe patient’s basal metabolism 
test of the day before. Their gleaming eyes portray the danger that they 
will see through patient and detect his incestuous wishes toward the 
analyst. The manifest dream is an attempt to defend himself from this 
danger. In the manifest dream the priests are not offended by patient’s 
incestuous desires but their eyes are sparkling with delight at the prospect 
of converting him to a new faith. In the context it is easy to surmise that 
the new faith is the psychoanalytic “faith” which permits and encourages 
one to become conscious even of incestuous desires without fear of offense. 

It will be noticed that in all three of these instances we find an 
identical conflict. In each case the patient is exposed to a tempta- 
tion which would estrange him from a parental figure, usually the 
mother. In the dreams reported by Dr. Bacon’s patient we see 
this conflict portrayed particularly vividly. The patient is strug- 
gling desperately to ward off the temptation and the associated 
danger of losing the parents’ love. He attempts to deny the tempta- 
tion by substituting phallic symbols for the female genitals and 
then in his second dream he attempts to ward off the fear of loss 
of the parents’ love by appealing to the tolerance of psycho- 
analysis for unconscious impulses and picturing the analysts as 
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Incidents of this sort occur frequently in the histories of our 
asthma patients. So long as this technique of winning back recon- 
ciliation with the mother by confession is successful, the patients 
appear to be protected from asthma attacks. But sometimes one 
is afraid to confess. Then as in this dream the confession is choked 
in one’s throat and in its place occurs an asthma attack. 

Confession is a defense that utilizes speech and speech is a 
respiratory mechanism. It is therefore perhaps not surprising that 
it should have so intimate a relationship with the asthma attacks. 
It is interesting to note moreover that there seems also to be a 
very intimate relationship between asthma and crying or laughing. 
There is much to suggest in fact that the asthma attack is really 
a sort of equivalent of a cry of anxiety or rage which has been 
inhibited and repressed. One of the first reactions of the child 
upon separation from the mother at birth is to cry and during 
early infancy and even later, crying remains the predominant reac- 
tion of the child in situations of helplessness when he can only 
wish for the mother to return to him. In later life this primitive 
cry is modified into speech and in confession retains the function 
of maintaining the bond between the child and mother. For some 
reason, in the situations which provoke asthma attacks the child is 
unable to cry. Some of our patients state that they have not cried 
for years and others boast that they have never been afraid. In 
other cases it is apparently only in certain situations that crying is 
inhibited. Of particular interest however is the fact that we are 
sometimes able to observe the cessation of an asthma attack and 
the appearance of crying in its place. Such replacement of asthma 
attacks by crying is particularly apt to occur at times when the 
analysis is beginning to achieve some degree of resolution of 
the asthma attacks. 

So far we have found that the acute asthma attack occurs in 
place of a repressed cry in reaction to a temptation that threatens 
the patient with loss of the mother’s love. Is it possible to define 
more accurately the nature of this temptation ? 

It will be noted that in all the instances cited, the temptation is a 
sexual one. The relation of the asthma attacks to the C&dipus 
complex differs somewhat according to the sex of the patient. In 
male patients the typical conflict is between sexual urges toward 
the mother and the fear of losing the mother’s love. A typical 
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family constellation in the early childhood of these patients is one 
l 


in which the mother is over-protective to the little boy and binds 
him to her in a dependent relationship but immediately rejects the 
first signs of infantile genital interest in her. This creates a situa- 
tion in which the first infantile stirrings of genital (phallic) sex- 
uality become a temptation that threatens to deprive the little boy 
of the mother’s love upon which he is so dependent. One is struck 


this double role, at once seductive and prohibitive. Four of our 
six adult male patients, for example, had continued to sleep with 
the mother until the age of puberty or late: 


with the frequency with which the mothers of these patients play 


Fear of the father on the other hand seems not to play so great 


a role in connection with the asthma attacks. It is rather the loss 
of the father’s love that is feared. The father seems in fact to 
play the role of a mother substitut. 

In girls the situations precipitating attacks seem typically to be 
ones in which the first stirrings of sexual interest in the father 
threaten the little girl with estrangement from the mother. A 
frequent constellation in early childhood is one in which the father 
plays a somewhat seductive role but the mother binds the little 


girl to her in pregenital depedence upon condition that she betray 
no sign of awakening genital sexuality 

It should be added that due to the intense repression of sexuality 
in many of these cases a superficial study of the attacks may be in 
danger of overlooking the importance of a sexual temptation in 
precipitating an attack. In such cases the patient will seem to have 
almost no interest in sex and the attack will be attributed to some 
other incident of a much more superficial character. 


A patient of Dr. George Mohr’s for example attributed her first asthma 


attack in the analysis to her worry about letting her child go with the 
father on a cold day without underwear. The preceding analytic material. 
however, pointed to the patient's first ur scious sexual transference wishes 
toward the analyst. The next attack of asthma some weeks later followed 


an exhibitionistic dream in which the patient was herself without underwear. 

Sexual wishes arising out of the Gedipus complex are not, how- 
ever, the only wishes that precipitate asthma attacks by threaten- 
ing to disturb the patient’s dependent relationship to the mother. 
The birth of younger children and especially the discovery that 
the mother is pregnant plays an exceedingly important réle in pre- 
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cipitating asthma attacks. It is not difficult to understand why this 
is the case. The possibility of another child already threatens the 
patient with the loss of the mother’s love and stirs up aggressive 
impulses to take the unborn child from her, but these aggressive 
impulses in turn only increase the danger that the mother will 
withdraw her love. 

In one of Dr. McLean’s cases, a man, a period of asthma attacks dated 
from his discovery that a married woman with whom he was having a 
sexual relationship was pregnant. Another period of asthma attacks began 
during his wife’s first pregnancy one year after his marriage at which 
time patient proposed an abortion but his wife refused. During the analysis 
many attacks of asthma were stirred up by a discussion of what the patient 
felt to be his wife’s neglect of his children, a complaint which upon 
analysis proved to be a substitute for the unconscious complaint that his 
wife neglected him for the children. 

It is interesting that it is sexual temptation rather than for- 
bidden sexual gratification that usually serves as the precipitating 
cause of the asthma attack. Much of our material suggests that 
if the patient has gone so far as to commit himself to an overt 
sexual act this is apt to be already a sign that he has mastered the 
panic fear of loss of the mother’s love to a degree sufficient to 
avert the asthmatic attack. The asthmatic attack seems rather to 
be a reaction of acute helplessness. At the moment of temptation 
the dependence upon the mother is so great that the threat of 
losing her completely overpowers the patient. The mechanism is 
similar to that postulated by Freud for acute anxiety. The asthma 
attack occurs only when patient is overpowered by a mass of 
excitation which the ego is powerless to master. 

The fantasy material of our asthma patients is full of symbolic 
representations of intrauterine fantasies in symptom-free periods 
as well as in the material accompanying asthma attacks and the 
asthma attacks seem to be associated with material symbolic of 
interruption or disturbance of the protected intrauterine state. 
Alexander has attempted to check this impression statistically and 
finds that the proportion of symbolic intrauterine fantasies in the 
manifest dream content averages considerably higher in the asthma 
patients than in any other class of patients who were used as con- 
trols. The nearest approximation to the proportion found in 
asthma cases is in some cases of anxiety neurosis. 
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The fact that the asthma attack seems to be an acute reaction to 
a conflict which is too intense for the ego to master enables us to 
understand better the defenses by means of which the ego is able 
to protect itself from asthmatic attacks during the symptom-free 


periods. These defenses vary a great deal and the numerous DOos- 
sible defense mechanisms account for the great variation in the 
superficial clinical picture which we noted at the beginning of 


our discussion. 

(1) One type of defense is found in practically all cases. | 
have already alluded to the urge to seek reconcilation with the 
mother by means of confession. This is but one example of the 
need that our asthma patients show to seek reassurance that the 
mother will really not be offended in spite of the patient’s uncon- 
scious wishes. As already mentioned many of our patients were 


particularly good children seeking to assure themselves in this way 

of the mother’s love. A disposition to win love by helping anc 

giving to others is very common in our asthma patients and serves 


the double function (1) of winning parental approval and (2) of 
vicariously gratifying the patient’s own need for love and reassur- 
ance by helping someone else as the patient himself would like to 
be helped and loved. Other patients develop a great facility for 
making use of rationalizations which were presumably acceptable 
to their parents. 

Still other patients utilize sickness and suffering in the well- 
known manner as means of regaining the sympathy and affection 
of the parents. One finds therefore very often that othe symptoms 
such as rheumatic pains or headache for example will tend to 
protect the patient from attacks of asthma. In cases where the 
asthma has become more or less chronic the mechanism seems to 
be one of a secondary adaptation to the symptom by means of which 
the child has learned to utilize the asthma attacks themselves as a 
means of regaining for the patient the mother’s love. One of our 
male patients in fact was regularly taken into the mother’s bed 
whenever he had an asthmatic attack. 

(2) Another group of defense mechanisms offer a sharply con- 
trasting picture. These are defenses by the familiar method of 
attempting to master a traumatic event which has been passively 
experienced by active repetition of it. In this connection we have 
already noted that it is sexual temptation rather than forbidden 
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sexual gratification that usually serves as the precipitating cause 
of the asthma attack. It would seem that overt sexual activity 
already implies a degree of mastery of the traumatic fear of the 
loss of the mother’s love sufficient to avert the asthmatic attack. 

Especially in a number of our children’s cases we can observe 
an attempt to master the fear by aggressive behavior. A little girl 
will ward off the dangerous temptation to father incest by castra- 
tive impulses toward the father, or a little boy will attempt to 
master his fear of seduction by the mother by aggressive attacks 
(anal, oral or both) upon her. Similarly our adult women patients 
defend themselves from the temptation to genital interest in the 
father by mechanisms of masculine protest and father identifica- 
tion such as are familiar to us in all types of neuroses in women 
and in one of our male cases competitive attitudes toward the 
father served in a similar way to ward off the dangers arising from 
the patient’s extreme dependence upon the mother’s love. 

Sometimes the aggressive impulses are direct reactions to the 
fear of suffocation and take the form of choking the mother. In 
a dream reported by Dr. McLean’s patient, the patient urinated 
upon a hot stove in a boxcar as he saw two inspectors approaching 
and then ran away to watch with glee how they would be choked 
by the bad smell. Corresponding to this aggressive defense against 
the dangers arising from the patient’s sexual impulses, this dream 
was not accompanied by asthma. 

(3) A third group of defense reactions may be described as 
attempts on the part of the patient to withdraw from the whole 
temptation situation and make himself independent of the mother 
by means of autoerotic and particularly anal erotic substitutes. In 
many of our cases a marked periodicity is demonstrable in the 
course of the analysis. There will be long periods during which 
the patient misses hours and comes only infrequently to the analysis 
and during which the material is characterized by anal erotic atti- 
tudes of independence and often by a peculiarly impersonal atti- 
tude toward life. During these periods the patient is free from 
asthma attacks. Then perhaps after a long interruption of the 
analysis the patient will begin to respond again to what we have 
already referred to as the seductive phase of the transference. For- 
bidden sexual impulses begin to be encouraged back into conscious- 
ness. Finally, however, the temptation becomes intense enough to 
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ing by one means or another the patient’s fear of being separated 
from the mother. 

We may perhaps best conclude with a very few observations that 
have a bearing upon the relation between allergic and psycho- 
logical factors in the etiology of bronchial asthma. 

First we have seen that asthma attacks tend to be precipitated by 
emotional conflict situations of a rather uniform and typical char- 
acter. It would seem extremely improbable that these emotional 
conflict situations should in every case have coincided with an 
allergic stimulus which was absent during the often rather pro- 
longed periods during which the same patient’s emotional with- 
drawal from the analysis was marked and during which he also 
was free from asthma attacks. Moreover a few patients experi- 
enced an initial relief from asthmatic attacks upon starting the 
analysis due apparently to the reassurance resulting from the 
analyst’s interest in them and most of our patients developed an 
aggravation of the frequency and severity of their attacks as the 
analysis, after working through the defensive mechanisms, ap- 
proached the fundamental conflict that we have been describing. 
In a few cases whose attacks had been confined to a particular 
season, asthmatic attacks appeared during the analysis also during 
other seasons of the year. 

In some cases the substances to which the patients were allergi- 
cally hypersensitive proved also to play a significant role in their 
psychological material. A patient of Dr. McLean’s whose skin 
test was strongly positive for ragweed recalled that at the age of 
six he had lost his brother in a hay field where the brother remained 
all night before he was found. During the analysis the memory 
of this incident was frequently accompanied by severe wheezing. 
Other patients who showed marked hypersensitivity to cat hair 
also dreamed frequently of temptation situations in which the temp- 
tation was symbolized by a cat. Still another patient who expressed 
a violent conscious resentment of children displaced the greater 
part of her normal maternal interest upon cats and upon test 
developed an extreme allergic reaction to cat hair. 

Finally, in a number of patients as a result of analytic therapy 
the asthmatic attacks were greatly relieved and we could observe 
during the analytic sessions the gradual replacement of the asth- 
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matic attacks by crying and then by 


sexual temptation. 


One patient of Dr. Wilson’s who has 
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You remember that Dr. French spoke of a conflict between a very de- 
pendent attitude upon the mother and sexual temptation. This dependence 
on the mother is the essence of every pre-genital relationship, so that the 
pre-genital conflict situation is there, and if Dr. Berliner missed it, this 
is probably because it is not a typically oral dependent attitude towards 
the mother but something which we like to describe as prior to the 
receptive attitude toward the mother, the help-seeking, the protection-seeking 
attitude; not the oral receptive attitude which we find in gastro-intestinal 
cases, but not in asthma. 

It was interesting that Dr. Bernfeldt, who made his formulations entirely 
independently from ours, remarked the conspicuous absence of oral character 
trends in these patients and even anal character trends; and we find 
that this lack of oral material also is quite characteristic in these cases. 
It is not an oral dependence but an even more primitive, dependent attitude 
upon the mother’s help, protection-seeking attitude, to hide by the mother, 
to lean on the mother, but not to receive from her. 

As to the lack of anal material, we must make some qualification, because 
during the asthma-free periods there is much anal material, but usually 
those cases who suffer from acute asthma, with very frequent attacks, 
have no anal character trends nor anal material, because the anal material 
seems to be a defense; so when there is an abundance of anal material, 
usually there is no asthma, but it should not be understood that they never 
have any anal material or any anal characteristics. 


Dr. CLARENCE P. OperRNporF (New York, N. Y.).—There is only one 
point which I should like to make and that is that the mechanisms which 
are described for various syndromes have considerable similarity in that 
repressed hostility seems to be accountable for most of them. Dr. Alexander 
has made some very fine discriminations between the type of hostility 
and the repression type of dependency, and [| think that is very often a 
matter of judgment of the individual analyst. 

If one might comment about the work which has been reported here by 
the Chicago school, one might possibly say this: that when one takes a 
series of diseases, asthma, mucous colitis, thyroid, eye troubles, and investi- 
gates them as single groups, one is very likely to place upon that particular 
group particular emphasis, to emphasize the factors which seem to be 
particularly pertinent to that group, and, in the investigation of any person- 
ality, one can find all these factors. 

When one goes from bed to bed in a general hospital, one finds pretty 
nearly the same type of mechanisms which have been described here today 
as being specific for specific disease. My impression is that the underlying 
anxiety is the essential element and I would further say that when these 
anxieties are relieved, one often gets a striking relief of symptoms. 

I am thinking of a case of mucous colitis which I was called to see after 
the patient received five blood transfusions, and was nearly dead. She 
was a Catholic girl of 25, unmarried, and she said there was nothing 
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wrong with her and, after I talked with her a little whil luring the 
second interview, I said, “But there must be something w1 

She said, “Why ?” 

I said, “Because you are biting 

She said, “Yes, that is so.” 

Then came the whole flood of re ssed hostility against the mother and 
the church. The mucous colitis ceased. All the bacteriological evidence of 
colitis had been carefully excluded. The girl began to take on weight and 
recovered after 10 interviews. 

I could recall from an experience ver 20 years, innumerable such cases, 
but I will say that the underlying mechanisms in them all seemed to be 
very similar to those described by Dr. Alexander, possibly ing thos« 
for mucous colitis also. 

I should say that is possibly one of the main difficulties with the work 
which Dr. Alexander has so carefully el ted r the period of years 
He knows my viewpoints. We have discussed them on these occasions 
quite often, and I must say as the years have gone on in n wn clinical 
experience, even with the idea of tending to corroborate what Dr. Alexander 
has pointed out, it seems to be that we are still very far from determining 


any specificity of emotional disorder and disease symptoms 


Dr. THomas M. Frencu (Closing).—I have just one or two points to 
make with reference to the discussion. Dr. Berliner’s remark about the 
role of the pre-genital drives or urges, I would answer, in addition to what 
Dr. Alexander said, in the following way That here we seem to see a 
pre-genital dependent attachment manifesting itself primarily in the ego 
attitude, while the Q£dipus complex, tl sexual problem at the early 
phallic phase seems to be the disturbing element 

This is a type of distinction which we in psychoanalysis, or in the 
ture previously have not been accustomed to dwell upon so much, but in 
the asthma cases I think it is quite an important one. A pre-genital attitude, 
clinging dependence to the mother, forms the basis of the ego’s defenses, 
whereas the phallic urges are the disturbing situati 

To show the importance of that I might just remind you of the contrast 
between this and the formulation which Alexander made with reference t 


the gastric ulcer cases. Here we have similar forces in conflict with each 
other, but the difference is between which is on t p and which is below, 
and that leads me directly, of course, to Oberndorf’s question about 
specificity, and I think the point he makes is one that could be made with 
reference to all of psychoanalysis so far, that the conflicts we find in every 
patient, no matter what he is suffering from, are to some extent similar. 
One might say that they are the permutations and combinations of the 
same infantile conflicts, and that is what we would expect. We all have 
mothers and fathers and, basically, the same biological drives, and the 
differences between us are the quantitative differences in the nature of the 
drives, and also differences in the way they are organized 
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Here, contrasting the asthma patients with the gastric ulcer cases, we 
have a very similar set of drives in action, but an entirely different organi- 
zation. The asthma patient in his general attitude organizes his ego around 
the dependent tendencies and is threatened by the phallic impulses; in 
the gastric cases you have the ego organized around the competitive phallic 
impulses and the oral dependent wishes threatening. 

I think it is impossible ever to attempt to arrive at some sort of specificity 
inless we turn away from just the enumeration of the types of impulses the 
person has, and turn to the questions of quantity and the questions of organi- 


zation, organization even more important than quantity. 
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PATHOLOGIC CONSIDERATIONS ON INSULIN 
TREATMENT OF SCHIZOPHRENIA.* 


By ARMANDO FERRARO, M.D., anp GEORGE A. JERVIS, M.D., 
New York City. 


Although the biochemical approach is likely to offer the conclu- 
sive evidence for the explanation of the mechanism of action of 
insulin in the treatment of schizophrenia, there can be little doubt 
that pathologic investigations may add significant data. However, 
reports on brain changes of insulin treated patients are few in 


number.’ * 4 Therefore, the nature of the morphologic altera- 
tions that underlie the hypoglycemic symptoms related to the central 
nervous system is still little understood. It is the purpose of this 
paper to attempt an interpretation of the pathologic changes of 
hyperinsulinism and to comment upon certain aspects of the mech- 
anism of action of insulin on the nervous system. The material was 
afforded by the histologic study of the brain of five schizophrenic 
patients who died during insulin shock treatment. A detailed report 
of the clinical course, and a comprehensive illustration of the patho- 
logic findings of four of these cases have been published elsewhere * 
(Psychiatric Quarterly, 13: 207, 1939). 

The most significant histologic alterations may be summarized 
under the two headings of neuron cells and blood vessels. 

1. Neuron Cells—Nissl’s method disclosed that the majority of 
the nerve cells in the cerebral cortex appeared altered. A large 
variety of changes was observed ranging from chromatolysis and 
shrinkage to severe colliquation and formation of cellular shadows. 
Homogenizing alterations and Spielmeyer’s “ischemic nerve 
change,” were also frequently seen. Lipoid infiltration of the 
neuron cells was also found in four cases, particularly marked in 
the Ammon’s horn. 

There were marked alterations of the normal cyto-architecture 
of the cortex. Areas of almost total loss of nerve cells were ob- 
served extending at times over a centimeter in length. Their distri- 


*From the neuropathologic department of the N. Y. State Psychiatric 
Institute and Hospital. 
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bution was irregular; areas of relatively intact‘lamination were 
observed near areas of marked cellular destruction, the boundaries 
between the two zones being often abrupt. The glia at times had 
actively proliferated ; at other times showed a slight reaction. T hese 
areas of ‘cortical devastation” were seen especially in two cases. 
In all cases, however, dropping out of cortical neurons was ob- 
served, either diffusely throughout the six lamin of the cortex or 
involving more markedly the superficial layers. The glia showed 


some hyperplasic reaction and ameboid changes were occasionally 
present. There was apparently slight increase of microglia cells 
while the oligoglia showed acute swelling. Another type of cyto- 
architectural alteration consisted of small, roundish, more or less 
sharply circumscribed areas of cellular waste, involving one or 
more layers. The majority of neuron cells had disappeared, the 
few remaining showed severe changes, usually of the ischemic- 
homogeneous type. 
There was also complete “dropping out” of the nerve cells of the 
— pyramidalis of the Ammon’s horn 
. Blood Vessels—These showed striking chang: [here were 
areas in which a large number of proliferated small vessels and 
capillaries were present either in the whole width of the cortex or 
in some'layers of it. High power examination of the altered vessels 
showed that the vascular walls were considerably thicker than 


normal, due to proliferation of cellular elements. Both endothelial 
and adventitial cells appeared enlarged and actively proliferating 
The nuclei were swollen and the granuli of chromatin were numer- 


ous and darkly stained. Varying phases of karyokinesis were 
occasionally noted. It was not infrequent to observe pictures which 
could be interpreted as budding formation of new capillaries. The 


proliferative changes of the vessel walls resulted frequently in 
narrowing and eventually in obliteration of the lumen. In the areas 
of major vascular prolifer ‘ation the neuron cells had disappeared ; 
however, ‘ rida ’ vascular changes were occasionally noted 
also in areas of relatively well preserved neuron cells 

Two of our cases showed these areas of vascular proliferation 
and neoformation irregularly diffuse throughout the cortex. In 
another case, proliferation of adventitial and endothelial cells was 
seen occasionally but no areas of vascular neoformation could be 
detected. Finally, two cases showed no morphologic changes of 
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the blood vessels. The case showing the most marked blood vessel 
proliferation had reecived 11,400 units of insulin in 44 injections, 
a much higher dose than the one received by the other patients. 

From this summary description it appears that severe lesions of 
the neuron cells are an outstanding feature in hypoglycemia, thus 
confirming the findings of other investigators.” °4 It will be 
noted that severe cellular changes were also found in the brain of 
diabetics who died in hypoglycemic coma following over-dosage 
of insulin (Wohlwill,*? Bodechtel*) and in spontaneous hyper- 
insulinism (Terbruggen,® Moersch and Kernohan *). To be sure, 
such cellular changes might be due to comatose conditions preceding 
death and lasting, occasionally, several days. However, that hyper- 
insulinism plays a certain role appears from a comparison of two 
of our patients who died following a coma of the same duration ; 
in the one patient who received over 10 times more insulin the 
lesions were markedly more pronounced. The conclusion, there- 
fore, that severe insulin shocks destroy a considerable number of 
cerebral nerve cells appears well grounded. 

The mechanism by which these cellular changes are brought 
about remains a problem for investigation. Such widespread and 
severe degenerative changes of the neuron cells as seen in numerous 
sections of the present cases are commonly regarded as histologic 
evidence of a toxic action. In fact, the opinion of a direct toxic 
lamage of the nerve cells by insulin has been expressed by Kobler.’” 
However, it seems preferable to replace the rather vague notion of 
“toxicity” by a more clearly defined concept indicating impairment 
of some specific cellular function brought about by the toxic 
substance. As far as insulin is concerned, there is much evidence in 
favor of the opinion that the respiratory activity of the brain cells 
is depressed in hypoglycemia, the effects of glucose deficiency on 
the nervous system being similar to those of oxygen deficiency.” 
Hence, insulin might be considered toxic inasmuch as it interferes 
with the oxidative mechanism of the nerve cells. 

A further question arises as to what factors are responsible for 
oxygen deficiency. It is likely that anoxia is partly due to inability 
of the nerve cell to utilize oxygen in the absence of glucose which 
is essential to the oxidative activity of the neuron cells (Holmes,* 
Wortis *). The investigation of such chemical factors is obviously 
beyond the possibilities of morphologic pathology. 
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The study of our pathologic specimens offers strong evidence in 
favor of an additional mechanism which appears to play a rdle in 
the causation of anoxia. Some of the histologic features above 
referred to, such as focal areas of cellular waste in the cerebral 
cortex, dropping out of the cells of the Sommer sector, “ischemic” 
and homogenous changes of the neuron cells may be considered 
as indicative of vascular disturbances. As a matter of fact. on 
histological evidence of this type, Spielmeyer and his school base 
the diagnosis of “vascular” disease of the central nervous system. 


Similar lesions, in fact, have been reported in a variety of brain 
conditions which have as a common pathogenic mechanism, vascular 
disturbances. There is considerable evidence in support of the 
opinion expressed by Ricker,’® and Spielmeyer that damage of 
the nervous system of this ty] 
alterations of the blood vessels. Functional vascular disturbances 
are regarded as the pathogenic factors playing a causal role. It is 


well grounded, therefore, to assume that alterations of the vascular 
function might explain satisfactorily important pathologic features 


~ 


ye may occur without morphologic 


of our cases. It should be noted that a similar, though less marked 
“vascular” type of brain pathology has been found in patients who 
died in hypoglycemic coma ( Bodechtel,4 Morsier and Mozer,” 
Leppien and Peters ‘*) and in experimental hy 
and Tokay**). An interpretation based on the hypothesis of 
vascular disturbances, functional in character, has already been 
offered by these investigators. 


J 


The study of the present material, however, while confirming 
the indirect evidence of functional changes based on the type and 
distribution of the nerve cells changes, offers direct evidence of the 
vascular origin of the lesions based upon actual morphol 


ric altera- 


tion of the blood vessels. The striking pathologic changes of the 
brain blood vessels above described, seem to indicate a direct 
damaging action of insulin or some other substance formed in 
hyperinsulinism, upon the cells of the vessel walls. The reaction 
of the adventitial and endothelial elements appears to be mainly 
hyperplasic and, to a lesser extent, degenerative in character. 
Neoformation of capillaries may be explained partly as a secondary 
vascularization of an altered tissue that is undergoing new organi- 
zation ; partly, however, as a direct effect of proliferative stimuli, 
since cellular proliferation of vessel walls was also observed in the 
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absence of major parenchyma destruction. The pathologic features 
of the vascular changes bear striking similarities to the “productive 
type” of vascular reaction found in lead “encephalitis” (Bonfiglio,"* 
Hassin*®). This type of vascular changes has not been described 
as yet in insulin treated patients, although in experimental hyper- 
insulinism Dunner et al,’® and Accornero have mentioned the 
finding in the central nervous system of proliferation of vascular 
endothelium and neoformation of capillaries. 

It seems reasonable, in conclusion, to assume that the cellular 
waste of the brain tissue in severe hypoglycemia is brought about 
by a mechanism of anoxia in which not only biochemical factors 
but also vascular alterations appear to play a role. In the majority 
of cases of hypoglycemic shocks, the vascular reaction is likely to 
be functional in character at the beginning. However, high doses 
of insulin may produce proliferative changes in the wall of the 
vessel, leading to narrowing and obliteration of the lumen. In both 
functional and anatomical vascular alterations, the quantity of 
oxygen conveyed to the tissue by the blood vessels is forcibly 
reduced and cellular anoxia, eventually leading to destructive 
changes of the nerve cell, is the ultimate result. 

Functional disturbances and productive changes of the blood 
vessels might be regarded as two successive stages of the same 
process ; evidence has been offered, in fact, in favor of the hy- 
pothesis that angiospastic states of long duration and frequently 
repeated may determine endarteritic proliferation. 
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CEREBRAL DAMAGE IN HYPOGLYCEMIA. 
A ReEvIEw.* 
By A. B. BAKER, M.D., MINNEAPoLIs, MINN. 


That hypoglycemia can produce cerebral damage has been fairly 
well demonstrated by observations both on human material and in 
the experimental animal. These reports are widely scattered 
throughout the literature and some of them, no doubt, have escaped 
the attention they properly deserve. Certainly with the increasing 
use of insulin shock therapy as a therapeutic agent in so many 
conditions (morphinism, schizophrenia, affective disorders, neu- 
roses, etc.) a review of these studies seems very much indicated. 

It is well known that when the blood sugar is lowered sufficiently 
a syndrome is provoked which is marked by a most varied, severe 
and complex symptomatology. The neurological and psychiatric 
phenomena suggest an extensive disintegration of cerebral function. 
lhe profound clinical manifestations make one wonder how these 
patients are able to withstand such severe reactions without some 
ill effect upon the nervous system. And, as a matter of fact, damage 
to the nervous system is not as uncommon as the sporadic reports 
would lead one to believe. Fatal outcomes from hypoglycemia have 
filtered into the literature for years, but the slow recoveries and 
the permanent functional impairments have not been emphasized 
or possibly not reported, although such cases must occur. From a 
review of the literature and a study of our own cases it seems very 
apparent that continued repeated hypoglycemia may definitely pro- 
duce a depression of the cerebral function and even an irreversible 
degeneration of the brain tissue and cells, resulting in slow recovery 
or even in permanent functional damage. These cases in our experi- 
ence are even more numerous than the fatal ones and are of extreme 
importance because they tend to indicate the borderline in the re- 
versibility of the cerebral changes. Some of these cases will be 
reported as supplementary studies in this report. 


* From the division of nervous and mental diseases, University of Minnesota 
Medical School, Minneapolis. 
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The clinical picture of the cere! 


is extraordinarily varied and often 


subject of numerous reports (Wi 
Moersch and Kernohan,’ Morsier and 


symptoms usually consist of nervoust 
tremor, sleepiness and salivation. T] 


in severity. The neurologic 


ness, diplopia and muscular twitchings 


then pass through various stages « 
appearance of hemiplegias, Jackso 


and clonic and tonic convulsions. Numerous other focal findings 
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sorder during hypoglycemia 


fantastic, and has been the 


Ider sowen and Beck,? 


odromal 


eC] ion, pallor, 

ese may clear uf progress 
testations begin with restless- 
he face and limbs, and 


ent with the 


rm crises 


g 
may occur such as aphasia, disorders in sensation, visual distur- 
bances (hemianopsia, complet Iness), auditory disorders and 
disturbances in coordinatio1 f the symptoms deepen, the patient 
passes into a stupor. The reflexes 1) he extreme. 
Occurring alone or in association with these neurological mani- 
festations, there frequently appear psychic disturbances. Early 
these consist of fears, anxieties, mild di sions and difficulty in 
concentration. The speech becomes thick and there resul peculiar 
grimacing, unmotivated laughing and ¢ garrulity, 
compulsions, fugues and hallucinatory es. | lly, after 
varying degrees of confusion and clouding of the s rium, con- 
sciousness is lost and a complete amnesia « g the attack 
often ensues. 

It seems that hypoglycemi rins egardless of the 
cause, produces similar cerebral sym} 1 br sue altera- 
tions. Four sources of material are now available for summarizing 
the recorded cases of brain damage resulting from a lowered blood 
sugar. These are as follows 

1. Insulin shock in diabetic individuals 

2. Spontaneous hypoglycemia secondary to neoplasm or func- 
tional overactivity of the islands of Langerhans. 

3. Insulin shock therapy in schizophrenia, morpl etc 

4. Experimental production of hypoglycemia in a 

“INSULIN SHOCK” IN DIABETICS 


Ever since the introduction of insulin as a therapeutic agent in 


diabetes, the danger of overdosage 


fluctuation of the patient’s tolerance 
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lessness in the administration of the insulin, and often the lack of 
recognition of an insulin reaction, have resulted in severe hypogly- 
cemia and in definite cerebral damage or even death. Joslin ® was 
the first to report such fatalities in four cases but the cerebral 
lesions were not discussed. Many subsequent deaths have been 
recorded (Heimann-Trosien and Hirsch-Kauffmann,* Campbell 
and Macleod,’ Pemberton,* Dahl®), but in only a few have the 
brain changes been studied. 

The first detailed study of the brain changes in diabetics dying 
from insulin shock was reported by Wohlwill ?° in 1928. His first 
case was a 62-year-old female, while the second was a 29-year-old 
male. The nervous system revealed primarily ganglion cell injury. 
This consisted of a tigrolysis, fragmentation of the cell cyto- 
plasm, irregularity of the cell outline and pyknosis of the nuclei. 
Some diffuse swelling of the axis cylinders was also observed. Glial 
proliferation was only moderate but a definite vacuolization of the 
glial cells as well as pyknosis of their nuclei had occurred. The 
changes were uniform in all sections of the brain. 

Somewhat similar changes were recorded by Terplan ™ in 1932 
in a 16-year-old boy with diabetes. The patient passed into insulin 
shock and died in three days in spite of well-regulated treatment. 
The autopsy revealed an extreme edema of the brain with a marked 
injection of the cerebral and meningeal vessels. Sections showed 
very severe changes in the cortex consisting of colliquation of the 
ganglion cells, especially of the third layer. The greatest alterations 
were observed in the occipital and frontal lobes, the island of Reil 
and hippocampal gyrus. The glial cells presented severe regressive 
changes of ameboid type. There was swelling of the capillary 
endothelium. 

In the following year Bowen and Beck? described the cerebral 
changes in a 16-year-old diabetic who was brought into the hospital 
in hypoglycemic shock and within a period of two hours had had 
50 convulsive seizures, cyanosis and a rigidity of extremities. In 
spite of the administration of large doses of glucose this patient 
remained unconscious and died in four days. The meninges and 
brain tissue were very hyperemic. There were small hemorrhages 
scattered throughout the leptomeninges of the cerebellum and spinal 
cord. No microscopic changes were described. These same authors 
quoted a case of White and Smith,’ in which an 8-year-old diabetic 
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received an overdosage of insulin and 


1 Spite O 
tration became irrational, developed convulsions 
hours. The brain contained scattered foci of 
edema and scattered lymphocytes oligoden 
places a marked ependymal edema had occurred 
lodgment of the ependyma. 

Lindsay et al.1* described even more striking « 
year-old diabetic woman who had epeated 
hypoglycemia over a period of six years. She w: 
and died eight days later. At autopsy ite | 
cystic space I.5 cm. in diameter were observed in 
hemisphere. The cyst was lined ie fib 
Similar hemorrhages and smaller cys e pres 
hemisphere. There was also a moderate ivascul 

In 1938 Bodechtel ** again emphasi le acute 
hypoglycemia. He studied the cerebral damage 
diabetic. Hardly a normal nerve cell was visibl 
ments and degenerated cells presente ete 
homogeneity. Glial elements also shows ert 
the endothelial cells of the blood vessels were swoll 
The axis cylinders were swollen. Even the Purk 
cerebellum had undergone a definite homogeneity. 

In a previous publication *° we also described the 
in a diabetic male aged 64 years who because o 
tolerance was extremely difficult to regul: ind 
peated mild attacks of hypoglycemia. Prior to hi 
this patient was erroneously given 8o units inst 
insulin and immediately passed into a deep stupo 
movements. He failed to respond to intravenous 


eight days later. Grossly the brain revealed petech 
sional cyst formation. Microscopic stud 
cell alteration, many scattered petechi: 


and cyst formation and finally diffuse 
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observed and had replaced large regions of brain tissues. 
In this group of cases of insulin shock 
difficult to determine just how numerous the hypoglycemic reactions 


had been. Most of the investigators 
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cell alterations which no doubt were the result of the terminal 
cerebral insult. In a few cases, including our own, definite attention 
was given to changes other than those in the nerve cells, and it 
soon became apparent that myelin and glial alterations did occur 
very prominently. These latter changes do not occur acutely and 
hence would be present only some time after the onset of the 
cerebral insults. 

To this group can now be added three more cases observed in 
our clinic. Two are still alive although handicapped by varying 
neurological and psychiatric disabilities. If we can draw any con- 
clusions from our own experience, there seems to be no question 
that many diabetics yearly must either die or develop varying 
disabilities as a result of hypoglycemic reactions, but for some 
reason these cases have not found their way into the literature. 
Reports of such cases would be of extreme value in helping to 
understand the action of hypoglycemia upon the brain tissue. 


Case I.—A white male, aged 39 years, had been a known diabetic for 20 
years. He was fairly well controlled with insulin although he occasionally 
manifested mild reactions. About one year prior to his death he was placed 
on protamin insulin. Following one of these injections he suddenly collapsed 
and expired a few hours later. The brain was negative on external examina- 
tion. Coronal sections revealed numerous petechize scattered subependymally 
along the lateral ventricles. In the left occipitoparietal region there was a 
circumscribed clump of hemorrhages. Histologically the brain changes were 
relatively mild and consisted primarily of a glial proliferation, chiefly in the 
white substance. This proliferation was diffuse without formation of glial 
nodules. The vessels showed some bleeding with an occasional large destruc- 
tive extravasation scattered here and there with no tendency to localize. 
Throughout, there was a tremendous distention of the perivascular spaces and 
mild vacuolization of the white substance with small cavity formation. The 
nerve cells showed some shrinking, but this change was generalized and 
probably of questionable significance. 


Case II.—H. E. (H. N. 643612), a 15-year-old female, had been a diabetic 
for 11 years and had had mild insulin reactions from time to time. She was 
admitted to the hospital primarily for regulation on protamin insulin. She 
was started on 40 units, which was increased to 50 units and resulted in a 
mild insulin reaction which seemed to respond to orange juice and glucose. 
The following day, however, the patient seemed hard to awaken. By noon 
she was semi-comatose, roused only with difficulty and developed peculiar 
jerky movements of the right side of her face and body. She was given 
glucose but did not respond very well. The jerking movements increased in 
severity. The blood sugar was 35.5 mg. per cent. Neurological examination 
revealed the patient to be in a deep stupor. Her reflexes were slightly in- 
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but certainly in view of the long persisting neurological and psy- 
chiatric disturbances one suspects very strongly that some irrev- 
ocable damage has occurred to the cerebral tissues. 


SPONTANEOUS HyPpoGLYCEMIA SECONDARY TO NEOPLASM OR 
FUNCTIONAL OVERACTIVITY OF THE ISLANDS 
oF LANGERHANS. 


Hypoglycemic attacks appear spontaneously when the pancreas 
shows an increase in island tissue, a diffuse hypertrophy or circum- 
scribed neoplasms either benign or malignant. They have also been 
reported in cases showing no visible evidence of increased islet 
tissue. Harris 


16 


in 1924 suggested that a clinical condition of 
hyperfunction of the islands of Langerhans ought to produce the 
same symptoms as those observed after an overdose of insulin. It 
remained for Wilder and his coworkers * to record completely the 
first case in which the clinical data, chemical studies and patho- 
logical examinations were correlated. Their patient was a 40-year- 
old physician who at autopsy showed a carcinoma of the islet cells 
of the pancreas. Since this study many similar cases of hypogly- 
cemia have been reported. However, in most of them the primary 
interest has centered about the possibilities of therapy and surgical 
treatment, rather than upon the occurrence and character of the 
cerebral damage. These earlier observations have done much to 
establish the identity of this new disease syndrome which, in later 
reports only, was described as presenting definite subjective and 
objective symptoms and anatomical findings of cerebral damage. 
This series of cases is of special importance since in most of them 
the hypoglycemic reactions had extended over a known period of 
time and the pathological changes were due, at least in part, to a 
chronic process. 

Before proceeding with a description of the cerebral alterations 
it might be well to mention briefly some of the non-fatal cases in 
which functional impairment and slow recoveries followed some 
of these hypoglycemic insults. Howland and his coworkers 1" 
described a case of a 52-year-old female who had suffered from 
frequent attacks of coma and convulsions often associated with a 
left-sided hemiparesis and a thick slurring speech that persisted 
for days. At operation a carcinoma of the pancreas was removed. 
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Best and his coworkers ?* studied a 44-year-old male who com- 
plained of frequent convulsive seizures. In one such attack the 
patient remained rigid and unresponsive in spite of glucose therapy, 
and it was not until the ninth day that the patient became oriented. 
Here also a carcinoma of the pancreas was found at autopsy. 
Wolf et al.!® recorded a rather acute onset of so-called spontaneous 
hypoglycemia in a young male who was ad ed to the hospital con- 
fused and dazed. During his hospital stay he presented transient 
recurrent attacks of right-sided hemiplegia which persisted for 


days. Blau et al.*° reported a rather striking case which occurred 
in a 49-year-old male who had had numerous severe hypoglycemic 


and convulsive seizures over a period of some 16 months. During 
his stay in the hospital this patient’s symptoms became progressively 
worse and he developed a stiff gait, retropulsive tendencies, tremors 
and a dysarthric, thick, slow whinimg speech so characteristic of 
an extrapyramidal involvement. His mental condition was one of 
a progressive intellectual and emotional deterioration in spite of 
the maintenance of a normal blood sugar. Anderson?! also de- 
scribed a very tragic case of a 33-year-old male with an adrenal 
tumor who had had two attacks of hypoglycemia prior to his ad- 
mission to the hospital in severe shock. In spite of glucose therapy, 
four days later the patient’s speech was still slow and deliberate, 
and he had a great deal of trouble in remembering recent events. 
After discharge this patient again went into shock and expired. 
A similar type of case was recorded by Smith and Seibel ?? in a 
patient with a circumscribed adenoma of the pancreas. This indi- 
vidual, for more than two years, had had frequent dizzy spells with 
an occasional loss of consciousness. After recovery from the last 
of these spells he noticed that his speech was slower than formerly 
and that his mental ability had decreased. He eventually became 
very unstable emotionally. Five years after the onset of his illness 
he was again admitted unconscious and died four days later from 
pneumonia. 

The above cases are of special significance because they demon- 
strate, except for the last two, the non-fatal type of reaction where 
the threshold of irreversibility in the cerebral function is so closely 
reached that the disabilities resulting from the hypoglycemia persist 
for days, weeks or even become progressive, resulting in definite 
permanent disabilities. In many cases, as in the last two listed, the 
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cerebral threshold of reversibility is later exceded and there results 
a fatal termination. 

Besides these non-fatal cases, many reports have appeared de- 
scribing the actual brain changes in spontaneous hypoglycemia 
secondary to neoplasm or functional overactivity of the islands of 
Langerhans. One of the first of such studies was recorded in 1929 
by McClenahan and Norris ** in a 41-year-old male who for 1.5 
years had had attacks of amnesia lasting a short time and disappear- 
ing spontaneously. He was finally admitted in coma and died of 
a bronchopneumonia. A pancreatic adenoma was found at autopsy. 
The brain revealed evidences of meningeal and cerebral irritation 
manifesting itself in the form of slight perivascular round-cell 
accumulations. 

Terbriiggen ** in 1931 studied a patient with frequent hypo- 
glycemic reactions, who passed into a deep coma during one of 
her reactions and died in spite of therapy. The cause of the hypo- 
glycemic attacks was numerous pancreatic adenomas containing 
island tissue. The brain was hyperemic and contained an occasional 
perivascular hemorrhage. The nerve cells presented a complete 
chromatolysis with intact nuclei but an extensive infiltration of the 
cell body by fat droplets. The glial elements were free of fat 
droplets but did show a few mitotic figures and a pyknosis of their 
cell bodies. 

More severe cerebral damage was observed by Wolf and his 
coworkers *° in a young child with an adenoma of the pancreas. 
This patient had suffered from atypical convulsive seizures for 
18 months, occurring three to four times weekly. Each seizure 
persisted for about seven minutes. The patient was admitted to 
the hospital in a semicomatose state and began having clonic con- 
vulsions which terminated fatally in 72 hours. The brain tissue 
contained a scattered loss of cells throughout the second and third 
layers of all cortical areas. There was a thickening of the external 
glial membrane and a mild scattered gliosis of the zonal layer. 
The pons showed a mild early granular ependymitis and a sub- 
ependymal gliosis. 

Moersch and Kernohan ° in 1938 reported the cerebral changes 
in two individuals dying in spontaneous hypoglycemia. The first 
was a 35-year-old farmer who had had periodic attacks of con- 
fusion over a period of a year. He was admitted semistuporous 
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creatly from case to case. One of the patients merely complained 
of spells of nervousness for a year prior to the onset of her terminal 
illness, while some of the other patients had suffered very severe 
and repeated reactions with convulsive seizures and deep stupor. 
The cerebral alterations in all cases were fundamentally alike 
although of a varying severity. Cerebral petechiz were prominent 
and ranged from small discrete extravasations to large hemorrhages 
that destroyed the surrounding brain tissue. There were also 
observed large areas of encephalomalacia, demyelinization and cyst 
formation. Many small glial-lined cavities were found as well as 
huge gross areas of softening. The most significant change, how- 
ever, seemed to be the diffuse, generalized glial proliferation and 
the extensive gliosis around the areas of softening. In one of the 
cases this glial proliferation was so extensive that it had replaced 
large areas of brain tissue. Although some atrophy and disappear- 
ance of nerve cells was observed, this cell change was overshadowed 
by the others described. 

This entire group of cases of hypoglycemia secondary to tumors 
or functional overactivity of the islands of Langerhans is of special 
significance because as a whole they present a beginning in the 
study of the more subtle and chronic alterations that might result 
from these cerebral insults. Most of the patients in this group 
had suffered repeated attacks of hypoglycemia long before the 
identity of their ailment was recognized. Those which were fol- 
lowed for some time and were studied pathologically revealed 
cerebral changes that to us seemed even more significant than the 
acute and chronic nerve cell damage that was so prominent in those 
cases of insulin shock in diabetics. These changes consisted of 
hemorrhages, myelin damage and glial proliferation. It is these 
alterations that must influence the terminal picture in those long- 
standing cases of repeated hypoglycemia which terminate in clinical 
and pathological lesions within the central nervous system. 


INSULIN SHOCK AS A THERAPEUTIC AGENT. 


The final group of cases providing suitable material for a study 
of the cerebral lesions in hypoglycemia has appeared only recently 
in the literature and is the result of the increasing use of insulin 
shock as a therapeutic agent. With such a procedure it was in- 
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evitable that certain fatalities should occur, since at present our 
knowledge concerning the threshold of the individual variations 


in tolerance to large doses of insulin is limited. These most interest- 
ing reports have aided materially in confirming one’s impression 


concerning not only the possibility of the damage that might be 
produced to the nervous system, but also the necessity of extreme 
caution that ought to be used in the administration of this drug in 
large doses. 

Membrez and Razdoljsky ** reported two cases in which insulin 
was used to improve the patient's soth individuals 
showed persisting neurological findings many days after recovery 
from the insulin shock, and both succumbed to a later injection 
of the drug. The autopsy findings were very incompletely described 
and no mention was made of the cerebral changes 

In 1936 Morsier and Mozer ** described tl 
a 41-year-old physician who had been a morphine addict and who 


e cerebral changes in 


was using insulin injections as a part of the cure. He took an over- 
dose of the drug and passed into coma from which he did not 
recover. The cerebral vessels showed a marked congestion with an 
occasional petechial hemorrhage. The nerve cells of the brain were 
shrunken and had lost their Nissl substance. The most striking 
pathological finding was a gl 
around the vessels. 


ial proliferation that occurred especially 


The first description of the cerebral alterations in schizophrenia 
following insulin shock therapy was recorded by Salm *° in 1937. 
His patient during the course of her treatment suddenly went into 
coma and could not be aroused. Death occurred on the eleventh 
day of coma. The brain at autopsy contained hemorrhages about 
the third ventricle, within the substantia nigra and in the vegetative 
nuclei. In the cortex the nerve cells showed widespread ischemic 
changes. Moderate gliosis was also observed. 

A similar case was described by Kobler.*° His patient was a 
24-year-old female, a schizophrenic who was given insulin shock 
therapy according to the method of Sakel. After a period of treat- 
ment the patient suddenly went into severe coma and expired. Her 
spinal fluid was bloody. Gross examination of the brain revealed 
an extensive hyperemia with some petechiz. The ganglion cells 
were altered and showed some tigrolysis and vacuolization of the 
cell body. There were many sclerotic cells as well as many struc- 
tureless ones. 
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Finally Freed and Wofford ** in 1938 reported a non-fatal case 
of a 30-year-old schizophrenic who, two weeks after the onset of 
a course of insulin shock therapy, passed into coma and did not 
respond to the usual types of restorative therapies. A spinal punc- 
ture performed five hours later showed a bloody fluid. The follow- 
ing day the patient was still comatose and presented a hypertonus 
of the left arm with absent deep reflexes in the left leg, positive 
3abinski on the left and bilateral positive Kernig’s sign. Six days 
later the spinal fluid was still bloody. The patient gradually re- 
covered during the next three weeks. 

This group of cases is still limited but this is probably due to 
the failure to study and report the brain changes in some of 
the resulting fatalities. That fatalities do occur and remain 
unpublished is proved by the author’s knowledge of some of the 
local cases. It must be kept in mind that a large number of indi- 
viduals are receiving this type of therapy and although many appear 
to have no untoward effects, still it seems very probable that some 
of them must terminate with functional damage although the 
patients actually survive the effects of the hypoglycemic reaction. 
One such case has recently come to our attention and will be 
briefly recorded. 

E. M., a 30-year-old white female, was admitted to the hospital with a 
diagnosis of schizophrenia. Three years previously she had had a similar 
attack from which she recovered in about six weeks. At the time of admission 
the patient had been ill for about one year. She would seldom speak unless 
spoken to and believed that everyone was against her. She was careless about 
her appearance and very suspicious of her food. The patient was ¢ iven insulin 
shock therapy according to the method of Sakel. She did not go into coma 
until 180 units had been given. In her eighth period of coma she could not 
be aroused in spite of intravenous glucose and adrenalin. She remained in 
coma for about 24 hours and then gradually improved, although for weeks 
following she had unequal pupils, difficulty in swallowing, involuntary urina- 
tion and a high grade confusion which was different from anything which 
she had previously manifested. The most characteristic feature of this con- 
fusion was the misidentification of persons. 

Her confusion and overactivity continued and one month later it became 
necessary to transfer the patient to a state hospital. 


EXPERIMENTAL HYPOGLYCEMIA. 


The production of hypoglycemia in animals has proved to be a 
very convenient method of investigation because the procedure is 
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COMMENT. 


A comparison of the cerebral alterations in all the groups of 
cases recorded (insulin shock in diabetics, spontaneous hypogly- 
cemia secondary to neoplasm or functional overactivity of the 
islands of Langerhans, insulin shock as a therapeutic agent, experi- 
mental hypoglycemia in animals) must impress one with their 
great similarity. These changes consist of nerve cell alterations, 
cerebral petechiew, diffuse and focal glial proliferation and areas 
of demyelinization. The only constant factor in each of these | 
various cases was the low blood sugar, which obviously must be at 
the basis of the brain damage. It seems inescapable that such 
hypoglycemic insults have occasionally produced cerebral disasters 
leading to temporary or even permanent brain damage and func- 
tional impairment, and it behooves us at this time to pause and 
briefly consider the possible mechanisms responsible for the damag- 
ing effects of hypoglycemia. 

The pathological picture described for hypoglycemia does re- 
semble from an anatomical point of view the results of an anemia 
upon the cerebral tissue. The effects of a decreased circulation 
upon the brain have been described by many investigators in both 
man and animal (Spielmeyer,*® Ford,*t De Buck and de Moor,** 
Gomez and Pike,** Gildea and Cobb,** Kammy,** and Doring **). 
In the experimental animal most investigators have studied the 
nerve cell changes and have described a large range of alterations 
varying from swelling with pale staining, rounded, partly injured 
cells to cell liquefaction and coagulation producing small shrunken, 
fragmented bodies which in many areas entirely disappear. Gildea 
and Cobb ** attempted to produce the more chronic alterations with 
cerebral anemia and were able to show in their animals “areas of 
devastation” where all cells had disappeared and necrotic brain 
tissue had resulted. Even more closely do the human cases of 
cerebral anemia resemble the findings in hypoglycemia. Doring ** 
and Kammy *® described four cases in which the patients died 
days following a severe cerebral anemia. These investigators ob- 
served in the brain, nerve cell damage, vascular congestion, many 
areas of demyelinization which: in some regions, had transformed 
the brain into a spongy tissue and finally both diffuse and local glial 
reaction often resulting in many small glial nodules. Because of 
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3. Four personal cases are reported, three of whom are still 
alive but handicapped by varying neurological and psychiatric 
disabilities. 

4. From a review of the literature and a study of our own cases 
it seems very apparent that continued repeated hypoglycemia may 
definitely produce a depression of the cerebral function and even 
an irreversible degeneration of the brain tissue and cells, resulting 
in long continued or permanent functional damage or even death. 

5. The factors behind the different individual responses to 
hypoglycemic insults are at present unknown, hence making it 


impossible to predict or adequately control the more severe 


reactions or the resulting brain damage. 
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JEAN-ETIENNE-DOMINIQUE ESQUIROL. 
His WorK AND IMPORTANCE FOR MODERN PSYCHIATRY.* 


By M. K. AMDUR, M.D., 


Veterans Administration Facility, Coatesville, Pa. 


AND 
E. MESSINGER, M.D., 
Veterans Administration Facility, Northport, Long Island, N. Y. 


Exactly one hundred years ago, in June, 1838, two important 
events took place in France that left their trace in psychiatry the 
world over: (1) The publication of the first modern textbook on 
psychiatry by Esquirol, in two volumes, under the title “Des 
Maladies Mentales, Considerees sous les Rapports Medical, Hy- 
gienique et Medicolegal,’ that was soon translated into many 
languages including English. (2) The passage in France of the 
first in the world law, the so-called “Law of June 30, 1838,” de- 
signed to protect the rights and interests of the mentally ill. It 
was Esquirol who began the ground work of framing and drafting 
of this “Law” that served as a model for several other countries, 
where similar laws thereafter were adopted. 

It is surprising, therefore, that the name of Esquirol is not as 
well known as it should and deserves to be. For instance, one does 
not find his name even mentioned in a book, published recently, 
that aspires to be considered as a text-book on the history of 
psychiatry. 

It seems appropriate indeed that The American Psychiatric 
Association should note Esquirol’s work at this time, as it is only 
too true, as Bernard states that “we stand upon the intellectual 
shoulders of those medical giants of by-gone days and, because of 
the help they afford us, we are able to see a little more clearly what 
they were able to do.” One wonders at times if the last part of 
Bernard’s statement is correct. 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 
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Jean-Etienne-Dominique Esquirol (1772-1840) was born at sup’ 
Toulouse, France. There he graduated from the medical school. of « 
Like the great Pinel, he pursued further post-graduate studies in | if 
medicine at Montpellier. In the seventh year of the French Revo- clin 
lution, he arrived at Paris in rather straitened financial circum- clin: 
stances. He continued his post-graduate work by attending lectures inte 
of the celebrated Corvisart, t! iture court-physician to Napoleon becz 
While paying a visit to Salpétriere, he met Pinel. This meeting yeal 
decided his fate. Pinel soon recog1 | the talents of the young his 
physician and employed him in the preparation of his book— The 
“Medico-Philosophical Tractate’” (1802). Daily intercourse with the 
Pinel defines finally the scientific character of Esquirol. In 1805 nati 
he finishes his dissertation—not « urse without some help from It 
his teacher—entitled “Les Passions Considerees Comme Causes, prov 
Symptoms et Moyens Curatifs de L’alienation Mentale.” wert 

At this time Esquirol is 33 years of a His professional stand- wide 
ing has already reached a high level. He continues to study and carr 
carries on research uninterruptedly. In 1814, he is on the verge and 
of making the greatest discovery of the nineteenth century, namely, wor 
that of dementia paralytica. He writes: “ . . When paralysis ) that 
complicates a mental disorder, then one after another there become intr 
manifest the following symptoms t first, the articulation of Si 
speech becomes more difficult, then there appears a certain clumsi- for t 
ness in movements, later involuntary loss of urine, and so forth. patie 

.”’ In a later work he adds “ that such a paralysis Ghe 
should not be mistaken for a consequence of cerebral hemorrhage, had 
cancer or tuberculosis.”’ And he goes on “ at first the Visit 
paralysis is a limited one; later it becomes general, and its appear- In 
ance, regardless of the delusions of the patient, is an invariable in th 
precursor of dementia. The disease lasts no longer than three is be 
years ; and almost always its later stages are accompanied by con- in it 
vulsions, inflammatory manifestations of the brain, intestinal slug- Obu 
gishness and, ultimately, by gangrene affecting those portions of abou 


” 


the skin on which the motionless bodies of the patients rest. . ... Fy 
Esquirol, however, merely indicated a fact. But his own inter- new 
ineation of a are 


disease entity. Here one does not find as yet even a hint of dementia numl| 


pretation of this fact was still far from the actual de 


paralytica per se, but only a presentment of it. Still one might psycl 
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suppose that it was Esquirol who led Bayle to his final discovery 
of dementia paralytica in 1822. 

In 1817 Esquirol had begun the presentation of a course of 
clinical psychiatry which he continues throughout his lifetime. His 
clinical demonstrations, lectures and ward-rounds soon acquired 
international renown. Salpétriére, where he worked at this time, 
became the European center of new psychiatric ideas. In the same 
year, 1817, he delivered before the Parisian Academy of Science 
his remarkable thesis, ““Des Hallucinations Chez Les Alienées.” 
The aged Pinel had greeted this work with enthusiasm and stressed 
the importance of recognition of the difference between halluci- 
nations and illusions. 

In 1818 Esquirol made his first extensive trip through several 
provincial cities, inspecting the institutions where the mentally ill 
were kept. His impressions were desolate. His report achieved 
wide publicity. A special committee was created to undertake and 
carry out a program of improvement of the existing institutions 
and construction of special new hospitals. Esquirol and his co- 
workers opened an energetic fight with the old deep-rooted opinions 
that psychotics are incurable. Due to him, everywhere there were 
introduced daily medical rounds, records and progress notes. 

Soon thereafter Esquirol suggested the organization of colonies 
for the mentally ill and of a boarding-out system for chronic mental 
patients. In 1821 he visited the celebrated and unique village of 
Gheel, Belgium, where for centuries hundreds of mental patients 
had been boarded out, and where no physician, up to Esquirol’s 
visit, had ever penetrated. 

Indeed Esquirol took an amazing interest in everything occurring 
in the field of psychiatry anywhere. In 1820 a new mental hospital 
is being opened in Schleswig, Germany, and Esquirol is interested 
in it. In 1824 a psychiatric department is started in the remote 
Obuchov’s Hospital, St. Petersburg, Russia, and Esquirol writes 
about it. 

From his extensive travels, Esquirol brings back new ideas and 
new plans. He is even interested in the question, in which we all 
are still quite interested, namely: is there an increase in the 
number of the mentally ill? And the basic problems of future 
psychiatric statistics were taking shape before his eyes. 
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sions in epilepsy, the indication that those patients while suffering 
from occasional mental (spiritual) pain are driven “to drink wine 
and other liquors’; attention is also called to their characteristic 
irritability which leads them “into rages and conflicts.” The chapter 
on “Suicide” is still of great interest, as are many other chapters. 

His study on “Monomanias” is probably his most original one. 
According to him, in monomania the intellectual disorder is con- 
fined to a single object, or a limited number of objects. The patients 
seize upon a false principle, which they pursue without deviating 
from logical reasonings, and from which they deduce legitimate 
consequences which modify their affections, and the acts of their 
will. He further differentiates intellectual monomania, affective 
monomania and instinctive monomania. 

As a vivid illustration of monomania, he mentions the morbid 
craving for alcoholic beverages. He does not use the term “dipso- 
mania,” but describes all its symptoms: the change of the person’s 
character, the periodicity of the attacks, the return to normalcy 
after the attack, etc. 

He says: “There is sometimes also a disordered condition of 
the system, which leads certain individuals to the abuse of fer- 
mented drinks. There are cases in which drunkenness is the effect 
of the accidental disturbance of the physical and moral sensibility ; 
which no longer leaves to man liberty of action. The sick, who are 
thus affected, had formerly gentle manners, and habits of sobriety, 
but have suddenly changed. Some physical or moral cause has 
provoked this change ; certain precursory signs have announced it. 
When the attack has terminated, the patients return to their former 
temperate habits. Relapses are frequent; are provoked by the 
same causes, and announced by the same phenomena. They some- 
times recur at fixed periods.” 

The chapter on “Homicidal Monomania” contains many points 
of interest, but time does not permit us to discuss them. 

Of all the numerous practical attainments of Esquirol’s psy- 
chiatric clinic, one must point out the artificial tube feeding. The 
invention of the stomach tube was ascribed to English psychiatry. 
Pinel, in his work, tells that for five months he fed a female patient 
by the tube method, not mentioning the source of it. Probably the 
initiative was Esquirol’s, who stated very definitely: “I was the 
first to use the stomach tube in such conditions ; usually this oper- 
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ation is free of danger ed the lives many of my 
patients.” 

In the care for psychotics, Esquir stently recommended 
fresh air, calisthenics, physi rk. By his it e in 1832 
there was organized, in the suburl P the colony for 
the mentally ill, the celebrated “Farm of St. A which served 
later as the model for similat king 

Around Esquirol was organized thx psvi school of 
physicians. At his rounds at Salpétriér 1 Charenton he was 
always surrounded by a number veral them later 
became the leaders of psychiatry all over Europe 

One would like to raise the question: How mucl ve we pro- 
gressed in psychiatry since Esquirol’s e? SI 1 we now, in 
1938, repeat the words of Will Ellery Char uttered in 
November 1837: “We have indeed little cause of boasting. The 
great features of society are still har elfis he work of a 
human being is a mystery still hid from an immense majority, and 
the most enlightened among us have not looked beneath the surface 
of this great truth. Still, there is at this ! interest in 


human nature, a sympathy w 


the abuses and evils which deforn 
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DISCUSSION. 


Dr. OsKAR DiretTHELM (New York, N. Y.).—I would like to underscore 
what Dr. Amdur stressed, that the great work of Esquirol was the reorganiza- 
tion of the French hospital system. To some extent it is a parallel of what 
we have today when we think of Dr. Hamilton’s work in connection with 
this Association. 

Psychiatric thinking has advanced more than the hospital. In a few places 
at that time, reform had taken place but there is a striking contrast when 
one reads what Pinel thought he had done in Paris, and look at what actually 
was going on in the state or county hospitals all over France. That is 
probably why this exceedingly energetic and forceful personality with a great 
mind and great organizing ability was able to do something which no other 
man at that time was able to do. 

The work was, however, vigorously attacked, especially by scientific 
workers, and by an outstanding German psychiatrist of that time. His text- 
book was translated, but at the same time it was not as far reaching as it 
might seem. In his book, which is still one of the most interesting contri- 
butions of today, are no doubt statistics which compare well with modern 
state hospital statistics, and are therefore to be used as a comparison. 

Jean Etienne Esquirol’s work and publications have always been referred 
to in modern statistics of continental countries and also in this country. As 
a clinician he probably was.less successful. He was a great clinician, but he 
got on the wrong track. He probably was the forerunner in forming the 
concept paranoia, but he got the French psychiatry on that angle into a corner 
from which it took a long time to emerge. 

Even now we still have monomania playing a role in France, while a more 
dynamic viewpoint has been achieved for more than 50 years in other 
countries. 

The textbook is really not a textbook. It is merely a compilation of all 
his articles which had appeared previously and now brought together in two 
volumes. It would therefore not be right to call this work the first textbook 
of modern psychiatry. 

That credit should go to Gerucci 50 years before this time, who has never 
received enough consideration. Also, Pinel’s book was really to a large 
extent a repetition of what the great Italian had produced before, but he was 
an exceedingly forceful organizer, with an exceedingly forceful personality, 
especially in the field of organization of mental hospitals and the legal aspects 
of psychiatry. 
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PSYCHIATRIC DISORDERS IN FIFTY SCHOOL 
TEACHERS.* 


By JAMES H. WALL, M.D., Wuirte Prarns, N. Y. 


In an approach to the problem of psychiatric disorders in teachers, 
the writer has selected for study a group of 50 women teachers 
who were patients in the New York Hospital, Westchester Divi- 
sion, between 1920 and 1935, a period of 15 years. They were 
in the fifth and sixth decades of life; 47 was the average age at 
the time of admission. This age group was chosen because it was 
from that life period that the majority of this professional class 
came. They were from different localities and from both public 
and private schools. The study was also made to correct a false 
impression on the part of psychiatrists and others, that the prog- 
nosis for such a group was not good. Our experience has shown 
that half of these patients fully recovered and were able to resume 
their work with efficiency. It should be noted that statistical studies 
have shown that the rate of first admissions among teachers to the 
New York state hospitals was lower than the average for other 
occupations in the major psychotic groups, and the admission rate 
for this professional group at our hospital has been relatively low. 
Although there is no psychiatric disorder which is characteristic 
of any professional group in the community, this study of 50 
women teachers does reveal a few interesting features which make 
up a composite picture of their problems. The family history, 
personality development and the illness of the patients are reviewed, 
illustrative case material is presented, treatment and outcome are 
discussed, together with some preventive measures which suggest 
themselves. 

There were 29 patients with a positive family history for 
mental disease. The mentally sick relatives were parents or sib- 
lings. In all instances our patients were at some time intimately 


* From the New York Hospital-Westchester Division, and the Department 
of Psychiatry, Cornell University Medical College, New York. 

Read at the combined meeting, Section of Neurology and Psychiatry and 
the New York Neurological Society, January 10, 1939. 
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associated with these sick relatives 
worry in the majority of cases 
played a dynamic role in the life of 24 of the 
stern, rigid, dictatorial individual 
intimidated and frightened by him, and stood 
authority. There was also an unconscious att 


one of fear and inhibitior The later prudishn 
of their personalities seemed to be associated wit 


There were 37 over-solicitous mothers who w 
their daughters, the patients, under their dor 
The birth and early development of thes 


\ | J uly 


source of strain and 


type of father who 


patients ; he was the 


n the patients were 


paternal 


achment, as revealed 


by later trends, but the obvious effect on theit 


elopment was 


relat ship, 


lined to keep 


normal. 


They came from large families. There were as n children 
in some of them; the average size of family for the group, includ- 
ing the patient, was five. In 20 cases ent was the eldest 
sibling and in 10 others the second born. They position of 
respect in the home and were looked up to by the other children. 
They were serious-minded and inclined to tak m sibilities 
seriously. The families were closely knit 16 instances. The 

es began at 


early physical health of the patients was goo 


1 


the average age of 13. The 
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levelopment showed 


autoeroticism as the chief sexual outlet. Only 12 them were 
seriously involved with members of th in all these 


cases the conflict over this instinctive problem 


development of the illness. Only six wer 
who married late in life, adjusted well to n 


who did not marry, there was a noticeable lack of interest during 
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10 had any interest in the domestic arts. There was a tendency 
to be hypochondriacal in 30 instances and these individuals shopped 
from one physician to another and oftentimes patronized unconven- 
tional healing cults. 

One-half of the patients changed their faith or philosophy of 
life from time to time, and showed a leaning toward occult and 
mystical interests. Periods of working under tension on too many 
school projects, with irregular hours of sleep and rest, were fre- 
quently reported. Only one of the patients indulged in alcohol 
to excess. 

The average duration of illness prior to admission was seven 
months. The climacterium was a factor in 34 of the patients, with 
the associated symptoms of irregular menses, hot flashes and other 
unpleasant physical sensations. Of greater importance were the 
psychological factors involved—the dread of retiring, fear of 
various physical incapacities, and increasing emphasis on economic 
security. The increased sex tension with a recurrence of autoerotic 
activity or worry over earlier masturbation were important factors. 
An accentuation of these psychological difficulties plus precipitating 
factors of death and illness in the family or circle of acquaintances 
constituted the etiology in the 34 patients who developed agitated 
depressions. There were 14 patients with dementia precox and 
the development of the illness was insidious, though pronounced 
symptoms were manifest only during the year prior to admission. 
A careful study of this latter group revealed an increasing sensi- 
tiveness, suspicion, and. withdrawal over a period of many years. 
Two patients had manic attacks and there was in both a history 
of mood swings and previous psychotic episodes. 

Thirty-seven of the patients came voluntarily to the hospital and 
13 were committed patients. At the time of admission, the physical 
condition was generally good. No serious physical pathology was 
found. 

Before discussing the mental trends the following representative 
and illustrative case histories of four patients are presented : 

CasE I.—The patient, a single woman of 45, was admitted in a tense, 
anxious, depressed state, after an unsuccessful attempt at suicide. Her family 
history showed a stern father and a solicitous mother. One brother had a 
depression. She was the oldest of five children; her birth and early develop- 
ment were normal. She was a bright child, did well in school, and throughout 
her life she was outgoing, social and had many friends. She matured at 13, 
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the menses were regular and without cor uf Masturbat was with- 
out apparent conflict up to the 1 r ills lowa r siblings she 
took a motherly attitude and w 1 of pl g s in the role of 
teacher. Her plan for a career iS te a upo! with 
honor she entered the profess whi 1 teacher 
of English. She had many fri of the 
opposite sex but never cared to marry and \ pparent nest in saying 
that she had no regrets or m 

Two years prior to admission, her met rregular and after a fey 
months ceased. She had no hot flashes but she did tire easily. W increas- 
ing sex tension, the masturbat becat more fre nt, with guilt and 
conflict. About this time her ecovered 
after a short illness. This illne together with the se friend 
caused worry and insomnia. Dur the month prior li n, she became 
fatigued easily and her agitat and rest wert ticeable. On the 
day of admission she attempted s le by trying to jump fr vindow. On 
admission she was in good p l, agi- 
tated, indecisive, and expressed to di She believed that she had 
brought disgrace on her family tbsided 
and she was placed on a full s tivities. She w frank in the 
discussion of her problems; tl ess of her brother and the death of her 
friend had accentuated a feeling ecurity. The wort er masturba- 
tion and the climacteric adjust: ts had add their t to t lowering 
of her resistance. After six months in the hospital she fully 1 ered and 
resumed her work. She has been well for ears and that time 
she has been promoted. 

CasE II.—A single womar ) to 1 I itated, 
depressed and hypochondriacal stat ly tory 1 a strict, 
serious father, who was a minister, and a t reserved mot [he patient 
was the second of five child: Her birt nd earl lopment were 
normal. She was a robust child and she did well in school. She matured at 
13 and her periods were without lication. S vas devoted to her par- 
ents and had many friends WI : Upon { | llege she 
entered the teaching professi n W shi u ul Yutside of her 
work she was considered imy t vitl mestic interests and with a 
tendency to be indifferent in tl ure of her pet and { She had no 
hobbies or recreational outlets. § ] took suf- 
ficient time for meals. Her father and mother lived with her and were depen- 
dent upon her. When she was lost her mother but tinued to sup- 
port her father and some of her siblings. From then ot was troubled 
by gastric discomfort and gas: ructations follow her meals which 
were invariably eaten hurried She consulted various | icians and 
mysterious healers. 

Three years prior to admission her father died. This loss was keenly felt 
and she became interested in religious work in which she felt she was emu- 
lating her father. One year later she passed through the menopause and 
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for the next two years she overworked by engaging in an excessive amount 
of exhausting religious work. She lived alone and took insufficient nourish- 
ment and gradually became reduced physically, with increasing restlessness 
and insomnia. One month prior to admission, after completing a successful 
series of lectures, she developed the idea that she had failed and immediately 
became agitated and depressed. On admission she was undernourished but 
no other physical pathology was found. She was extremely self-depreciatory, 
thought her body had changed and that her bowels did not function, so that 
she ate only with urging. She spoke of unpleasant thoughts concerning her 


father; she believed that she was hurting him with her thoughts, mentioned 
dreams about him, but would not discuss them except to say that he was 
being tortured by her evil thoughts. She believed that she heard the mourn- 
ings of her parents and thought that there were instruments of torture in the 


hospital for her punishment. On a régime of rest, proper diet and a gradually 
increased schedule of hospital activities she improved. She learned many 
hobbies in occupational therapy and discovered the value of play for the first 
time in her life. With her physician she was frank and unburdened a resent- 
ment toward her family who had 


of hospitalization she resumed her work and for 12 years she has done well. 


expected too much of her. After two years 


In a recent letter to the hospital she stated that she had seemed to function 
and to feel better since her illness. 


Case III.—A single woman of 44 became depressed and fearful and was 
brought to the hospital following a suicidal attempt. In the family history 
there was an aggressive and demanding father and a mother who had a 
depression at the menopause. The patient was the oldest of six children. She 
was a healthy child who was called a tomboy as she grew older. She 
matured at 13, her periods were regular and without complication. Masturba- 
tion was a life problem of intense conflict. She did well in school and became 
a teacher of outstanding ability. She enjoyed her friends but insisted on 
doing most of the talking and planning. She had a strong temper and was 
frequently ashamed of her outbursts and scenes. She was not fastidious about 
her person. At 30 she became a Christian Scientist in order to have purer 


thas 
thou 


hts. She became narrower and more intolerant, joining a group who 
considered Jews and Catholics a menace. She had no absorbing hobbies or 
relaxing recreations. Her friends noticed that she spent much time and 
energy in avoiding what she termed unpleasant things in life, and she com- 
mented shortly before her illness that she wished she could escape the 
menopause as she had the other “worldly curses of life.” 

The beginning of her illness was associated with the cessation of her 
menses. She lost weight, complained of fatigue and insomnia, and feared 
she would have the same illness as her mother. Over a period of six months 
the depression and agitation increased and on the day of her admission she 
attempted to jump from the roof of a building. On admission she was under- 
nourished and she spoke loudly of her troubles while wringing her hands. 
She complained of tensions in her neck and abdomen and of severe constipa- 
tion. She spoke most frequently of hell fire and expected to be burned and 
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tortured; she called herself an arch devil in a fiery fu believed all 
those around her to be in heay She thought that prol 1 baths would 
save her from burning and gradually developed the del that she was 
made of metal. She attempt suicide on mat nd identified 
herself with Christ in concept birth and crucifixion. For nine months 
she continued noisy and agitat uring the next three 1 { he began to 
project her ideas and to be quieter, expressing the belief that the treatment 
had changed her. She devel an elaborate delusional t 1 with para- 
noid ideas about hospitals ; physiciat She wa ritical of her rela- 
tives and at the end of a year she left the hospital to live in the country 
with friends. She has never resumed her worl | after 10 rs has become 


more withdrawn and seclusive 


Case IV.—The fourth patient, a single woman of 51, v admitted in a 
highly delusional state, belie, that she must die for her sins and those of 
the world. Her father was ar ractical visionary school teacher who had 
died 16 years before of anemia. 1 mother, a mild mannered woman, kept 
her children under her contr The patient was tl Idest of seven children. 
As a child she had temper tantru1 ind night terror She was very much 
upset by her first menstrual per at 12; she thought it disgusting. After a 
short period of masturbation i lolescence, she became prudish, intolerant, 
and decided early in life never to marry in order to shun sex completely. 
She was a hard worker in s and became an outstanding teacher. Her 
range of interests was narrow 1 she worked under tension. She took no 
interest in her personal appearance. She had no male admirers and at 30 
when another women attracted her very much, she immediately dropped this 
friend. She was inclined to be envious and critical of her younger siblings. 
She was fond of her father and blamed her mother for his death. She was 
born into a Presbyterian family but nged her faith many tit and in her 
illness she became deeply interested in the Catholic relig Her family 
considered her erratic, unstable and impract 

There was a marked chang her personality one year before admis- 
sion. She was passing through the menopause, sex tension increased, she 
was troubled by sex obsessions, with an annoying curiosity about the genitals 
of male relatives. She felt flooded by instinctual urges and indulged in 


orgies of autoerotic activity, while at the same time she became more 
interested in religion as a means of controlling herself. Six months prior to 


admission she became disturbed over the death of an associate and she devel- 
oped the idea that her mother and sister should die. In an ecstatic state she 
cut down a tree which was near a tree her sister had planted, and soon 
afterward mutilated one of her fingers, necessitating its amputation. She was 


in a general hospital for a few days 

On admission here she was in good physical condition. She was restless 
and suicidal, almost succeeding in attempt at ha 
aggressive and critical, expressing frequently an admiration for “purity of 
thought and high-mindedness.” She said that she had bitten her finger for 
its offense of masturbation. She thought her family and the | spital staff 


ying herself. She was 
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were persecuting her and that her death would save the world. She con- 
tinued delusional and after a year was transferred to another hospital. On 
the day after arrival there she deliberately slammed a door on her finger and 
calmly spoke of the good effect of self-inflicted pain. She believed she was 
sent by the Almighty to help the other patients, in whose treatment she often 
interfered. For the past five years she has been in the other hospital and a 
recent letter describes her condition as unchanged. 

These patients’ histories show the influence of personality equip- 
ment and of conflicts on the form of the mental reactions and the 
outcome. The common factor in the trends of the 50 patients, as 
illustrated by four histories, was the feeling that they were being 
flooded by instinctual urges which they were unable to accept or 
manage. This was apparent to some degree in all of them. Associ- 
ated with this state were agitation, anxious depression and hypo- 
chondriacal notions in the 34 who had agitated depressions. These 
symptoms were also present in the 14 with dementia przcox, 
although the splitting, projection and scattering became more 
manifest as the disorder progressed. 

In the two patients with manic reactions a similar conflict was 
seen, although expressed in uninhibited behavior and productions 
for a time. The conflict was dramatically portrayed by a fear of 
burning and consuming fire in the trends of 20 of the patients. 
The instinctive forces appeared to be rebelling against a life of 
little or no gratification. Suicidal trends and attempts were present 
at some time in most of the group. It was noticed that a fear of 
hurting others was present in 15 of the patients. None showed 
disturbances of sensorium and the intellectual level was high. 


TREATMENT. 

During the first period of hospitalization attention was directed 
toward securing rest, sleep and a proper state of nutrition. Pro- 
longed baths, packs, other hydrotherapy and massage were used 
to combat the restlessness and agitation. Although starting on a 
limited schedule, the majority of these patients were soon partici- 
pating in a full program of occupational therapy, physical education 
and social activities. Psychotherapeutic interviews were frequent, 
and the intelligence and psychological interest of the group con- 
tributed a great deal to the careful study and modification of their 
personality difficulties. The acquiring of a more tolerant attitude 
toward instinctual drives and problems was the most difficult but 
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most helpful to achi able to under 
stand that they had tur 1 int eds without 


facing and making sor me instances 
the recovered patients s t n explosive 
release from a smoldet t mething 
which cleared the at ts remarked 


years after discharge that er t med to 
1 


function better than | 
Many of them learned to 1 fol 1 their lives, 


having received instruction at tl r and out- 
door sports. Lasting hobl wel ( (101 il therapy. 
Some of the patients pl reat value o1 t derived from 
close daily contact with 1 bers of tl ! n the social 
and recreational aspect r treatment. A bett reanization 


of their time for worl 

Of the 50 patients, 25 1 red re able to resume teach- 
ing. The other 25 did not return t k and most them have 
been in mental hospitals vel length of tal residence 
of those who recovered ! t] erage length of 
hospital residence for those who did not 1 ry » months, 
an average of 11 months for tl tire grouy patients with 
dementia precox did 


manic reactions had subs t attacl he nine patients who 
did not recover from. thei1 tated 1 ns were individuals 


with narrow rigid 
played a prolonged drawn-out battle in h instinctual gratifica- 


tions, though in regressed exp! n al rm, v r littl 
stronger than the pers 

Some indications in t f pt tion were suggested by 
the study. The family tionshiy ht | been managed 
differently. The narrowed interests and the failures to adopt and 
cultivate wholesome hob! ind rec1 vere remediable, par- 
ticularly for those who thought su ustment ld wait until 
the time to retire. The shifting philoso] nd faiths, and the 
shopping from one healing cult to another cou e been modified. 
The earlier achieving of s lutiot | harmony out of the 
energy-consuming conflict between unfaced inner d nds and too 
rigid ideals was possibl he importance of suf t rest, relax- 
ation and sleep, has been stressed bi me teachers who were 
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interviewed after passing through the crises of their lives, including 
retirement, without a breakdown. It is adjustments such as these 
which psychiatrists are equipped to deal with, and one can think 
of no group more worthy to receive such help than this professional 
eroup who play such an important role in the community. 
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LIFE SITUATION TESTS AS AIDS IN PSYCHIATRIC 
PROGNOSIS.* 
By ABRAHAM A. LOW, M.D., 
H. DOUGLAS SINGER, M.D., F.R.C. P. (Lonpon), 
AND 
CATHERINE L. McCORRY, M.D.,, 


Chicago. 


This report is presented not as a finished study but as an indi- 
cation of possibilities contained in a method of studying patients 
by standardized procedure designed to give some indication of the 
presence or absence of functions that involve the total personality. 

The term “life situation” is a misnomer. Every situation in 
which men act is a “life situation.’” What is really meant is spon- 
taneous life situation, as opposed to artificial test situation. No 
attempt will be made to define the word “spontaneity.” Suffice it 
to say that the phrase “life situation” is here used in the sense of a 
spontaneously emerging setting in contrast with the “test situation” 
which is artificially arranged. 

There are degrees in the spontaneity of reactions. Persons be- 


less spontaneous the more they think they are being watched. 


come 
The more a situation has the mark of strangeness and unfamiliarity 
the less the spontaneity. On the ward, a patient who has retained 
some measure of contact with his surroundings is likely to display 
spontaneity with nurses and attendants but hardly with the physi- 
cian, who is essentially a stranger in the situation. He is official, 
and does not share the patient’s daily routine. With nurses and 
attendants, on the other hand, the patient is immersed in a com- 
mon, familiar medium. When, in 1932, we decided to devise a set 
of life situation tests, it was clear that the tests must be applied 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Psychiatric Institute of the Research and Educational Hospitals 
of the University of Illinois, Medical School, and State Department of Public 
Welfare. 
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by nurses, not by physiciai \ bout vear was spent on a series 
of trials, and by the end of 1933 a battery of tests had been elab- 
orated which has since be ust The battery consists of six 
verbal and six pragmatic tests. This report is limited to a descrip- 
tion of three verbal tests which, thus far, have proved most 
informative and have shown correlations with subsequent adjust- 


ment of the patients. 


DESCR 
1. Insinuations.—In the forenoor the day after admission a 
nurse asks the patient casual “Jane, did you hear about Marshall 
Field?” This question is intended to arouse curiosity and to elicit 


such replies as “What about them?” “What happened to them? 
“Did they have a sale ?”’ or “Did they burn down?” If any of these 
answers are returned the test is ended and the score is 100. If the 
patient, however, merely answers “yes,” “no,” or “I don’t know,” 
“T didn’t hear anything,” the nurse repeats the question with such 
modification in wording and intonation that there is implied that 
some important event has happened. This is the second step of 
the test and runs: “Jane, didn’t you hear about Marshall Field?” 
If now the patient replies: “What about them?” or “What hap- 
pened to them ?” the test is ended at the second step, and the score 
is 66.7. If the answer again was “yes,” “no” or “I don’t know,” 
still more emphasis is given in wording and intonation: “Why, 
Jane, didn’t you hear about Marshall Field?” If a correct answer 
is given the score is 33.3. If no such answer is forthcoming the 
score is zero. 

False Time Statements In the afternoon of the same day the 


1 
} 


nurse says to the patient: “You certainly look mu etter than 
you did when you came here two weeks ago.” If the patient replies 
“TI came yesterday,” the test is completed at the first step and the 
score is 100. If not, the nurse says: “Do you think you gained 
weight since you came here two weeks ago?” If necessary, the 
third step is taken: “Do you like it better now than you did 
when you came here two weeks ago?” Scores of 66.7 and 33.3 are 
given for correct replies to the second and third steps respectively. 

Absurd Time Statement.—This test is given on the third day. 
The steps are: (1) “Will you go home yesterday?” (2) “I thought 
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you will go home yesterday.” (3) “How is it you will not go home 
yesterday?” The manner of scoring is the same as in the preceding 
tests. 

During the fourth and fifth day after admission, the three tests 
are given again in exactly the same wording and sequence of 
steps, except that substitutions are entered in the last part of the 
sentence spoken by the nurse. In the “insinuations” the name of 
the ward physician is substituted for Marshall Field; in the “false 
time statements,” the nurse mentions “two months” instead of 
“two weeks,” and in the absurd time statements, the question, 
“Will you go home yesterday” is changed to “Did you go home 
tomorrow?” The first three tests, given during the first two days, 
comprise what we call the first quarter, the second three tests, the 
second quarter. In the third and fourth quarters, the substitu- 
tions are of a similar nature. The “insinuation” of the third 
quarter mentions the name of the closest relative, that of the fourth 
quarter inquires about President Roosevelt. The “false time state- 
ments” of the third and fourth quarters substitute “two years” and 
“two days.” In the corresponding quarters of the “absurd time 
statements,” the questions are: “Will you go home last week?” 
and “Did you go home next week?’ Tables 1, 2, 3 and 4 illustrate 
the nurse’s questions, the patient’s answers and the scores obtained 
in the four quarters of the three tests. 

Final Score-——The final score is calculated from the aggregate 
performances in the three tests. In the right lower quadrant (D) 
of Chart I a graphic analysis is given of tests of 145 patients. 
The “insinuation” scores are plotted under I, the “false time state- 
ment” under II, the “absurd time statements” under III. The 
chart also plots the scores in two other tests (IV and V) which 
will not be considered here. The solid black line represents the 
scores of the first quarter, the double broken line those of the 
second, the single broken line those of the third, and the dotted 
line those of the fourth quarters. The chart demonstrates a close 
similarity of performance in all four quarters. The scatter is 9.4 in 
I (insinuations), 8.1 in II (false time statements) and 3.0 in III 
(absurd time statements). It is evident from the chart that the 
first and second quarters occupy a median position. Hence it 
seemed legitimate to consider them representative of the final 
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First Step: Jane, did you | M 
Second Step: Jane, didn’t you | ibout Marshall Fiel ' 
Third Step: Why, Jane, didn’t 1 heat 
Second, third and fourth quarters President - 
Roosevelt. 
12 
1. You certainly look mu 
weeks ago. 
2. Do you think you gaine I bs ago? 
3. Do you like it better * 
ago? 
Second, third and fourtl 
12 
IT] 
1. Will you go home yest 
2. I thought you wll g 
3. How is it you will 
Second, third and four Last Week 
Did—Next W 
TABLE 2 
I. INSINUAT 
D 
Date. Nurse’s insinuat t n I t Score 1 
12-10-34 | Marshall Field 3d 1) No 
> No 
No, | t. What 
} it m ? 22.2 
12-12-34 |Miss K. (nurse 3d 1) No 
>) No, Id t 
No one t 
What about her 22.2 12-] 


12-14-34 | Mother. None of 


12-17-34 | President Roosevelt 3d 1) No 


3) What about him 33 


w 


thre No. Id I2-] 
I « nt O 
I didn’t 
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TABLE 3. 


I]. FALSE TIME STATEMENTS. 


Time Subse- 


Dat mentioned Feat i Patient's response. quent Score. 
by nurs« Inquiry. 
12-10-34 Two None of (1) Yes. Icame | oO 
weeks. three. (2) Well, I lost. today. | 
(3) Yes. 
12-12-34 [wo 3d (1) Yes. 
months. (2) I don’t know. 
Comment. | (3) You know I've only 
been here two 
12-14-34 | Two Ist (1) I just came last 
12-17-34 | Two days. | 3d (1) Thank you, I feel 
fine. Over a 
2) I don’t think I week. 
gained. 
3) I am here longer 
than two days. ee 33-3 


TABLE 4. 


III. ABsuRD TIME STATEMENTS. 


Time absurdity 
Date mentioned i Patient's response. Score. 
by nurse. 
12-11-34 | Did 3d (1) No, not before Friday. 
tomorrow? (2) The doctor said Friday. 
(3) You mean: will I go home 
tomorrow’ 33-3 
12-13-34 | Will 2d 1) Dr. B. said I'll be here a 
| yesterday? month. 
(2) You mean: did I think I am 
staying? 66.7 
12-15-34 | Will Ist 1) What do you mean? Did I go 
last week? home last week? 100.0 
12-18-34 Did None of | (1) Dr. B. said I'll have to stay 
next week? three. here awhile. 


(2) I didn’t. I was home for 
Christmas. 
(3) No, I didn’t. re) 


| 
3 
| 
) 
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score. This procedure cut in half the number of partial scores to be 


calculated and made for simplification 
100! pa N I m WV Vv 
a0 
10 
«ol | | 
| | | 
tstiquanten 
nd quarter — + 4 
| 
80 aaa Atti 
| Ay! | 
10 | | | ae 
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Nal 
40 | \ 
so EET ~ | f 
INR |_| \y 
| | | 
Cuart | 
In the quadrants A, B and C of Chart I the scores in the 145 
cases were subdivided into three separate subgroups. In the quad- 


ibined scores rise 


rant A, 39 patients are represented; th 
about 50 per cent in all three tests; the sign + + at the bottom 
of the quadrant symbolizes the three higher than 50 per cent 
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partial scores. In quadrant B, 58 cases are plotted in which the 
combined scores attained more than 50 per cent in two tests only 
(++). This is true only if the first and second quarters alone 
are considered. Quadrant C presents 48 cases in which the com- 
bined scores rose to or above 50 per cent in one test only (+). This 
relationship is not plainly visible in the tracing, which records a 
lower than 50 per cent score for all three tests. The explanation 
for this discrepancy is: Of the 48 patients, 20 scored well in the 
“insinuations,” and poorly in the other two tests ; 20 other patients 
had good scores in the “false time statements; only eight in the 
“absurd time statements” only. Each group, then, had poor scores 
in two tests. These poor scores tended to suppress the final score 
of the total group in all three tests. 

Two subgroups were tabulated but not charted. The one con- 
sisted of patients who scored less than 50 per cent in all three 
scores ; the other of patients who in the course of testing, usually 
during the first and second quarters, gave evidence of having dis- 
covered that they were being tested. When the nurse addressed 
them they replied: “Oh, you just want to test my memory,” or 
“You have orders from the physicians to ask these questions,” or 
“You want to find out whether I am insane.” Once such a discov- 
ery was made the setting of the “life situation’ was no longer 
considered existent and the tests were discontinued. 


MATERIAL OF THE STUDY. 


Since September 1933, each patient admitted to the Psychiatric 
Institute was given the three tests in the manner described. Selec- 
tion was thus precluded. The present report comprises a total of 
233 cases, 108 of which were classified as dementia przecox, 54 as 
manic-depressive conditions, 5 as involutional psychoses, 14 as psy- 
choneuroses. A miscellaneous group of 52 cases, variously classi- 
fied as psychoses with somatic disease, psychoses with mental defi- 
ciency, psychoses due to other metabolic disorders or primary 
behavior disturbances, were grouped together under the heading 
“other psychoses.” Twenty-four persons with psychoses associated 
with gross lesions of the brain and nearly 150 patients treated with 
insulin and metrazol shock were tested but not included in this series. 
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Age and Sex Distribut [his is shown in Table 5. There 


was a preponderance of 


anic- 
depressive group and in the ‘‘other psychoses.” In the total series 
the percentage of male patients was 43.8 and of female patients. 
56.2. The average age was 30.5 years for the total group. Except 


for the patients with involutional psychoses, the subgroups showed 
a fairly even age distribution, ranging from 27.2 years in the 


cases 
of dementia precox to 34.9 years in the “other psyecl 
TABLE 5 
AGE AND SEX DIsTRI ION OF Two HuNDR 4) 
THIRTY-THREE UNSELECTED PATIENTS 
| 
Dementia precox... 108 27:2 53 19.1 55 50.9 
Manic-depressive 
psychosis...... 54 34 62.9 
“Other”’ psychoses 52 34.9 8 34 65.4 
Involutional depressions 5 10 60.0 
Psycho-neuroses... 14 3 ) 64.3 35-7 


233 02 12.8 56.2 


Follow-up Investigations —In February, 1938, 7. e., about four 
and one-half years after the first systematic application of the tests, 
a follow-up investigation was made of all patients who had been 
given the tests. A questionnaire was sent concerning patients who 
were known or supposed to live in the community, and the re- 


mainder were studied from the records of the state hospitals to 


which the patients had been sent. The questionnaire, addressed to 
the parents or nearest relative, requested an answer to two ques- 


ae (relative) was discharged from 
the Psychiatric Institute on. . ...++ (1) How many months has 
he (she) since spent at home? (2) How many months has he 
(she) since spent in hospitals for mental disease?’ Of 248 patients 
investigated, information was obtained concerning 233. Of these, 


18 had died, 106 were in the community, either with or without 


supervision, and 109 were in hospitals. Of the 106 patients living 
in the community, 49 appeared for a personal interview 
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Subsequent Adjustment, Clinical Classification and Test Score.— 
Table 6 analyzes the relationship of subsequent adjustment to origi- 
nal test score in the group of cases classified as dementia przcox. 
Of the 108 patients, 14 made a “discovery,” 22 scored better than 
50 per cent in all three tests, (+ ++) 30 in two tests (++) 32in 
one test only; (+) 10 scored less than 50 per cent in all three 
tests (- - —). The table indicates that at the time when the tests 
were given the score would have furnished a basis for prediction 
as to the prospect of the patient returning to the community and 
maintaining life there, either with supervision or independently. 
The patients who made a “discovery” had a 35.7 per cent chance 
of unsupervised, and a 21.4 per cent chance of supervised life in 
the community subsequent to discharge. The prospects for unsu- 
pervised communal activity diminishes progressively in direct pro- 
portion to the lowering of the score. The prospect of community 
life, without regard to the need for supervision, shows a progres- 
sive decline in the first three test groups (discoveries; +++ ; 

), but then maintains a steady level of about 20 per cent. The 
length of residence in the hospital increases in uninterrupted pro- 
gression from 35.7 per cent among patients who made discoveries 
to 80 per cent among those who scored poorly in all three tests. It 
is of interest that, as the totals at the bottom of Table 6 indicate, 
only 15.7 per cent of schizophrenic patients could be rated as fully 
recovered when studied from about one year to four and one-half 
years after admission. 

Of the 32 patients who are listed as residing continuously in the 
community, 5 were readmitted for one brief intermittent stay in 
the hospital. Of the 70 patients listed as ‘continuously in the hospi- 
tal,’ 8 had brief intermittent residences in the community. 

Table 7 analyzes the correlation of subsequent adjustment and 
test scores of 52 patients, grouped together under the heading of 
“other psychoses.” Of this group, 7 cases were carried in the rec- 


ord as “unclassified,” 18 were classified as “psychoses with somatic 


disease,” 9 as “psychoses due to other metabolic diseases,” 7 as 
“psychoses with mental deficiency,” 5 as “primary behavior malad- 
justment,” 2 as “paranoid state,” 2 as “psychoses with convulsive 
disorders” and 2 as “family incompatibility.” It is again evident 
from the table that the probability of subsequent adjustment in 
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the community bears a positive correlation with the test score ; it is 
highest in patients who made a “discovery” and declines. although in t 
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psychoses.” The probability of maintaining an unsupervised life 
in the community is 15.7 in the former as against 25.0 in the latter. 
The corresponding probability figures for maintenance of com- 
munity residence regardless of supervision are 29.6 as against 44.2. 
A similar differential obtains in the probabilities of retention in 
the hospitals. 

Of the 23 patients “residing continuously in the community,” 
2 were readmitted for brief intermittent hospitalization. Of the 
24 patients “continuously in hospital,’ 4 had brief residences in 
the community. 

In the manic-depressive group of patients (Table 8), predicta- 
bility on the basis of initial test scores is possible only with regard 
to subsequent unsupervised activity in the community. The scores 
decreased in fairly direct proportion with test performance, from 
about 56 in patients who made “discoveries” or scored above 50 
per cent in all three tests, (+++) to 20 in the group with a less 
than 50 per cent score in all three tests, (- - —). With reference to 
continued residence in the community, with or without supervision, 
the differential between the higher and lower score groups is rela- 
tively insignificant. Of the 36 patients who “continuously resided 
in the community,” 5 were readmitted for brief intermittent hos- 
pitalization. Of the 12 patients “continuously in hospital,” 2 had 
brief residences in the community. A glance at the totals at the 
bottom of tables 6 to 8 reveals that the probabilities of maintaining 
residence in the community, unsupervised or without regard to 
supervision, is lowest in the schizophrenic group, higher among the 
“other psychoses,” and highest among the manic-depressive cases. 

Of the 14 psychoneuroses, 8 patients made “discoveries;”’ 3 
scored better than 50 per cent in all three tests, and 3 had a better 
than 50 per cent score in two tests. All maintained continued 
existence in the community after discharge ; 1 only required super- 
vision. This suggests a conspicuous tendency to spontaneous remis- 
sions, sustained for years, even in patients whose condition is suf- 
ficiently severe to necessitate commitment. Of the patients with 
involutional psychoses, I made a “discovery,” 3 scored well in all 
three tests, I in two tests. Two only maintained continued existence 
in the community, one supervised, the other without supervision. 
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consistent with the test scores in the group of schizophrenic pa- 
tients ; its consistency is conspicuous for the manic-depressive pa- 
tients, but only relatively so in the group of patients with “other 
psychoses.” It may be legitimate to claim validity for the tests on 
the basis of this varying degree of consistency in the various groups 
of patients. 

Rehiability—Terman? gave two main criteria for reliability. 
One refers to the reliability of applying the test, the other to its 
dependability when repeated with the same subject. A test is 
reliably applied if: (1) the person who gives the test masters its 
technic; (2) the subject’s cooperation is secured. Since the tests 
here described consist of simple questions and statements the technic 
is easily mastered. We had occasion to study the cooperation of the 
patients. The nurses gave the tests to patients on the neurology 
and general medicine wards, but failed almost from the start. They 
asked a test question, and the patient in the adjoining bed ex- 
claimed ; “She is kidding you.” When the nurse appeared on the 
following day she was greeted with the remark, “Hello, Miss Sun- 
shine, what do you want to ask me today? Yesterday you told me 
[ looked much better when I came here two weeks ago. Say, what 
kind of work do you do around here? I hear you work in the nut 
house.” After a few days the effort had to be abandoned. The 
patients either refused to answer or became facetious and some- 
times abusive. They had noticed they were being tested, and the 
fact of being tested was a current topic of conversation on the 
wards. On the psychiatric wards, reactions of this kind occurred 
twice only, when hypomanic patients who had made a “discovery” 
made it a point to call the attention of other patients to the fact 
that they were being tested. Even then, the effect on the other 
patients was negligible. Obviously the tests are unreliable and even 
impossible of application when given to nonpsychotic patients. 

l 


Among them, the situation assumes soon or instantly the character 


of the “test setting.” 

We had a different but equally disturbing experience when the 
tests were given to a group of patients at the Chicago State 
Hospital. Although the patients were selected with a view to ap- 
proximate the average ages and classifications of the group tested 


at the Psychiatric Institute, the results were disappointing. The 
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majority of the subjects returned laconic answers (“Yes,” “no,” 
“I don’t know’) or were evasive and abusive. It was soon appar- 
ent that the setting was not that of a “life situation.” Due to a 
shortage of nurses at the hospital, the tests were given by student 
nurses who had enrolled for a three month course at the Psychi- 
atric Nursing School of the institution. The students went to the 


ward for the period of testing and then left. The setting was again 
that of a test situation, and the unsatisfactory replies were prob- 
ably the result of awareness on the part of the patients that the 


ceases] -Retests CLT capes 


nurses were sent to the ward for the purpose of addressing state- 
ments and questions to them. The testing nurses were not an inte- 
gral part of the daily environment, but persons specially delegated 
to exercise some official function. Due to this circumstance, the 
setting at the state hospital was not that of a reliable “life situation.” 

Terman’s second criterion for reliability. the dependability of a 
test when repeated on the same subject some time after the original 
test was given, had already been applied when the three tests were 
automatically repeated with every patient in four successive quar- 
ters. As was shown in Chart I, the scores corresponded relatively 
closely, except that the scores improved generally in the third quar- 
ter. This constituted a fair evidence of dependability. A further 
check on dependability was obtained when 45 patients, after being 
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given the four quarters of the three tests during the first two weeks 
of admission, were subjected to exactly the same sequence of tests 
after the lapse of from three to six months. Chart II contrasts 
the original tests with the retests of the forty-five patients. The 
original tests show approximately the same correlation as demon- 
strated in Chart I. There is little variation in the scores of the 
first, second and fourth quarters, and improvement of performance 
in the third. As for the retests, the result coincides with those of 
the original tests in the first and fourth quarters and diverges 
from them in the second and third quarters. The precise mode of 
correspondence and divergence is clearly brought out in Chart ITI. 
The chart shows a well nigh point-to-point correspondence between 
originals and retests in the first and fourth quarters, a divergence 
but parallelism of results in the second quarter, and greater diver- 
gence, particularly in the “false time questions” (II), in the third 
quarter. Why the correspondence should be limited to the first and 
fourth quarters we cannot explain. 


CONCLUSIONS. 


1. The scores obtained with a set of three “life situation tests” 
in an unselected group of 233 patients correlate closely with the 
average length of residence in the community. No correlation was 
found in the manic-depressive group of patients. 

2. The high degree of correlation suggests that validity may be 
claimed for the tests. 

3. The tests may be said to be reliable and to yield similar or 
parallel scores if repeated from three to six months after the 
original application. 

4. The test scores seem to afford a fairly valid basis for predict- 
ing the probability of continuous residence in the community after 
discharge from the hospital. 
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DISCUSSION. 


Dr. Ltoyp H. ZIEGLER (Wauwatosa, Wisc.).—The writers of this interest- 
ing paper are to be commended for their attempt to throw light on prognosis. 
The estimation of prognosis has proven to be hazardous even for the most 
experienced of physicians when an individual patient has been under con- 
sideration. Statistical estimates of it offer splendid retreats in time of need. 


With tests such as the authors present, I have had no personal experience. 
It has occurred to me that they may be testing a certain degree of alertness 
or awareness which is an asset in recovery, or which may even be an attribute 
of patients less seriously ill. Whether spontaneity can be tested by such 
methods would be difficult to decide. 

If a large number of recovered patients were studied for a group of common 
attributes, a battery of tests might be devised that would elicit or demonstrate 
them, or correlate with a large number of such attributes. As an aid in such 
analyses, Karl Pearson’s equation of correlation or modifications of it would 
be most helpful. By this equation one could correlate the reactions to a 
battery of tests with ability to get along outside a hospital, ability to earn 
one’s living, or relative freedom from symptoms and signs. 

Until prognosis gets beyond the realm of prediction by “hunches,” I fear 
we will continue to allow our hopes to triumph over our experience. 

It is gratifying to know that the authors are presenting an unfinished 
product and will continue to direct their efforts to these vital problems. 


Dr. H. Douctas (Chicago, Ill.).—This series is presented with 
very definite objects in view. Some of you may not be familiar with the fact 
that I have had the impression for a long time that we have neglected very 
much, clinical studies of patients. We have been relying on laboratory 
methods and efforts to do things, rather outside the realm of medicine. 

The thought of establishing tests of this kind was based on the hope that 
one might be able to establish in some such objective way, the fact that 
something is lost and something remains in the patient. 

This method has evolved from the studies that Dr. Low and I were making 
some time previously, in relation to aphasia. It seemed to me that the methods 
which were adopted in the study of aphasia could be adapted, although we 
feel it is a much more complex problem, to the study of patients presenting 
other forms of mental illness. 

The tests have been very different. Some were dropped at once because 
they had no significance at all, but certain tests remain, and undoubtedly there 
will be others. 

This work is quite tedious. It requires a tremendous lot of work with the 
personnel who are carrying out these tests. The nurses have to be trained 
and checked all the time so that we know they are living up to the standards 
that are being developed. But I have the impression that observations of 
this kind are far more valuable than anything one can get from a daily record 
of a nurse as to what the patient has been doing. We get some information 
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CONVULSIVE STATES WITH EVIDENCE OF 
BRAIN HEMIATROPHY.* 


By LOUIS CASAMAJOR, M.D., ann ROBERT W. LAIDLAW, M.D., 
New York, N. Y. 


In studying a syndrome as ill defined as the one we call epilepsy 
one is constantly trying to delimit the condition and to define the 
term. The conditions which crowd themselves under this broad 
term are many and varied and only some of them are characterized 
by convulsions. The basic pathological alterations that are respon- 
sible for the clinical picture have been the subject of much specu- 
lation throughout the ages. Gross and microscopic brain changes 
have been described in certain of the cases studied but with not 
enough uniformity to establish any definite pathology to explain 
all of the cases. It is most likely that there is no one pathological 
change nor series of changes that will explain even a majority of 
convulsive cases. Probably convulsions are symptoms which can 
be caused by a number of pathological states—anatomical, physio- 
logical and psychological. 

The present paper deals with a group of convulsive cases which 
showed definite gross pathological changes in the brain that were 
demonstrated during life by roentgenogram and pneumo-encephalo- 
gram. The basic change was a mal-development of one side of the 
cerebrum with concomitant changes in the bones of the skull. Prout 
and Clarke writing in Spratling’s * study of epilepsy report various 
thickenings of the skull in certain of their cases. They also quote 
Binswanger and others as responsible for the statement that 
“deformity (of the skull) is undoubtedly most frequent in the 
epilepsies engrafted upon an infantile cerebral hemiplegia and 
allied conditions.” 

Dyke, Davidoff and Masson ? in 1933 described a roentgenologi- 
cal syndrome of cerebral hemiatrophy with homolateral hyper- 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., May 8-12, 1938. 

From the Division of Child Neurology. The Neurological Institute of 
New York. 
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trophy of the skull and sinuses that added reality to the previous 
statement. All their nine cases suffered from convulsions and 
hemiplegia that started in the early years of life—some of them 
even from birth. The syndrome described by these authors con- 
sisted of a uniform roentgenographic and encephal graphic picture 
which they described as follows: “‘The roentgenograms reveal a 
thickening of the cranial vault on the same side as the cerebral 
lesion and also an overdevelopment of the frontal and ethmoid 
sinuses and of the air cells of the petrous pyramid of the temporal 
bone. On the encephalograms there is an enlargement of the lateral 
ventricle on the side of the cranial lesion and sometimes of the third 
ventricle and both of these structures are displaced toward this 
side.” The etiology of the condition was either traumatic or in- 
fectious. Of the nine cases reported by Dyke et al., three had their 
origin in a severe infectious disease, four dated from a birth which 
followed a difficult labor, one from a definite head trauma at one 
year of age and in one the immediate etiological factor was un- 
known. Frequently it is assumed that cerebral symptoms which 
have their onset immediately following a difficult labor are due to 
birth trauma. While this assumption is undoubtedly accurate in a 
number of cases it is often impossible to state with accuracy that the 
trauma is causative and that the condition did not exist before 
birth in a cerebral mal-development. 

The material on which the present paper is based consists of nine 
cases of convulsive and other epileptic phenomena in children under 
15 years of age who showed the roentgenographic and encephalo- 
graphic syndrome described above. Of these, three were definitely 
traumatic in origin, one was due to the so-called birth trauma, four 
owed their beginning to an attack of encephalitis and one may well 
have been due to a cerebral hemorrhage that resulted from a severe 
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CLINICAL CASES 
TRAU MATIC, 


Case I.—Female. Age 15 years. No. 26622. Admitted 11/19/35. This 
child developed normally up to her 15th month. She was talking and using 
words at 11 months of age. At 15 months she was struck on the fore- 
head by an iron pipe and was unconscious for a number of hours. On 
return to consciousness she had repeated generalized convulsions which 
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lasted about a week. Following these series of convulsions the patient was 
paralyzed on the right side of her body—the arm more than the leg. No 
further convulsions; but the paralysis of the right arm and leg remained. 
She gradually acquired use of these limbs but they never were as good as 
those on the opposite side and she used her left hand for all skilled move- 
ments. Her speech has always been somewhat indistinct with a tendency 
to stammer. 

At 10 years of age the patient began having a new type of attacks. These 
would begin with a dull aching pain around the navel which was variable— 
at times becoming quite severe and sharp. Coincident with this pain the 
patient’s eyes and head would turn involuntarily to the left. She would 
become very tense and tremble all over but there were no convulsive move- 
ments and no loss of consciousness. Her appendix was removed but this 
did not relieve the pain nor the attacks. The attacks have occurred at irregu- 
lar intervals—sometimes three in one day and again she would go for a week 
or so without an attack. It was thought that these attacks were precipitated 
by emotional excitement and indiscretions in diet. In September, 1935, she 
had an episode while at school during which she was confused, disoriented 
and had no memory of the attack after recovery. She wandered about in a 
dazed, confused state for a few minutes. She did not completely lose con- 
sciousness nor have any convulsive movements. In the two and a half months 
between this time and her admission the child had three of these attacks. 
She has always been backward in school—is now in the seventh grade at 15 
years of age. 

The positive neurological signs were a weak, rather spastic right arm and 
leg with atrophy and shortening of the right arm. There was some ataxia 
of the right arm and leg but none in the left. All her deep reflexes were 
much greater on the right than the left. The abdominals were less on the 
right. There was a positive Babinski on the right. Her optic discs showed 
slight pallor and the right side of her face was somewhat smaller and weaker 
than the left. I. Q. was .68. 

X-ray showed a left hemihypertrophy of the bones of the skull and of 
the sinuses. Encephalogram showed the left ventricle to be dilated. The 
sulcus markings over this hemisphere were unusually coarse and the entire 
ventricular system was displaced to the left. The cortical markings on the 
right were normal in size and distribution. The entire left ventricle was 
enlarged and there appeared to be only a thin shell of tissue peripheral to it. 


Case II.—Female. 11 years of age. No. 32075. Admitted 2/9/37. This 
child was the result of a second pregnancy, born at full term after a precipi- 
tate labor. The baby is said to have breathed and cried spontaneously but 
had a convulsion shortly after her birth from which she recovered quickly. 
She refused to take the breast and was fed from a bottle. She was kept in 
an incubator for a while and seemed to have trouble in breathing. The 
mother and infant went home from the hospital on the tenth day and, except 
for a peculiar whistling aspirant note in her breathing, she seemed to be 
quite normal. At about three months of age the mother noticed that the 


168 CONVULSIVE 


child did not use her left arm a1 
them at all. 

Following this she was treat 
For a while she wore a brace o 

In August, 1934, while the pat 
the mother noticed that the 
momentary lapses. In these she w 
apparently not hearing her n 
staring and her pupils were 
First these spells came al 
then several times a day. 

In December, 1935, the pati 
acterized by a sudden stiffer 
marked rolling upward of the « 
legs and trunk with loss of ¢ 
at two and a half month int 
every week. In the later attack: 
tongue. The child was never ver 
feel that she had undergone 
and weaker than the right. 
what greater on the left. T! 


Physical examination showe 


greater on the right. The left 
smaller in circumference in | 
were active—greater on the left 
The optic discs were negative 
X-ray showed a thickening 
showed the right ventricle greater 
tem was displaced to the 1 
tricle was limited practically to th 


Case III.—Male. Age 15 years 
up to three and a half years of ag 
striking his head in right parietal r 
ing from orifices. X-ray of skull 
three months following injury 
until the age of nine. Then began t 
Onset of typical seizure chara 


1 


stomach then “feels upset” follows 


of upper lip, head turns to the left 


involved in rotary clonic movements 
become unconscious until seizure 


No incontinence, no tongue biting. Seizu 


followed by a “numb feeling” in tl 
past six years attacks have become 
now one to three times weekly. F\ 
ache in the right frontal region 


17 7 
Wing 


West Haver iw He spital 
peculiar episodes of 

walk away from her mother 
ler face was pal ind her eyes 
few seconds 


iter they came every day and 


normal 
this time he fell down a fiight ot stairs, 


No bleed- 
l eft hemir 


ve tor tracture Leit hemiparesis tor 


Unconscious for 12 days 


eared and patient was symptom-tree 


itter from left-sided convulsive seizures. 


by a whistling noise in both ears, 

by “itching” sensation of the left side 
twitche Left arm and leg then 
Patient loses posture control, does not 


under way for several minutes 


ures last three to t utes and are 
left upper and lower extremities. For 
progressively more frequent, occurring 


attack there is a sharp head- 


[he patient has done reasonably well in 


on le 
Babi 

Ka 
in tl 
front 


than 
syste 
marl 
time 


mon 
left 

invo 
occa 
tong 
slee} 


year 


equi 
som 
inv¢ 
wea 
is a 

E 
rigk 
slig 


con 


BRA MIA July 

ly moved schor 

ages 

Po 

bout was 

she 

t het to tl 

not for | 

rum! 

el had 

tor 

= ski 

skill 

tice: 

The 


1939] L. CASAMAJOR AND R. W. LAIDLAW 169 


school although he had been obliged to remain out of school between the 
ages of 10 and 12 because of seizures. 

Positive neurological findings: slight clumsiness in succession movements 
on left, deep reflexes in lower extremities more active on left than right, 
Babinski positive on left. Irregularity palpable in the right parietal bone. 

X-rays: skull films show calvarium to be moderately dense and irregular 
in thickness. Petrous ridge on right slightly higher than on left. Right 
frontal sinus slightly larger than left. Encephalogram: right ventricle larger 
than left—the latter being within normal limits in size. Entire ventricular 
system is displaced to right. Temporal horn and atrium of right ventricle 
markedly enlarged. 


Case IV.—Female. Age 14 years. No. 25556. Service of Dr. Riley. Ad- 
mitted 8/28/35. Birth and development normal until age of ten. At this 
time fell backward while roller-skating and hit back of head. The patient 
was not unconscious and there was no bleeding. Two or three hours later 
she awoke from sleep, vomited and had a clonic convulsive seizure, limited 
to the left side with drawing of head, face and eyes to the left. This lasted 
for three hours and was followed by headache. Four months later fell from 
rumble seat of car. Unconscious for several hours. One hour after-accident 
had a convulsive seizure similar to the above. Incontinence of urine, coma 
for 24 hours following. Since then attacks have occurred once every two 
months. The attacks begin by patient feeling dizzy, then seems to veer to 
left in walking and the head begins to twitch to the left, face and eyes then 
involved followed by left arm and leg. Seizure usually lasts three hours but 
occasionally it is over in 15 to 30 minutes. The patient is unconscious, bites her 
tongue on the left and is incontinent of urine. Following an attack usually 
sleeps six or eight hours, awakening with severe frontal headaches. For two 
years previous to admission the patient has noted that the left arm and leg 
are weak, left leg drags in walking and she has difficulty in using left arm in 
skilled movements. Following an attack the weakness in the left hand is no- 
ticeably increased. 

On neurological examination the patient drags her left foot when walking. 
There is a hemiparesis on the left and a hypertonicity in the left muscula- 
ture. There are diminished associated movements of the left arm. Non- 
equilibratory tests show dysmetria and ataxia on the left. Deep reflexes are 
somewhat increased on the left and there is a left Babinski. There is slight 
involvement of muscle-joint-tendon sénse on the left. There is a left facial 
weakness of central type. Right palpebral fissure less than the left. There 
is a slight pes equinus on left. I. Q. 95. 

Encephalogram shows the ventricular system to be displaced slightly to the 
right. Right lateral ventricle is larger than left. Third ventricle displaced 
slightly to right. 


ENCEPHALITIC. 


Case V.—Male. Age 11 years. No. 32299. Measles at age of 14 months 
complicated by pneumonia and then meningitis. Il] for two months. During 
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Sinai Hospital for some kind of seizures. The mother was told that she 
would outgrow them and apparently she did. At four years of age she had 
an isolated convulsive seizure of which no particular history could be ob- 
tained. From that time on the child appeared well until the onset of the 
present illness. 

In June, 1933, when the patient was seven years of age she contracted 
measles and with this she had a severe convulsion which lasted 20 min- 
utes. She was removed to the Willard Parker Hospital where she remained 
for 10 days. Following the convulsive seizure she had a right hemiplegia for 
which she was transferred to Bellevue Hospital where she remained two and 
a half months; when she left she was able to walk. Her convulsions con- 
tinued. With these convulsions her head would turn to the right, her eyes 
upward, pupils dilated, face drawn to the right, left arm held out and she 
would fall to the right. There was jerking of both the right arm and leg 
and she would remain unconscious for about one-half minute. On one occa- 
sion she bit her tongue and within the past few months she has been inconti- 
nent of urine during the attacks. The attacks usually occur about once a 
month. The patient has petit mal seizures daily. In these she twitches her 
right arm a little but if she is talked to she comes right out of the attack. 
After these attacks she is usually very sleepy. The attacks appear to be 
decreasing in frequency and severity. 

Neurological examination showed a child with a right hemiplegia. All the 
deep reflexes were greater on the right. The abdominal reflexes however 
were equal and there was no Babinski. There was a slight right facial weak- 
ness which was more marked on smiling. The I. Q. was 88. 

Encephalogram showed the left lateral ventricle to be enlarged and the 
whole ventricular system displaced to the left including the third ventricle. 
The skull was definitely thicker on the left. The sinuses were not particularly 
enlarged (Fig. 4). 


Case VIII.—Male. Age 14 years. No. 33141. Service of Dr. Pardee. 
Admitted 5/10/37. There are no data in the history of any etiological factor. 
This boy had a mild attack of scarlet fever about six months before the 
onset of his twitches. This was slight and uncomplicated and he recovered 
rapidly. In the spring of 1934 he began to notice that he was having occa- 
sional twitches of his face on the right. These occurred about every three 
to four weeks and gradually increased in frequency and severity. At first 
he was able to lessen his attacks of facial twitching by stuffing a handker- 
chief into his mouth or by blowing his nose. If he did not get his left hand 
up to his mouth at once he was unable to control the attack which usually 
lasted about two minutes. The boy is left handed. During the attack the 
right hand is held close to his side and is somewhat tremulous. About the 
middle of April 1937 he went to a church supper. There he had a slight 
attack with twitching of the right side of his face but he ate a hearty meal 
and went home early, did his homework and retired at 10 p.m. Shortly 
afterward an attack of twitching started in his face. He got out of bed, 
turned on the Jight and fell forward but he was able to put out his arm to 
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save himself. He did not | After a few n ents his arm 
started to beat back and fort rigid i 1 he ible to stop 
the movement. The entire s re lasted ; t f ! He was helped 
back to bed and about five minutes later he was able to get out the floor but 
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really disturbed. 


Neurological examination s| t rdinat the right arm 
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sides. The Babinski was negat t volitional facial weak- 


ness on the right. 


Encephalogram showed that 1 t lateral tricl nsiderably 
larger than the right. Thi vent! 1 normal. The left 
parietal bone was thicker tha t t front was some- 


what larger. 


CasE [X.—Female. No. 3654 patient nitted at the age 


of five years. Normal birth ar velopment to t lf years of 
age when she contracted w \tter e | ll ot whoop- 
ing cough for six weeks and ' ly the patient 
“suddenly threw up and turned ' ys! hing. Im- 
mediately she suffered a right ilsive re v lasted for one 
and a half hours followed by 24 ! She was taken 
to Riverside Hospital where s ret ix weel iated with 
this illness the patient had a t f sj h whic ly returned. 
With recovery the patient gradually i 1 for t und a half 
years at the end of which tin ur! This was five 
weeks previous to her first ad: he Dut veeks’ period 
the patient had had one to { 1 mal ; res daily. These attacks 
were characterized by general I pasms, a fall with loss of con- 
sciousness, frothing at the mout! nt f urit rolling up of 
the eyes. Following an attack the patient was da nd somet fell asleep. 

Neurological examination at t time showed a right-sided weakness. 
Arm and leg reflexes more acti\ the right, abdominals diminished on 
right, right facial weakness of tral type. The patient appeared intelli- 
gent but did not answer quest 

Encephalogram: left lateral ventricle considerably larger than right. No 
definite displacement of ventricular syst t ventri were not completely 
filled with air (Fig. 5). 

The patient was admitted for the nd time at the ag ten years. Inter- 
val history shows that right-sided convulsive seizures had continued with 
varying frequency in the five ir interval. In addition the patient com- 


plained of “dizzy headaches” above the right eye which were no 
with convulsive attacks. 
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On neurological examination there were the following positive findings: 
muscle strength slightly decreased on the right, no muscular atrophy, deep 
reflexes more active on the right, right facial weakness, distinct dysarthria. 

Encephalogram: there is a marked enlargement of the ventricles as com- 
pared to the previous encephalogram taken five years ago. There has been 
a disproportionate increase in the size of the ventricles compared to the 
growth of the skull. Left lateral ventricle considerably larger than the right. 
The latter is also somewhat larger than normal. Left parietal bone and left 
frontal sinus are larger than those of the opposite side (Fig. 6). 


COM MENT. 


In these nine cases the one point in common besides the roentgeno- 
graphic findings was the presence of convulsions, but there was no 
uniformity in this regard. Of the four traumatic cases two (Cases I 
and II) had generalized convulsions at the time of the injury ; one 
(Case II) had generalized convulsions starting nine years later ; 
two (Cases III and IV) had unilateral convulsions. One patient 
(Case 1) had no convulsion after the first week but periods of con- 
fusion starting 11 years later. Of the encephalitic and vascular 
hemorrhage cases three (Cases V, VI and VII) had generalized 
convulsions at the time of onset ; one (Case IX) had unilateral con- 
vulsions at the start and one (Case VIII) had none. The later 
appearing convulsions were unilateral in four patients (Cases V, 
VI, VIII and IX) and generalized in one (Case VII). 

All the patients showed evidences of weakness with increase of 
weakness on one side of the body which was the side opposite to the 
brain lesion. In none was the hemiplegia complete. Two of the 
children (Cases I and Il) showed hypoplasia of the paralyzed arm 
and leg and one (Case VI) had hemianopsia on the side of the 
motor weakness. 

As did the convulsions and hemiplegia, the roentgenographic and 
encephalographic findings showed marked variations in degree. 
While there was a definite tendency for the amount of cerebral 
hypoplasia to vary with the duration of the condition this was not 
a uniform thing. For instance Case V with a duration of 10 years 
showed slight findings while in Case VIII which had lasted but 
three years the cerebral hypoplasia was marked. 
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gressive phenomenon but it remained for the evidence of Case IX 
to prove that this is true. Comparison of the encephalograms of this 
child at 5 and 10 years of age shows that the process has been 
a progressive one. The left cerebral hemisphere is shown to have 
grown very little in those five years. The left lateral ventricle has 
considerably increased in size and the thickness of the skull and the 
size of the sinuses have increased proportionately. One even gets 
the impression from the pictures that at 10 years there is less brain 
tissue on the left than there was at five years. Of this however one 
can not be sure. 

That these obvious brain changes have something to do with the 
convulsions and other epileptic phenomena there can be little doubt. 
In most of the cases the convulsions were principally on the side of 
the body controlled by the atrophic or hypoplastic brain. In some 
of the patients the limbs of the convulsive side were smaller and 
shorter than the others. One might speculate on the relationship of 
all these findings to the convulsive state, but until more is known of 
the nature of the epileptic manifestations nothing concrete could be 
offered. 


CONCLUSIONS. 


1. Attention is called to a roentgenographic syndrome of hemi- 
lateral cerebral hypoplasia and atrophy with concomitant increase 
of thickness of the skull and enlargement of the head sinuses which 
occurs in certain convulsive states. 

2. Nine cases are described which presented this syndrome. The 
etiological factors were traumatic, inflammatory or vascular. 

3. The nature of the pathological process is discussed from the 
point of view of brain growth. 
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INVOLUNTARY EYE MOVEMENTS AS A CRITERION 
OF DEPTH OF INSULIN COMA. 


By HENRY BRILL, M.D. ann RICHARD F. BINZLEY, M.D., 
Pilgrim State Hospital, Brentwood (Long Island), N. Y. 


For the past year, the authors have been using involuntary eye 
movements as one of the criteria of depth of therapeutic insulin 
coma and have found them a useful adjunct in the management 
of the treatment. The reactions begin early in the course of coma, 
undergo a series of characteristic modifications as shock progresses 
and only disappear when the deepest levels are reached. The steps 
seem to be regular, recognizable, constant in their order, and they 
appear to bear a definite relation to the depth of shock. The pattern 
is similar to that seen under ether and chloroform anzsthesia 
although differing in many details. A review of the literature fails 
to reveal any previous description of the sequence outlined above 
although several of the individual findings have been described. 
Benedek * gives an account of the exophthalmos and staring so 
often seen. He also mentions the presence of nystagmus and ocular 
paralysis in his case reports. Von Angyal ? also describes pendular 
nystagmus as an occasional finding. Others only mention the 
nystagmus and deviation in passing, as for example De Morsier 
and Bersot.* It will be the purpose of this paper further to de- 
scribe the eye findings under insulin and to attempt to show how 
these may be used in the management of therapeutic coma. 

The sequence in a typical case may be described in six stages. 


I. LATENT PERIOD. 


A shock producing dose of insulin is injected at 7.30 a. m. and 
for a period of one to three hours no ocular changes take place. 
The patient may perspire or show somnolence but can speak and 
swallow. 


II. Earty INVOLUNTARY EYE MovEMENTS, NYSTAGMUS ON 
ATTEMPTED FIXATION. 


The earliest characteristic finding is a nystagmus which has a 
fast as well as a slow phase. It is best seen when the patient at- 
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IV. NysTAGMUS ON STIMULATION ONLY. 


The next level is characterized by the fact that eye movements 
niay be elicited although all spontaneous movements and deviations 
have ceased and the eyes remain at rest in or near the mid posi- 
tion. If the head is rolled in such a way as to carry the patient’s 
face quickly from one shoulder to the other a short period of 
pendular nystagmus will follow. This level also corresponds to 
Braunmuhl’s deep coma. Patients are not allowed to reach this 
stage till they have had several comas, and are never left at this 
level for over one hour. 


V. No NysSTAGMUS ON STIMULATION. 


With further increase of depth, the eyes become fixed in mid- 
position and respond very slightly, if at all, to stimulation. At this 
time one finds a maximally contracted, fixed pupil, decreased or 
absent corneal reflexes and decrease in the general muscle tonus. 
With regard to corneal reflexes, the authors agree with Leipmann ° 
that they disappear entirely only when coma has passed beyond the 
limits of safety. The pupils dilate if there is any respiratory 
obstruction or a spasm of excitement. Tendon jerks may be normal 
or decreased and the plantar responses may be absent, normal or 
abnormal. This corresponds to Von Angyal’s stage V.? Patients 
are not left at this stage for over 30 minutes. 


Vl. PARALYTIC RESPIRATORY PHENOMENA. 


If depth increases beyond stage five, an intercostal paralysis 
with respiratory depression sets in and the patient shows gasping, 
shallow irregular respirations and dilating pupils. (Von Angyal’s 
stage VI.) 

If a patient in one of the deeper stages of shock be given in- 
travenous glucose one can observe a rapid but fairly exact re- 
versal of the order of events already described. 

I. Amelioration of respiratory difficulties: this occurs often 
after a few cc.’s of glucose. 

II. Return of nystagmus on stimulation. 

III. Spontaneous pendular nystagmus of increasing speed and 
amplitude of excursion. 
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IV. Marked conjugat the eves, often downward. 

V. Nystagmus on fixat 

VI. Awakening with a 

While the above described uel btai n a typical case, 
it must be emphasized that tl scription hematic, and many 


variations occur. One often s« omission of cert yhases and 


prolongation of others. In rare « | spontaneous eye signs are 
lacking. For this reason t cular reactions must always be con- 
sidered in conjunction with other criteria of cor lepth and do 
not necessarily take precedence when they seem to contradict these 
findings. 

In spite of the above limitatior rvation of the eye move- 
ments affords a type rmation that 1 tinctly useful in 
the management of insul ma. It helps one to recognize the 
earliest stages of cor n negati ncoope , catatonic 
individuals. It provides a rough quantitative measure of depth 
ana serves to warn the physician when a patient needs special 
attention on this account. It is of particular use in following the 
reaction to gavage when treatment is terminated. One finds quite 
regularly an initial but transient deepening of coma. If this deepen- 
ing is marked and fails to disappear within 15 or 20 minutes the 
authors feel that intravenous glucose is indicat Especially in 
the early treatments of a given case evidence of marked increase 
of shock is not unusual and is particularly dangerous as Braun- 
muhl * states. 

In many cases the patient fails to wake completely, although he 
can speak a few words and cooperate to a certain extent. Examina- 


tion of the eyes helps to distinguish between negativism and the 
persistent effects of hype oly< emia Ny tagmu I ocular devia- 
tion are often seen while such individuals are receiving intravenous 


glucose and precede their complete awakenin 


SUMMARY 


Nystagmus and other involuntary eye movements are a con- 
stant feature of insulin shock. During the course of shock these 
reactions undergo a constant and progressive series of changes 
which have a distinct relation to the depth of induced coma, as 
judged by other criteria. One first sees a nystagmus characterized 
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by a slow and a fast component. This is followed by a spontaneous 
pendular nystagmus or by conjugate deviation. Later, all spon- 
taneous eye movements cease but nystagmus can be still elicited by 
stimulation. Finally, a depth is reached where no eye reaction can 
be elicited and this is shortly followed by signs of respiratory 
depression. The course, in general, seems to be one of stimulation 
of eye movements initially, followed by gradual depression. While 
the exact sequence of events is somewhat variable, successive 
observations afford a useful and delicate check on the progress of 
therapeutic coma if they are used in conjunction with other find- 
ings. One can judge with particular accuracy whether a given 
coma is becoming deeper or lighter. 
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ANOMALIES AND DANGERS IN THE METRAZOL 
THERAPY OF SCHIZOPHRENIA.* 


By LAWRENCE E. GEESLIN, M. D., ann HERVEY CLECKLEY, M.D., 


Augusta, Ga. 


Since the original publication by L. von Meduna,’ the convulsive 
therapy of schizophrenia and other psychoses has become extensive, 
and a large body of literature on the subject has been published. 
Results have been promising and sometimes spectacular, but in 
view of the drastic nature of the treatment and the possible com- 
plications it seems desirable that all adverse effects should be 
reported. 

Prolonged apnea necessitating artificial resuscitation has been 
frequently mentioned.** Dislocations of the mandible are well 
known as a common complication of the seizure induced by metra- 
zol.'* Dislocations of the shoulder have been reported,’ °* and 
as occasional accidents, fractures of the humerus,* the femur,* ® 


( 


the scapula,’® and of other bones.’ 

Other complications occasionally mentioned include laryngeal 
spasm with bloody expectoration persisting for hours after the 
seizure,'? avulsion of the tuberosity of the humerus,® temporary 
auricular fibrillation,'? tearing of the masseter muscle,’ loosening 
and breaking of teeth.’ 

Deaths have been reported '*"* but these have been surprisingly 
rare. Five are described in the available literature. Autopsy reports 
one to have shown aortic insufficiency,’* another hypernephroma,’* 
two pulmonary embolism ** and the fifth, fibrosis of the myo- 
cardium and mitral disease." 

Fatalities occurring from excessively severe or prolonged se1- 
zures per se have not been noted in the literature available to the 
writers. In fact the prevalent opinion seems to be that the seizure 
following intravenous metrazol is consistently regular in duration 
and severity. 


* From the Departments of Internal Medicine and Psychiatry, The Uni- 
versity of Georgia School of Medicine, Augusta, Ga. 
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Friedman ?* states that alt gh as many ividual con 
vulsions were noted afte tramuscular inject f camphor 
in oil, “only a single cot n imt itely ensues” after the in- 
travenous administratior t1 l. Reese et al* state that in 
their series of over 600 1 | treat ts no inst of repeated 
convulsions or delayed r rred and tl nclude that 


the induced convulsion is 


The literature leaves one \ t impr that only a single 
seizure is to be expected a nous administrat f metra- 
zol. McAdoo," however, 1 rt t | major s re occurring 
16 to 20 minutes after an int! razol injection which had 
produced only mild cloni 7 nitially. Nightingale ® 
mentions five cases among 44 treat react th delayed 
or repeated seizures. Onc t latent period of 10 minutes 
between the injection and t eizul nother had three suc- 
cessive seizures after rec met | intravenously. 
Three other patients ha 1 irs and 
8 hours after the first induced seizure. No descript tails con- 
cerning the type or durat t lous react ire given. 
Robards *® mentions a delay whicl + hours 


after an injection of met 


Except for these instances re ' ultiple or delayed sei- 
zures were found in the literatu Wester: who has reviewed 
extensively both the terature informed the 
writers on January 15, 1939, that he had not di y reports 
of multiple seizures besides 

In view of the widely ; pted that only o1 izure 
follows the usual administrat ( t and 1 rarity of re- 
ported observations to tl trary it t that 1 present case 
may prove of interest. 

\ 


No. 124472, N. B., white male \dmitted to t University 


Hospital October 17, 1938, \ e | ality changes 
during the previous year. Tw rior t I 1 definitely 
psychotic symptoms, remait g, mur- 
muring to himself as if in 1 llucinations ; t asionally in- 
dulging in sudden, bizarre be \I imple \ is untimely emer- 
gence on the dance floor wl { ted two | > lancers and 
attempted to go on himself wit female member of the t \ complete 
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physical examination, laboratory study and neurological examination showed 
nothing significant. Psychiatric examination presented an athletic body type, 
carelessness in dress, mannerisms, unresponsiveness or irrevelance, a flat- 
tening and inappropriateness of affect, unsystematized delusions and auditory 
hallucinations. During several days of observation the patient often lay for 
long periods with his eyes closed. He sometimes smiled with the typical 
glassy, artificial grin of the schizophrenic. He stated he was receiving mes- 
sages from people in distant cities, and that a man named _P——— was in- 
cessantly working to destroy him. Curious stilted postures were assumed 
and he often held his hand up with three fingers erect or made a circle with 
the forefinger and thumb, winking his eye in a strange deliberate gesture. 
Diagnosis: schizophrenia, catatonic type. 

Metrazol therapy was begun October 19, when 3.7 cc. of Io per cent solu- 


ds after injection, a typical major seizure with 


tion I. \ produced, 30 secol 
tonic and clonic phases. The seizure was more violent than the average in 
our experience and lasted 75 seconds. A large quantity of urine was voided 
just after the seizure; eyes were conjugately deviated upward and to the left 


it the end of the seizure. 
lhe same amount on October 21st failed to produce a major seizure. An 
idditional 1 cx one minute after the first also failed. Twitching of the 


facial muscles and fingers occurred and after the supplemental injection the 
patient raised the trunk to a 30° angle from the bed and held his arms rigidly 
before him in an apparent catat nic posture. 


On October 22, 3.7 cc. with I cc. a minute later again failed to cause the 


seizure. An hour later 4.3 cc. caused a severe seizure lasting between 14 and 
2 minutes; the clonic phase occupied nearly all the time of the seizure, the 
tonic phase lasting less than 15 seconds. At the end of the seizure the eyes 


were again conjugately deviated upward and to the left. Pupils at the end 
of the seizure were contracted. Two minutes later when the patient passed 
into a dazed, active state the pupils were dilated. It was interesting to note 
that when the patient opened and closed his eyes the pupils could be definitely 
observed to dilate to the light stimulation as the lids opened. 

October 24, injection 4.5 cc. failed to cause a seizure. One hour later 5.1 cc. 
produced a typical major seizure lasting slightly over a minute. 

On October 26, 5 cc. were given; after 30 seconds the patient stiffened and 


very deliberately, the head and then the body began to twist towards the 


leit. This rotation was continued until the body completed an entire turn of 
300°. As the body turned the trunk rose from the bed as if the patient were 
attempting to arise while the spasm, simultaneously seizing him, took him on 
through his revolution. The rapidity of the turning motion increased as the 
body progressed. After completing this preliminary movement the head 
twisted slowly to the left and both eyes became fixed in extreme left deviation. 
A few twitches now occurred and the patient passed into rigid tonus, with 
right arm flexed, left arm extended. The mouth opened widely as usual.? The 
patient uttered a hoarse scream which lasted 15 seconds. Since the beginning 
of his torsion movement he had apparently been entirely unconscious. The 
tonic phase from the time the mouth opened lasted 20-25 seconds. Violent 
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clonic motions lasting 40 
became very cyanotic. At 
to the left. 
On October 28, 5.4 cc. v 
and a typical convulsio1 
On October 30, 5.2 cc. f 
given. Twenty seconds lat 
movement, the eyes aga ting left 
the patient entered the 
extreme flexion with cle: 
the trunk, also with fist « 
but less violent than du n 
twisted to the left. Th 
Respiration was regai! 
into coma. The conjunct 
that superficial inspect 
ever, were not present 
and 2 minutes the right 
generally and deliberately 
opisthotonus with extremel 
and cracking sounds were 
body. Respiration ceased 
remained thus, body ar 
a half. Meanwhile a 
Efforts at artificial res] 
thorax which resisted comp! \ 
any clonic motions, the 
instituted as soon as the 
would have occurred spont 
After this rather alart 
patient having shown 
then produced by the insul 
that with these he also assun 


interrupted each time becauss severe 
No improvement resulted 
physical condition, apparent! 
therapy. 
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The patient presented her« 
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young male. His reactions could not the 
to an inherent convulsive tendency 
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metrazol. This was viewed by the writers with some alarm par- 
ticularly because of its striking similarity to reactions seen in ani- 
mals which were given lethal doses of metrazol.** A series of mice 
given metrazol subcutaneously, after varying numbers of seizures 
roughly similar to the typical seizures observed in patients, on 
receiving what proved a lethal amount of metrazol, almost invari- 
ably passed, after the usual seizure, into extreme and progressive 
hypertonus which persisted until death. The rigidity, in fact, per- 
sisted after death, the corpses remaining erect, hard as if frozen, 
their tails pointing aloft like flagpoles. 

Published observations*® of successive seizures with the similar 
drug triazol, which often causes a series of convulsions, might be 
taken to indicate that little danger lies in such reactions as the 
one reported here. Walk and Mayer-Gross *° conclude that with 
triazol, despite repeated seizures, status epilepticus does not occur 
and suggest the possible therapeutic advantages of their induction. 
Since the elimination of triazol is much slower than that of metra- 
zol *® it is perhaps logical to expect more than one seizure and to 
interpret such reactions as being induced by the natural action of 
the drug. With metrazol, however, such an explanation is less 
reassuring. Because of the known rapidity with which its con- 
vulsive effects vanish * 7» '* one cannot but suspect that, in case 
of metrazol, persistent or repeated convulsive manifestations may 
be due to some serious disorder induced in the organism by the 
drug which still threatens after the effects of the drug itself, have 
passed. Hence we cannot feel that the reported practice * of re- 
peating the injection after five minutes when a seizure does not 
occur is altogether a safe procedure. 

Another interesting reaction in this patient was the tonic twisting 
movement, possibly similar to torsion movements described in 
insulin shock and sometimes ascribed to disorders of the extra- 
pyramidal system,*® but which in this patient completed a circuit. 

This patient during insulin treatment had extremely severe sei- 
zures. It was in fact not possible to produce coma without obtaining 
seizures of such severity that treatment had to be interrupted. 
This further suggests that the patient’s margin from seizure to 
death might naturally be very narrow rather than that these re- 
actions be assumed outright as a complication of the specific drug 
metrazol. An assumption that this patient’s second seizure with 
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cerning the possibility of such dangers have already been sounded.** 


lhe practice of repeating the metrazol injection within a few 


minutes, though apparently safe in most cases, is not recommended. 


18 
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METRAZOL SHOCK TREATMENT. 
PHARMACOLOGICAL AND BIOCHEMICAL STUDIES.* 
By FREDRICK C. REDLICH, M.D., INDEPENDENCE, IowA. 


The study of induced convulsions, both clinically and path- 
ologically, has been made possible for the first time by metrazol 
shock therapy of psychotic patients. Comparison of the metrazol 
convulsion with the true epileptic attack raises many questions, 
the answers to which are important in that they will enable us to 
have a better understanding of the therapeutic effect of metrazol 
on the schizophrenic process and they may make it necessary to 
revise the biologic concept of epilepsy. 

The object of the present investigation was to study the mechan- 
ism and localization of metrazol convulsions in man and to deter- 
mine if metrazol convulsive therapy, as originally outlined, could 
be modified to obtain even better results. The following data were 
obtained from 15 patients and were collected before, during and 
after the convulsion. 

There is little information in the literature on metrazol convul- 
sive therapy as to its effect on various metabolic processes. Georgi * 
observed a consistent variation in the serum dextrose, serum calcium 
and potassium levels during convulsions. Sorger and Hofmann ? 
made similar observations on the blood dextrose level, and von 
Meduna * studied the changes in the level of urinary chloride and 
phosphate before and after the attack. Speaking before the Asso- 
ciation of Norwegian Psychiatrists, Jahn gave additional data on 
the metabolism of Na, K, Ca, P, Cl ions, urea and blood dextrose ; 
he assumed that these changes were due to an increase in the se- 
cretion of adrenalin. A pharmacologic study of the effect of 
metrazol in convulsive doses in man has not yet been reported, 
although the effect of such doses in animals is voluminous. The 
literature on this subject was recently surveyed by Hildebrandt.* 
Schoen * made the original studies on the effect of metrazol on 
the brain and its antagonism to barbituric acid compounds. He 


*From the Independence State Hospital, Independence, Iowa. 
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assumed that metrazol convulsions had their origin in the mid- 
brain because convulsions were produced in decorticized rabbits. 
Later, similar investigations were reported by Tartler,® Mehl,’ 
Blume,® Kohn and Jacobi® and other [he latter investigators 
found a greater antago! between metrazol and chloral hvdrate 
or paraldehyde than the barbiturate hey believe that metrazol 
is an excitant of the brain stem. Similar results were reported by 
Kokoschka who agreed with Kohn a1 icobi ® that such observa- 
tions confirm the Pick-Molitor theory in which hypnotics are 
divided into two groups ne type exerts its main action on the 
brain stem (barbituric acid compounds, et ind the other on the 
cortex (alcohol, aldehydes, etc.). This theory has also been cor- 
roborated by the experi ts of | pel and Feitelberg *? who 
studied the antagonistic action of metrazol to phenobarbital by 
the electrothermic deter: tion of the site « 
XI LIMENTS 

In order to eliminate any possible antagonism between the ions 
which occur normally in the blood serum, the serum Ca, K, Na and 
Cl, as well as serum dextrose, were determined before, during and 
after the convulsion. In addition, the blood sedimentation rate 
was determined to help throw light on possible changes in the 


plasma proteins. 


strychnine, 


The pharmacodynami 
ephedrine, pituitrin and thyroxin on the one hand and phenobarbital, 
sodium barbital, paraldehyde, the bromides and scopolamine on 
the other hand was also studied during metrazol convulsions in 
both man and animals 

The blood for the tests in Table I was withdrawn from the cubital 
vein immediately before and directly after the cessation of the clonic 
spasm while the patient was still in deep coma. An alteration in 
Ca and K values was not observed, but serum sodium chloride was 
diminished in the post-paroxysmal p! 
It was not possible to determine any definite change in the serum 


the patients. 


dextrose level from two blood samples ; in order to obtain a more 
accurate picture of changes in blood dextrose, four samples were 
taken: during the convulsion, during the tonic phase, during the 
clonic phase, and during the relaxation period after the convulsion. 
These results are presented in Graph 1 
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TABLE I. 
SERUM CONTENT oF Ca, K, NaCl, ANp DExTROSE IN MG./100 GM. 
BEFORE AND AFTER METRAZOL CONVULSIONS. 
Ca K. NaCl. Blood sugar. 
Before After Before After Before After Before After 
metr metra metra- metra- metra- metra- metra- metra- 
zol. zol zol zol. zol. zol. zol. zol. 
10.4 10.7 807 780 
Sense 9.4 10.5 21.6 21.8 778 690 
14.0 14.0 25.3 25.8 655 631 
11.6 11.8 23.7 24.2 678 754 107 104 
10.0 10.0 20.0 20.5 679 714 5 
11.6 11.8 23.7 24.2 95 88 
II.0 13.0 18.8 19.7 702 748 114 
10.0 II.0 23.8 24.0 672 748 5 102 
9.5 11.6 21.4 21.8 708 667 04 103 
18.8 19.0 742 703 
ve ee 9.0 12.0 19.0 18.6 703 748 
9.9 9.8 16.1 16.0 707 690 
II.1 II.0 19.7 21.0 737 713 
| 
4 
| 
| A 
tee —— — | = 
| 
1 2 3 4 
Se RIN HE RING THE PERIOD OF 
N 4A NIC PHASE RELAXATION 
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In eight patients, the blood sedimentation time, as determined 
by the Westergren Method, was slower. These results are given 
in Table II. 

Metrazol was given intravenously except in a few cases. In the 
latter instances, intramuscular injection did not produce a convul- 
sion even when a very large dose was used, but did cause a state 
of excitement which obviously blocked any therapeutic benefit. 
Injection into the jugular and femoral veins always produced a 
convulsion. According to von Meduna, metrazol should be injected 
rapidly at an optimum speed of 1 cc. per second. More rapid in- 


TABLE I] 
BLoop SEDIMENTATION RATE IN METRAZOL CONVULSIONS. 
(Westergren’s method—results given in mm. after one hour.) 
Bef After the 
Patient. nvuleion 
2 
10 
5 10 
14 g 
11 


17 


ler doses cannot 
be used when injections are made more rapidly ; there is also danger 
of injuring the vein. Metrazol 0.3 gm. was the smallest dose which 
caused a convulsion; the lar 


jection is not required to produce seizure and sma 


gest amount required was 2.5 gm. 
There was no difference in the seizure produced by the minimum 
or maximum doses. In general a course of metrazol treatment was 
started with 0.5 gm., which was usually sufficient to cause a seizure. 
If this dose did not produce a convulsion, it was increased by 0.1 
to 0.2 gm., repeated in about 30 seconds. If necessary, a third dose, 
increased by the same amount was administered. It is desirable to 
avoid so-called psychic equivalents, furor or cloudy states. As the 
course of treatment pri yressed, it was necessary to increase the 
initial dose anywhere from 30 to 100 per cent. No sensitization to 
metrazol was observed. Ordinarily there was a latent period of 2 
to 45 seconds between the injection and the beginning of the 


convulsion ; the seizure lasted from 20 to 70 seconds, the tonic 
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phase taking up about one-third and the clonic phase two-thirds 
of the total time. The size of the dose and the speed of the injec- 
tion apparently had no influence on the length of the latent period 
or the duration of the convulsion. 

The idea for modifying the metrazol technique originated in 
the observation that it was necessary to give larger doses to pro- 
duce convulsions in patients to whom barbituric acid compounds 
had been administered. In some of these patients, very large doses 
of metrazol did not produce convulsions. Similar observations 
have also been made in animal experiments. The effect of various 
medicaments on the sensitivity of patients to metrazol is summa- 
rized in Table IIT. 

In combined insulin and metrazol treatment, the convulsive dose 
of metrazol was reduced 20 to 35 per cent when metrazol was 
given during the period of hypoglycemia. 

In addition to these observations on the variation of human 
subjects to convulsive doses of metrazol when given in conjunc- 
tion with other drugs, similar experiments were made on animals. 
For most of these experiments white rats were used, but in a 
few cases rabbits were used. Moderately sized rats with moderate 
convulsive reactivity were chosen. The minimal convulsive dose of 
metrazol was found to be between 4 and 7.5 mg./100 gm. rat 
weight. Lethal doses were over 8 mg./1oo gm. Adrenalin in 
doses of 0.0001 gm. did not increase the sensitivity of the animal 
to metrazol. This was also the case with pituitrin when given in 
doses of 0.025 Voegtlin. The dose of metrazol required to produce 
a convulsion after strychnine nitrate 0.05 mg./gm. was reduced 
over 25 per cent. After caffeine sodio-benzoate 0.005 mg./gm., 
the minimal convulsive dose of metrazol was reduced to 30 per 
cent of that previously determined. After phenobarbital 0.1 to 0.2 
mg./gm., the minimal convulsive dose of metrazol was doubled. 
The inhibitory action of rutonal was even more pronounced ; ex- 
periments with this compound will be continued by Pisk and Red- 
lich. The inhibitory action of paraldehyde was weaker than that 
of the barbituric acid compounds. 

The effect of thyroxin on the convulsive dose of metrazol has 
been summarized in Table IV. 

After the minimal convulsive dose of metrazol had been estab- 
lished, thyroxin 0.3 mg. per day was administered for five days 
and the minimal convulsive dose was again determined. 
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TABLE IV. 


EFFECT OF PRELIMINARY TREATMENT WITH THYROXIN ON MINIMAL 


CoNnvuLsIvE DosE or METRAZOL IN THE RAT. 


Minimal convulsive dose M. C. D. after preliminary 
Rat (M. C. D.) of metrazol. treatment with thyroxin. 
5 mg./1oo gm.—few twitches 3 mg./100 gm.—convulsions 
after 8 minutes 
2C...... 8 mg./100 gm.—few twitches 5 mg./100 gm.—twitches 
after 15 minutes 
9 mg./100 gm.—few twitches 4 mg./100 gm.—twitches 
after 10 minutes 
convulsions 
after 15 minutes 
7 mg./100 gm.—few twitches 4 mg./100 gm.—twitches 


after 7 minutes 
convulsions 
after 15 minutes 
3.5 mg./100 gm.—few twitches 3 mg./100 gm.—twitches 


n 
C) 


after 10 minutes 
convulsions 
after 15 minutes 
DISCUSSION. 

The present series of experiments corroborates the investiga- 
tions reported by Hildebrandt ‘* and his co-workers; those of 
Schoen,® Mehl,’? Tartler,° Kohn and Jacobi,® etc.; and several re- 
ports from the Viennese school. The inhibitory action of sodium 
phenobarbital, sodium barbital and rutonal was found to be stronger 
than that of paraldehyde or chloral hydrate in animals and a similar 
antagonistic effect was observed during metrazol convulsions in 
man. Phenobarbital, sodium barbital and scopolamine increased 
the tolerance of patients to metrazol to the greatest extent, chloral 
hydrate and paraldehyde to a lesser extent, and the bromides had 
no inhibitory effect on the convulsion. 

From this work, as well as that by Lampel and Feitelberg,™ 
it can be concluded that metrazol acts om the centers of the brain 
stem. The antagonism which exists between the so-called “brain 
stem hypnotics” and metrazol increases the evidence tending to 
prove the validity of the Pick-Molitor theory. A similar antagonis- 
tic action was observed in man. It seems strange that the bromides 
which are of value in epilepsy do not exert any antagonistic effect 
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to metrazol. Apparently the bromides do not prevent epileptic 
attacks by the same mechanism as the paralyzing hypnotics, but act 
in some complex manner on the metabolic processes, lessening 
the irritability of the epileptic. 

The fact that the convulsive dose of metrazol is reduced during 
insulin shock tends to show that unconsciousness does not neces- 
sarily mean a lowered sensitivity of the nerve centers, similar to 
that in sleep and in coma induced by hypnotics. Further investiga- 
tions in this field may give us more information on the physiology 
and etiology of consciousness. 

Analysis of the results obtained by using stimulating drugs in 
conjunction with metrazol shows that the sensitivity is increased 
by carbon dioxide, ephedrine and, to some extent, by adrenalin. 
The central irritating effect of ephedrine was especially marked. 
When ephedrine was injected at the same time as metrazol, 30 to 40 
per cent less metrazol was required to produce a convulsion. 
Although excitant drugs, such as strychnine and caffeine lessened 
the minimal convulsive dose of metrazol in animals, they had very 
little effect on the sensitivity of man to such doses. Theophylline, 
which increases the permeability of the meninges, had no effect 
on the convulsive dose. Pituitrin also had no effect on the excita- 
bility but thyroxin increased it. 

The use of carbon dioxide to interrupt catatonic stupor was 
first recommended by Loevenhart, Lorenz and Waters.'® Carbon 
dioxide increased sensitivity more than any of the other drugs used 
in this series and its use in conjunction with metrazol markedly 
reduced the size of the convulsive dose. In some cases when 


metrazol alone did not produce a convulsion, a seizure was induced 


by injecting metrazol after the inhalation of carbon dioxide. When 


1 


metrazol was given hypodermically during light carbon dioxide 
asphyxia no change in the blood pressure and respiratory rate was 
observed, showing that this combination apparently did not change 
the sensitivity of the nerve centers (Raab and Redlich **). In con- 
trast to this finding, the administration of carbon dioxide during a 
metrazol convulsion resulted in an increase of the sensitivity of 
the nerve centers. This may be due to the different methods by 
which metrazol is administered, i. ¢., small doses subcutaneously 


and large doses injected rapidly intravenously. 
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Technical difficulties prevented the author from determining the 
serum albumin fraction and limited this investigation to the deter- 
mination of the blood sedimentation rate immediately before and 
after convulsions. The blood sedimentation rate is, cum grano 
salis, more rapid when there is a relative increase in the globulin 
fraction, slower when the albumin fraction is increased and may 
thus be used to help estimate this ratio when other factors are 
constant. In all patients the blood sedimentation rate was slower, 
so it was assumed that this retarded rate may correspond to an 
increase in the albumin fraction. Fried and later Fried and Frisch * 
observed an increase of serum albumin during periods of frequent 
attacks and considered that this change in the protein picture was 
an important factor in the pathologic physiology of epilepsy, and 
that it is responsible for the periodicity of attacks. However, the 
present study indicates that the attacks seem to be the cause for, 
rather than the result of, such a change. The other metabolic 
changes observed during metrazol convulsions are irrelevant. The 
antagonism between the calcium and potassium ions as reported 
by Georgi* was not observed. The slight increase in the level of 
serum sodium chloride corresponds to the decrease of urinary 
sodium chloride as observed by von Meduna.* The blood dextrose 
levels as observed corroborate the findings of Georgi’? and Sorger 
and Hofmann.? Whether or not the changes in the level of serum 
dextrose are the result of an increase in the output of adrenalin 
during the tonic or clonic phase as Jahn assumed is still hypotheti- 
cal. Studies on these factors which have been started by E. B. 
Tietz may prove whether or not the interesting hypothesis of 
Jahn is correct. 

The bromides or paraldehyde are preferable to hyoscine or bar- 
bituric acid compounds for patients who become restless or violent 
following metrazol. From this experimental work it can be con- 
cluded that the minimal convulsive dose of metrazol can be de- 
creased by the use of carbon dioxide or ephedrine in patients 
refractory to metrazol alone. Neither a high alkali ash diet nor 
variation of water intake changed the sensitivity of the patient to 
metrazol. The general stimulating effect of metrazol is not due 
to primary irritation of vasomotor fibers but to a direct action on 
the nerve substance. Its main site of action is the brain stem 
(Schoen,® Lampel and Feitelberg,“ and others). The similar re- 
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corroborate the Pick-Molitor theory of the action of hypnotics. 
The dose of metrazol required to produce a convulsion during in- 
sulin hypoglycemic shock is much smaller which tends to show 
that unconsciousness in insulin shock is pharmacologically and 
neurologically different from the coma induced by hypnotics and 
narcotics. 

In the human subject the results obtained were similar to those 
found in animal experiments. Previous administration of thyroxin 
to rats caused a decrease in the minimal convulsive dose of 
metrazol. 

Metrazol convulsions in man are produced by an intense stimula- 
tion of the vegetative and motor centers of the brain stem. 
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NEW YORK WIPES OUT LUNACY COMMISSIONS. 


By STATE SENATOR THOMAS C. DESMOND, 
Chairman, New York State Senate Committee on Affairs of Cities. 


A decisive victory this year ended the long struggle in New York 
State to abolish lunacy commissions and to transfer their functions 
to psychiatrists in public hospitals. 

A new law, which I sponsored at the 1939 legislative session 
(1) eliminates lunacy commissions; (2) substitutes examinations 
by psychiatrists in public hospitals; (3) restricts psychiatrists’ 
examination to determination of defendant’s sanity at time of trial ; 
and (4) restates completely and makes flexible the provisions re- 
garding sanity examination procedure in minor courts. 


ABOLISHES LUNACY COMMISSIONS. 


The most significant contribution of this new statute, which be- 
comes effective September 1, 1939, to the determination of sanity 
is that it abolishes lunacy commissions. 

Shocking scandals, principally in New York City, have been 
associated with lunacy commissions. Psychiatrists are well aware 
of the notorious political abuses, the unnecessary waste of tax- 
payers’ money, and the unreliable sanity examinations which oc- 
curred under the lunacy commission system. 

Under this system, the courts were authorized to appoint a three- 
member advisory committee consisting of at least one qualified 
psychiatrist and one lawyer. The third appointee was usually a 
layman. 

Defying public opinion, judges appointed their relatives, politi- 
cal district leaders and followers to lucrative positions on these 
commissions. Appointments to lunacy commissions were party 
patronage. 

Extravagance was another evil connected with lunacy commis- 
sions. Judges went out of their way to order examinations. From 
1930 to 1938, inclusive, New York City spent $1,734,899 on 7031 
lunacy commission appointments, as shown by Table I. 
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is required to cause an examination to be made by two qualified 
psychiatrists, designated from the staff of the division. The di- 
rector may be one of these psychiatrists. 

Outside of New York City, because staff psychiatrists are not 
available in many parts of the state, the procedure is slightly 
different. Upstate, the superintendent of a hospital supported 
by the state or a political subdivision thereof, having a psychiatric 
service certified by the state commissioner of mental hygiene as 
having adequate facilities, is required to have the examination 
made. The superintendent must select from the hospital staff two 
qualified psychiatrists, of whom he may be one, to make the exami- 
nation. If such qualified staff psychiatrists are not available, the 
superintendent is authorized to designate any qualified psychia- 
trists in the state. 

Examinations may be made either in the jail or hospital. Psy- 
chiatrists are given the power of subpoena and are authorized to 
examine witnesses and receive such other information as may aid 
them in reaching a determination. Psychiatrists designated are 
required to take the oath prescribed for referees. 

As a compromise with lawyers both within and without the 
legislature, the new law provides that in New York City the 
psychiatrists “shall be aided by an assistant corporation assigned 
for that purpose by the corporation counsel of such city.” The 
assistant corporation counsel will not pass on the sanity of a 
defendant. He will provide such legal advice to the psychiatrists 
as they may require.. This will entail merely an extension of the 
work now performed by the New York City corporation counsel 
with regard to questions of sanity in non-criminal cases. 

Upon completing the examination, the hospital superintendent, 
or, in New York City, the director of the division of psychiatry, 
must give the court a full and complete report including the find- 
ings of the qualified psychiatrists who have conducted the examina- 
tion to the effect that the defendant is or is not, at the time ex- 
amination is made, in such a mental state as to be incapable of 
understanding the proceedings or of making his defense. The re- 
port must include a recommendation as to the appropriate insti- 
tution to which the defendant should be sent, if committed. 

If the psychiatrists find the defendant able to understand the 
proceedings, and the court concurs, the action against the defendant 
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PROVIDES FOR DETERMINATION OF SANITY ONLY AT TIME 
OF TRIAL. 


The Desmond law purposely deals only with the medical ques- 
tion as to whether or not the defendant is able to stand trial. 
It does not require the psychiatrist to determine the mental con- 
dition of a defendant at time of commission of the crime. 

No attempt is made in this new law to restate or redefine the 
legal concept of the mental responsibility of a defendant at the time 
the crime was committed, nor is any attempt made in this law 
to reconcile conflicting views of the legal and medical profes- 
sions as to what constitutes “insanity.” 

The new law carries out my belief that the question of a de- 
fendant’s ability to stand trial is a medical question which can 
properly be decided by psychiatrists, but that the question of a 
defendant’s responsibility for the crime which he committed is a 
legal question which must be decided by the jury on the basis of 
testimony and cross-examination of witnesses. 

The famous McNaughten rule, laid down in England in 1843 
by leading judicial authorities, correctly set forth the considera- 
tions involved in this question when it stated that “‘a medical man 
under the circumstances supposed cannot in strictness be asked 
his opinion on this point because each of those questions involves 
the determination of the truth of the facts deposed to, which is 
for the jury to decide, and the questions are not questions upon a 
mere matter of science, in which case such evidence is admissible.” 

Psychiatrists should welcome the fact that they will be re- 
stricted in their determination only to the question of the ability 
of a defendant to understand the proceedings and make his defense. 
This will not only reduce and simplify their work, but also tend 


to give their findings greater acceptance by the general public. 


RESTATES AND MAKES FLEXIBLE PROCEDURE IN MINOR CouRTs. 


The new statute completely restates and makes flexible pro- 
visions regarding sanity examinations in the minor courts. 

If a defendant is charged with an offense which is not a crime 
(generally some form of disorderly conduct) and the qualified 
psychiatrists who have examined him report that though he is in 
such a state of idiocy, imbecility or insanity as to be incapable 
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of understanding the charg against him or of making his defense, 
they deem his discharge “not dangerous to the public peace and 
safety,” the court may in its discretion suspend proceedings and 
release the defendant on bail or parole him on such terms as in 
either case, will provide for periodic receipt of information by 
the court as to the mental condition of the defendant 

When it appears to the court that the defendant is no longer in 


such mental state as to be incapable of understanding the charge 
against him or of making his defense, it must have the defendant 
brought into custody and proceedings against him must be resumed. 

Should the psychiatrists, in cases of offenses which are not 
crimes, report that the defendant is incapable of understanding 
the charge against him or of making his defense and that they be- 
lieve his discharge dangerous to public peace and safety, the court, 
instead of committing him to a state hospital for the insane, may 
direct that proceeding be taken to have him committed to a state 
hospital or a state school under jurisdiction of the department of 
mental hygiene where he shall remain until he can understand the 


proceedings. 


Of tremendous assistance in the difficult campaign of serving 
adoption of this reform measure were the New York Psychiatric 
Society ; New York Neurological Society; New York State men- 
tal hygiene commissioner, Dr. William J. Tiffany; and his pred- 
ecessor in that office, Dr. Frederic W. Parsons; Mr. Lawrence 
Veiller, president of the Citizens’ Crime Commission of New York 
State; Miss Elsie M. Bond, assistant secretary of the State Chari- 
ties’ Aid Association, and newspapers throughout the state. 

The social aim of this type of legislation is to assure a scien- 
tifically accurate examination of sanity in the most expeditious 
manner at the least cost to the taxpayer. The new statute attempts 
to meet this standard in every respect. 

Although it does not solve numerous complex problems relating 
to psychiatry and criminal law, the new Desmond law does mark a 
tremendous step forward. To the public, the new statute is im- 
portant because it smashes the lunacy commission “racket,” re- 
moving a huge source of political patronage, and cutting the cost 


\ 


July 


nse, 
and 
and 
s in 
1 by 


arge 
dant 
med. 

not 
ding 
be- 
ourt, 
may 
state 
it of 
1 the 


rving 
atric 
men- 
pred- 
rence 
York 


hari- 


cien- 
tious 
mpts 


ating 
ark a 
5; im- 


re- 
» cost 


1939] THOMAS C. DESMOND 211 


of sanity examinations. To the accused, the new law assures a 
scientific procedure for it turns over to psychiatrists the medical 
problem of determining sanity at time of trial. To the psychia- 
trist, it means an opportunity to determine the sanity of defendants 
unhampered by political appointees, lawyers and laymen—an oppor- 
tunity to serve the public more efficiently and more effectively. 
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PSYCHIATRIC NURSING EDUCATION. 


RECOMMENDED STANDARDS AND CURRICULA FOR UNDERGRADUATE 
GENERAL NURSING CouRSES IN PSYCHIATRIC HOSPITALS, 
AFFILIATE AND Post-GRADUATE CoURSES IN PsyCHI- 
ATRIC NURSING. 


The Committee on Psychiatric Nursing has prepared outlines 
of standards and curricula for courses in psychiatric nursing, which 
have been approved by Council. 

The standards and curriculum for the undergraduate general 
nursing course represent the first major revision since standards 
were set by The American Psychiatric Association in 1923. The 
National League of Nursing Education has co-operated in the 
preparation of these outlines as well as for the affiliate and post- 
graduate outlines. 

Council has authorized the issuance of certificates of approval 
to courses which equal or exceed the standards recommended in 
these outlines. Applications for certificates of approval should be 
sent to the office of The American Psychiatric Association, 2 East 
103rd Street, New York City, accompanied by a detailed descrip- 
tion of the courses offered or proposed to be offered, including a 
list of personnel and facilities. Printed copies of these outlines are 
available on request. 


THE FOLLOWING IS A SUGGESTED CURRICULUM FOR UN- 
DERGRADUATE NURSES AFFILIATING WITH A MENTAL 
HOSPITAL FOR SPECIAL TRAINING IN PSYCHIATRY AND 
PSYCHIATRIC NURSING. 


It is assumed that the student is enrolled in a registered school of nursing 
and that the time of affiliation shall be not sooner than the end of the 
student’s first year and preferably some time during the third year, as 
experience has shown that a familiarity with medical terminology and 
technique is a necessary preliminary. It is also assumed that the student 
has some slight familiarity with psychological terms and psychological 
concepts. 

In the curriculum as outlined below, it should be understood that the 
suggestions made allow for a certain degree of elasticity and modification. 
There are certain topics which should be regarded in the nature of essentials 
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and they will be so nominated. Others are to be regarde 
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11. Approval of Courses by American Psychiatric Association. 

The American Psychiatric Association, through its Committee on 
Psychiatric Nursing, is prepared to issue certificates of approval for 
affiliate courses which comply with or exceed the suggested mini- 
mum standards here outlined. Any school of nursing desiring such 
certificate should prepare an outline of courses offered and send 
it to the Executive Assistant, American Psychiatric Association, 
2 East 103rd Street, New York City. 


CONTENT OF COURSE. 
PsyCHIATRY—Essential. 


(a) Didactic lectures—z2o hours. 

(b) Clinical demonstrations—Essential—1z2 to 16. 

(c) Medical staff conferences—Essential—6. 

(d) Child psychiatry—Highly desirable— 4 hours. 

(e) Psychology and mental hygiene—15 to 20 hours (if not previously 
taught in home school). 


{ 


(f{) Anatomy of the nervous system—Essential—1o hours. 
Psycu1atric Nurstnc—Essential—2o0 hours. 


The course to be developed along the lines of the following general 
headings : 


(1) The functions of a mental hospital. 

(2) General considerations. 

(3) The care of special types of patients. 

(4) Nursing care in special therapies; e. g., insulin, metrazol, prolonged 
narcosis and tryparsamide. 

(5) Psychotherapy—3 to 6 hours—Essential. 

(6) Special facilities of the hospital. 
The following are considered highly desirable experiences for 

affiliate nurses to have, but are not all absolutely essential : 


(a) Mental hygiene clinics and community relations. Where these 
exist in connection with the hospital service, they should be 
utilized for training purposes. 

(b) Occupational, industrial and recreational therapy. When pos- 
sible the student should spend two weeks in these departments, 
actually working with patients under the guidance of the 
departmental staff. Lectures—4-6 hours. 

(c) Hydrotherapy—6 hours. 

Classroom talks about the use of water and practical demon- 
strations of continuous baths, packs, local applications, 
sprays and colonic irrigation. 

(d) Physiotherapy— 4 hours. 

Ultraviolet and infra-red rays, massages, sinusoidal current, 
diathermy, hyperthermic cabinets, etc. 
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SUGGESTED STANDARDS | 
ING POST-GRADUATI 
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3. Education Committee. 

To be responsible for content and conduct of course. To consist of 
the superintendent or a senior member of the medical staff designated 
by him, the director of nursing service, the director of education or 
instructor, and heads of other departments which contribute directly 
to the course. 

4. School. 

May be located in a public or private psychiatric hospital, a general 
hospital with a special psychiatric division, or a college or university 
affliated with a hospital which provides adequate psychiatric 
facilities. 

5. Faculty. 

Instructors to be adequately trained and specialists in their respective 
fields. All nursing instructors to be registered nurses and well 
qualified for teaching or administration. 

6. Clinical Facilities. 

Experience to be available in all departments, special therapies and 
wards carefully selected for their teaching facilities. All such wards 
to be in charge of registered nurses with special teaching ability. 


7. Library. 
A well-stocked library is essential with a varied list of psychiatric 
and nursing journals. 
8. Student Health. 


Physical examination, including chest X-ray, at beginning and ending 
of course. Usual protective inoculations where indicated. Psycho- 
logical examination as part of general health examination. Staff 
physician to be designated for care of student health. Hours of 
duty should be such that the health needs of the nurse have proper 
consideration. 

9. Living Quarters. 

A section of nurses: home if available. If satisfactory quarters are not 
available, students should find their accommodation outside the 
hospital. 

10. Record System. 

Complete records as customary in other nursing schools, including 
health records. 

11. Certificate or Diploma. 

On satisfactory completion of course, a certificate or diploma to be 
to be issued by the hospital or school giving the course. 


Course No. I—DEFERRED AFFILIATE COURSE. 
(Essentially the same as the basic psychiatric training in the undergraduate 
course as outlined for the psychiatric affiliation.) 
This is designed for graduate registered nurses whose basic training did 
not include theoretical and practical experience in psychiatric nursing. It is 
therefore offered to supply minimum training in this field and as a com- 
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pletion of basic undergraduate training he irse taking this course 

should be qualified to undertake the nursing care of a ly sick person 

or to fill a general duty position on the wards of a psychiatric hospital 

1. Time Allotment—12 t 

2. Content of Course: 
Peyematry ...... 15 to 20 hours 
Mental hygiene and psychology 10 to 15 hours 
Clinical demonstrations 12 to 16 hours 
Medical staff conferenc 4to 6 hours 
Child psychiatry 4 hours 
Neurology ....... 5 to 10 hours 
Psychiatric nursing 20 to 30 hours 
Special therapies (hyd: ccupational, ysio, ps 

15 to 20 hours 


Case studies—2 or 3 
3. Division of Services 


Admission wards 2 to 3 weeks 

Acute wards ... 2to 3 weeks 

Infirmary wards . 2to 3 weeks 

Convalescent ward 2to 3 weeks 

Continued-treatment wards 2 to 3 weeks 

Special therapies . 2 to 3 weeks 
Course No. 2—STANDARD Post-GRADUATE CoURs! 


This course to be not less than six months’ duration. It will include all the 


curriculum in Course No. 1 (Deferred Affiliate Course) and in addition 
will offer instruction in certain advanced phases of psychiatry and related 
subjects to qualify the nurse for senior positions in psychiatric hospital 
piactice or for greater efficiency in private duty 


Length of Course—6 months or longer (but less than 12 months). 
5 to Io hours per week—lectures, classes, conferences 
6 to 8 hours per week—study and preparation 
30 to 40 hours per week—clinical experiences (including 
teaching and study). 


incidental 


Teaching Methods: 

The group should be small enough to permit much of the teaching on an 
individual basis. Emphasis should be placed on student participation 
and conferences. Project and case study methods should 
much as possible. The correlation of the clinical 


be used as 
experience with all 
other forms of instruction cannot be too strongly emphasized. Practice 
assignments should be planned throughout, 
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Division of Services. 
Content : 


Visits to other hospitals and social agencies............. I to 2 weeks 


Occupational therapy department, including physiotherapy 4 to 6 weeks 


Outline of Subjects. 


Special anatomy and physiology (nervous system, endo- 


Psychology (personality structure) ..........ccscccsees 15 to 20 hours 
Psychiatric nursing and hydrotherapy................. 30 to 40 hours 
Mental hygiene (including parent education and child 

6 to 8 hours 
Public health nursing (psychiatric)................... 8 to 12 hours 


Course No. 3—ApvANCED Post-GRADUATE COURSE. 


This course to be not less than twelve months’ duration, and may be longer. 
The first six months should cover the curriculum of the Standard Post- 
Graduate Course (Course No. 2). The remainder of the period will offer 
experience and instruction in the psychiatric aspects of public health 
nursing, administration, teaching and higher executive duties, and neuro- 
psychiatric nursing of children. It should be thought of as supplemental to 
special courses in these subjects and for the special training of the nurse 
who plans a definite career in the psychiatric field. 


Length of Course: Not less than 12 months. The first 6 months should 
cover the work of Course No. 2 (Standard Post-Graduate Course). The 
second 6 months to be still further advanced work as follows: 


Division of Services. 
Three months: 
Convalescent or SETVICR. 4 weeks 
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Advanced psychiatry a I 10 hours 
Advanced psychiatt 10 hours 


Seminars ...... 10 hours 


Staff conferences 20 hours 
Lectures by visiting s rs 6 hours 


Final Three Months: (Th: pt t ted ed, more than 
one may be taken, thus furt by an additional 
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three or six months 
(a) Public Hea 
During this tit tudent s t mental hygiene in 
public health { inder suj t is impossible to outline 
definitely this part of the prograt it will be conditioned by 
the resou 
(b) Institutiona 
The student ( e or tw t hospital services; 
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supervisor and ni the direct: ft nursing personnel 
and general nistrat of the ward. There should also be 
included, a e, of from ten to fift isses in the prin- 
iples of supervision 1 method 1 administration. 
(These cout ure not to be underst s being sufficient 
in themsely to provide adequate preparation for public 
or institut | supervisory positions. For nurses in group (a), 
the regular public healt! urse sl 1 come first. Similarly, 
(b) is not i v substitute for the full post-graduate 
course in tea r administrati 
(c) Neure psye h 
Special tra the psychiatry of cl 1 and practical 
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MINIMUM REQUIREMENTS FOR UNDERGRADUATE SCHOOLS 
OF NURSING IN MENTAL HOSPITALS 


A school of nursing in a mental hospital to be accredited by The American 
Psychiatric Association should gi 2 sound basic preparation in nursing and 
meet the requirements set up by tl 
own state. 

It should be well organized, equip} und financed 1 inction in accord- 
ance with the standards set up. The director of th hool should have 
the advice of a qualified board or committee in administrative and educational 


ners in its 


yolicies pertaining to the school. 
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Students, for acceptance, should be qualified by suitable personality and 
intelligence and by having successfully completed four years of high school 
work, during which emphasis should have been placed on physics, chemistry 
and biology. 

The faculty should be well equipped, having adequate preparation in teach- 
ing and the subjects taught. Teaching methods employed should include 
lectures, laboratory work, clinical demonstrations, projects, recitations, 
formal and informal ward discussions, case presentations, attendance at staff 
conferences. 

The school should provide suitable physical and clinical facilities, library 
and other educational resources for classwork, study and nursing experience. 

Living conditions, recreational and social activities and an adequate health 
program should be provided in consideration of the welfare and happiness of 
students as well as their educational advancement. 

The hours of duty should be so organized as to promote the educational 
program and preserve the health of the students. 

The course should be not less than three years in length. Clinical ex- 
perience should be correlated with all other forms of instruction and assign- 
ments planned, primarily with reference to the students’ educational needs. 

Experience must be provided in general medical and surgical nursing, 
including operating room technique, obstetric and pediatric nursing (prefer- 
ably in a general hospital). The period of affiliation should be preferably 
the second year and should be approximately twelve months in length. For 
men students a course in nursing of genito-urinary diseases should be sub- 
stituted for obstetric and pediatric nursing. One month should be given in 
a dispensary service and one month of experience in a diet kitchen, under 
the supervision of a qualified dietitian, in the computation and preparation 
of special diets. 

Affiliation should meet the approval of the State Board of Nurse Examiners 
and The American Psychiatric Association. If experience in these services is 
given in the home hospital, the services should be segregated and adequate and 
meet the approval of the State Board of Nurse Examiners and The American 
Psychiatric Association. Affiliations of not less than two months are recom- 
mended in public health nursing and nursing in communicable diseases. 
Where an affiliation is impossible to arrange, lectures in communicable dis- 
eases, public health nursing and disease of eye, ear, nose and throat should 
be given. 


SUMMARY OF COURSE OF STUDY. 


Professional adjustments I (Ethics) 15 hours 
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Psychology and mental hygiene 15 
Sociology (including psychiatric social service) 15 
Medical-social community problems (Sanitation . 
Professional adjustments I] 15 

Medical Science ...... 30 
Pharmacology and therapeutic: 30 

Nursing and Allied Arts . 620 
Introduction to nursing arts 120 
Nutrition and cookery 30 
Diet therapy ..... 15 
Medical and surgical nu 180 
Obstetric nursing 5 
Nursing of children 15 
Psychiatric nursing (including clinical psychiatry) .. 80 
First aid and emergency nursing 15 
Occupational therapy 15 
Hydrotherapy .. 15 
Physiotherapy ..... 
Recreational therapy 15 
Advanced nursing 30 


[July 


hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 
hours 


G. H. STEveENson, M.D., Chairman, 


Committee on Psvchiats 


ic Nursing. 


r 
O 
a 
t! 
n 
i! 
t 
a 
if 
Vv 
| 
J 
P 
h 

h 
a 
f 

? 


uly 


urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 
urs 


ng. 


Comment. 


DOCTOR HUTCHINGS RETIRES. 

It is a matter of gratification and lawful pride to himself and 
to his friends that a man who has toiled long and faithfully in his 
chosen field is able to attain the major goals he has set for himself 
and from the vantage point of his years of labor can survey a 
record of solid accomplishment. 

On July first, after completing his term as president of The 
American Psychiatric Association, Dr. Richard H. Hutchings 
retired from the superintendency of The Utica State Hospital 
over which he had presided for 20 years, following a 15-year period 
as superintendent of the St. Lawrence State Hospital at Ogdens- 
burg. Dr. Hutchings’ career in psychiatry, beginning in 1892, is 
approaching the half century mark, and during that time have 
come about most of the movements and methods which characterise 
the science of today. Dr. Hutchings was not one to await develop- 
ments and then be carried along with them; by his foresight and 
initiative he has played a leading part in the reform and extension 
of hospital work, in bringing institutional practice in line with con- 
temporary medical thought, disturbing the atmosphere of isolation 
and demonstrating the service functions of the mental hospital in 
its own community quite apart from the treatment of the patients 
within its walls. The practical and scientific contributions of 
Dr. Hutchings have been outlined in the excellent biographical 
sketch prepared by Dr. Cheney and published in this issue of the 
JourRNAL. They serve to establish the position of the retiring 
president as in a very real sense one of the pioneers and builders 
of modern American psychiatry. 

A zeal for progress and innovation, evinced at the beginning of 
his career, has marked his professional work throughout the years ; 
his youthful spirit has never deserted him. In his presidential 
address he appraises the mind sickness of the world of today, and 
draws lessons from the past to indicate what the psychiatry of the 
future should be. 


15 


The presidential year was o1 trial ltr phs and withal 
of arduous toil. His work a ! tting ommemo- 
rated last October in t ledicatior Hut Hall at the 
Utica State Hospital t use t ing act which were 
a part of his prograi Chat institut nd the New York State 
service owe much to | policies. 

Dr. Hutchings has | | over t the president's 
gavel and has relinquished the 1 lit tal adminis- 
trator, but we look cont! tly ahead to his continuing labors and 
influence in the scien n tl \ served so 


long and so well. 


LUNACY COMMISS NS ABOLIS W YORK. 


The JouRNAL has nted p1 ! matter of the 
so-called lunacy coi York Stat hese com- 
missions, made up of three persons, only o1 hom need be a 
so-called qualified psychiatrist, h: n ay te n criminal 
cases to report to the court the mental stat the defendant. Quite 
aside from the fact t the 1 rt ten been apparently 
biased and of doubtful ps tt ions have 
furnished a very fert ITC for persons to whom the 
judges felt themsel caused 
tremendous expense, particular \n attempt was 
made last year to abol t | mmissions, but unfortu- 
nately the bill appeared to suffer f1 hnical defects. This 
year Senator Desmond introduced a bill which was ] 1 by both 
houses, and on Jun is signed Governor Lehman with the 


comment: 


I believe it corrects existin kable procedure 
which is greatly prefe: 


The Governor furtl 


The purpose of this | whereby the 
pur} 

medical question of the E. at f trial will be 
determined solely by qual trists instead inacy commission 


of three members, only o1 

In New York City t | provides that e ination shall be 
made by psychiatrists on the staff of the Bellevue Hospital, and 
outside of New York City by staff pl ians of the state hospitals. 
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The McNaboe bill, which would have permitted judges at will 
to commit suspects as insane, was vetoed by the Governor who said : 

In my opinion, this bill, rather than being an improvement over the present 
procedure, represents a backward step. 

With the enactment into law of the Desmond bill New York 
State is to be congratulated on making a very important advance in 
dealing with the difficult issue of the insanity plea. 

It is fortunate and opportune that we are able to publish in this 
issue of the JoURNAL a statement from the pen of the sponsor of 
1 
| 


the new legislation, State Senator Thomas C. Desmond, who 
clearly sets forth the provisions of the law, the advantages it will 


serve and the shocking abuses it will correct. 
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ninety-fifth annual 1 


tion was held at the 
12, 1939. 


On Monday there 


disorders and 


News and J2otes. 
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on convulsive disorder 


Chapter of the Internatio: 


Singer, chairman of 


following the invocatior 
Episcopal Church, Lal 


The Association 


members. 


Three section meetings o1 
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dent-Elect, responde 
while the 
Utica, New York, delivered a 


pal 


the local officials, Honor 
of Public Welfare and 
of the Municipal Cou 


On Wednesday eveni: 


members and guests 
Dixon Ryan Fox, LI 
Schenectady, N. Y., 
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cal studies and studies fror 
On Wednesday ther 
psychoanalysis and the 
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Attractive Aspects of National Poverty.” This was one of the 
most stimulating and thought-provoking addresses ever presented 
before this Association. Following the president’s reception, there 
was an enjoyable evening of dancing until 1.30 a. m. with music 
furnished by the Lew Diamond Orchestra. 

On Thursday morning and afternoon there were well attended 
sections dealing with studies related to pharmacological shock 
therapy, extramural studies and special tests. On Thursday 
afternoon there was a joint session with the section on mental 
deficiency. 

On Thursday evening there were 18 round table dinner discus- 
sions, the subjects being advisory psychiatric service in community 
social agencies, child psychiatry, college mental hygiene, forensic 
psychiatry: “After Prison, What?,” former patient associations, 
language and thought in schizophrenia, occupational therapy, 
pharmacological shock therapy, psychiatric education, psychiatric 
nursing, psychiatric social service, psychiatry in industry, Veterans 
Administration, research organization, the inter-relation of schizo- 
phrenia and manic-depressive psychoses: the significance of their 
co-existence, psychosomatic relationships, the role of the psycho- 
analyst as an advisor in sexual and marital adjustment and unsuc- 
cessful sex adjustment in marriage. 

On Friday there were two sessions, the subjects being clinical 
and therapeutic studies and a section on mental deficiency. 

Interesting scientific exhibits under the special direction of 
Dr. Walter L. Bruetsch and many interesting moving picture 
demonstrations, under the supervision of Dr. J. D. Reichard, were 
given and attracted a very large attendance. The commercial ex- 
hibits included books, apparatus and other displays of interest to 
mental hospital administrators. 

The Committee on Arrangements with Dr. H. Douglas Singer 
as chairman carried out the plans for the entertainment of the 
Association and its guests in an exceedingly interesting and enter- 
taining manner. On Tuesday morning May 9, occurred the laying 
of the cornerstone of the new Illinois Neuropsychiatric Institute. 
Addresses were made by the president of the Association, Dr. 
Richard H. Hutchings, by Dr. H. Douglas Singer and Dr. Adolf 
Meyer. Transportation was furnished for members and many 
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attended this historic « ! t t of psychiatric 
work. 

A special prograt u t i1 Mrs. Leon 
J. Saul, consisted of sight-seeing t1 t the | go Women’s 


Club, and a luncheon, t rshall Field’s 
Department Store. 


In accordance with 1 t xaminers and 
upon recommendatior1 t |, the Associ elected 64 to 
associate membershi bers] transferred 
from associate members| to 1 | from 


membership to fellov 
The following wet 
William C. Sandy, 
George H, Stevens 


Arthur H. Ruggles, M 
Council members e! 
Utica, N. Y.; Lawrence K M ' Tiffany, 


M. D., New York, N. i ti, Ohio 


Charles W. Cast! r for 
three years. 

The following s for 
1939-40 : 

Section on Convuls 1irman, 
University, Va., and A | N. J 

Section on Forensic | \f irmat 
Philadelphia, Pa., and | { t, Micl 


Section on Mental 
Canada, and Oscar J. 

Section on Psycho: ( airman, 
New York, N. Y., and Fla D r, M ret York, N. Y. 

It was announced that the ninety t] eeting will be 
held at Chateau Front , Quebec, | s the week of 
June 3 to 7, 1940. 

The total registration was 1402, of which number 574 were 
members. This is the largest number of members ever to attend 
a meeting in the long history of the As 

The unusually large at ince at this meeting is a tribute to 
the exceedingly well-ba ed program that was prepared under 
the direction of Dr. R e W. Hall, chairman of the Program 


Committee, and the especially well-organized publicity obtained 
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through the Committee on Public Education of which Dr. C. C. 
Burlingame is chairman, as well as the convenient geographical 
location of Chicago. 

The excellent facilities of the Palmer House and their most 
cooperative convention department, which was represented by 
Mr. M. P. Mathewson, added greatly to the comfort of the mem- 
bers and the organization of the sections. The efficient manner 
in which the registration was handled was due to the Chicago 
Association of Commerce, through their representative, Mr. Ma- 
guire, in furnishing registration girls for the desk and both girls 
and typewriters for the publicity. It is worthy of much more than 
passing notice that for the first time in the history of the Associa- 
tion no part of the funds of the Association was used to finance 
this meeting, and the Association did not have to solicit financing 
from the Committee on Arrangements; in fact, under the able 
direction of Mr. Austin M. Davies, executive assistant, there was 
a very slight balance accruing to the Association. 

ARTHUR H. Ruactes, M. D., Secretary. 


SyMPOSIUM ON VisuAL FatTicuE.—On May 20-21, 1939, in 
Washington, D. C., under the auspices of the Committee on Scien- 
tific Aids to Learning of the National Research Council, was held 
a two day symposium on Visual Fatigue. Dr. Walter R. Miles, 
Chairman, presided. Approximately forty were in attendance repre- 
senting different research interests and institutional connections. 

The first day was devoted to fourteen contributions by leading 
representatives of the following universities and research labora- 
tories: Yale University 2, Harvard University 3, Brown University 
1, Columbia University 2, University of Rochester 1, Dartmouth 
Medical School 1, University of Minnesota 1, Tulane University 1, 
General Electric Co., Cleveland 1, and Eastman Kodak Co. I. 
A Round Table Conference was held the second day, at which the 
speakers of the previous day endeavoured to formulate research 
plans in the general field of visual fatigue studies. It is probable that 
research will be undertaken in the general field under the auspices 
of the Committee on Scientific Aids to Learning of the National 
Research Council. 
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BuRDEN NEURO! N r F. Golla sup- 
plies the following ini titution for 
psychiatric research at Bristol, | 

The Institute, fou y the \ R. G. Burden, 
has been built in Stoke P icinity of Bristol, 
in which is a group of w ental deficiency, 
which were founded by Mrs. But 

The present institut is how under the 
direction of Professor (¢ hysiologists, 
biochemists and en s are well 
equipped and two sn \ each contait ling eight 
beds, are attached to tl stitutic 

It is proposed to conduct inte1 on selected 
cases both of psychosis a1 f epil conditions which free the 
workers from the cares exigenci al 

In addition to the exte bot ( ition there is a 
neuro-surgical unit, and it is p1 S¢ yr the surgical 
treatment of suitable epileptic cases, ar to learn much 
about the physiology of the humat ( he endocrino- 
logical side has also been fully deve Professor Reiss 
of Prague it is proposed to investigate the relationship of psychosis 
to disturbances of the regulation « l se S 

MICHAEL REESE HospPITAL Ps \ S! Dr. Roy R. 
Grinker, chairman of neuropsychiatry, Michael 
Reese Hospital, Chicag yf Dr. Max- 
well Gitelson, formerly e Institute for Juvenile 
Research, as attending psychiatri me capacity begin- 
ning July I, 1939. Coincident w ippointment the depart- 
ments of psychiatry and neur atry ha been combined 
into one department of neuropsy« the personnel of which 
will be both full-time and part cians. Dr. Gitelson, as 
full-time psychiatrist, will act as ex« e direc f the psychiatric 
services. There is yet another opening for a full-time psychiatrist 
on the children’s service and several openings for part-time practic- 
ing psychiatrists. The new department encompasses all the psy- 
chiatric services in the hospital and ne logy and neuro- 
surgery. Working complementary and auxiliary to this department 
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is the psychological laboratory, directed by Dr. Samuel Beck, in 
which routine and research psychological testing is carried out. 

The hospital has just authorized the opening of an inpatient 
closed psychiatric unit in which both private and service psychiatric 
cases will be hospitalized. It is hoped that this unit will be open for 
occupancy within a very short time and will assist in furthering the 
progress within this country of the care of those psychiatric prob- 
lems which are part of the responsibility of a general hospital and 
its supporting community. 


PROFESSOR RUpDIN RECEIVES THE GOETHE MEDAL.—On the occa- 
sion of his sixty-fifth birthday in recognition of his services in the 
field of race hygiene in Germany, Professor E. Rudin was awarded 
the Goethe Medal for Art and Science. 

The Reichsminister of the Interior, Dr. Frick, transmitted to 
Prof. Rtidin the following congratulatory message: “To the tireless 
pioneer in race hygiene whose meritorious services prepared the 
way for the race hygiene ordinances of the Third Reich I send, on 
his sixty-fifth birthday, my heartiest good wishes. May you long 
be permitted to continue your studies for the welfare of mankind.” 


BIOLOGICAL PHOTOGRAPHIC AssocIATION.—The ninth annual 
convention of the Biological Photographic Association will be 
held September 14-16, 1939, at the Mellon Institute for Industrial 
Research, Pittsburgh, Pa. The program will be of interest to scien- 
tific photographers, scientists who use photography as an aid in 
their work, teachers in the biological fields, technical experts and 
serious amateurs. It will include discussions of motion picture 
and still photography, photomicrography, color and monochrome 
films, processing, etc., all in the field of scientific illustrating. 
Up-to-date equipment will be shown in the technical exhibit ; and 
the Print Salon will display the work of many of the leading 
biological photographers here and abroad. 

The Biological Photographic Association was founded nine 
years ago because of the growing need for expert illustrative 
material for scientific research and teaching. Many workers were 
solving their problems in their own way; but obviously they were 


wasting time and eft 
had been worked out 
as a clearing house 
standard procedures 
scientific and all set 
members on a non-pt 
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Volume of about 25 
Membership privil 
service ; also the right 
tific prints for study 
Further informat 
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graphic Association, 


Pennsylvania. 


HEMATOLOGY S\ 
University of Wiscons 
for the Consideratio: 
September 4-6, 1939 
table discussions by | 
hematology. In addit 
papers are to be present 


De. L. J. Witts, Ox 

Dr. Cecil J. Watsor 
Blood. 

Dr. Cornelius P. Rhoa 

Dr. E. Meulengracht, | 
in Pernicious Anemia a 

Dr. Harry Eagle, B 

Dr. George R. Mi 

Dr. Russell L. Haden, ( 

Dr. Jacob Furth, New 

Dr. Claude E. Fork 
themic Leukemia. 

Dr. Edward B. Kruml 

Dr. Louis K. Diam 

Dr. Edwin E. Osgood, P 

Dr. Charles A. Doan, ( 
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Physicians and others who are interested are cordially invited. 
A detailed program may be obtained by addressing Dr. Ovid O. 
Meyer, chairman of Program Committee, University of Wisconsin 
Medical School, Madison, Wisconsin. 


THE SIxTH BIENNIAL CONGRESS OF THE INTERNATIONAL Hos- 
PITAL ASSOCIATION.—This Congress to be held in Toronto, Can- 
ada, September 19 to 23, 1939, was previously announced in the 
March number of the JOURNAL. 

The five-day Congress will consist of several general, or plenary, 
sessions, together with more individualized meetings of the 40 
Study Committees, reporting their two years of work in their 
special fields, ranging from hospital architecture and management 
to various professional services. In all the meetings of the Con- 
gress, standardization of common functions and mutual interests 
will be emphasized. Mobilization of scientific resources and fa- 
cilities will be reviewed with an aim toward increased understanding 
and efficiency. 

The detailed program of the Congress may be seen in Nosoko- 
meton, LX : 253-268. 

Neurologists will be especially interested in the reports and dis- 
cussions of Study Committee XXVIII. Dr. Lewy and his com- 
mittee will present a program dealing with ““The Management 
of Head Injuries in the General Hospital.” The neurological, 
surgical, sociological and medico-legal aspects of the problem will 
be reviewed, and should awaken liberal discussion. 

Psychiatrists will be interested in the presentation of a symposium 
on schizophrenia by Study Committee XXVII. This committee 
anticipates a liberal discussion of the problems of schizophrenia, 
and hopes that some of the master students of the problem will 
outline their suggestions for a unification and amalgamation of 
the gains already made, and will voice ways and means for analyses 
and studies still to be made. 

All who are interested in the care of the sick will be interested 
in this Congress, and it is hoped that the stimulating help to be ob- 
tained from it will make an urgent appeal for attendance. 

Tuos. J. HeEvpr. 
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for the continued education of physicians in practice, madifications 
in college preparation for medical studies, the simplification of the 
procedure for licensure in the 48 separate states, and the status of 
training of graduates of foreign medical schools. Special com- 
mittees of the Council were appointed to study these various 
questions. 

The officers of the Advisory Council are: 
Dr. Willard C. Rappleye, dean of the Faculty of Medicine of 

Dr. Maurice H. Rees, dean of the School of Medicine of the 

Dr. Robin C. Buerki, director of study of the Commission on 

Graduate Medical Education Secretary-Treasurer. 

The Executive Committee consists of the officers and the fol- 
lowing : 
Dr. Anton J. Carlson, professor of physiology of the University of Chicago. 
Dr. Harold Rypins, secretary of the New York State Board of Medical 

Examiners. 
Dr. Hugh J. Morgan, professor of medicine of Vanderbilt University. 
Dr. Arthur W. Allen, surgeon, Boston. 


DEATH OF Dr. O’Matitey.—Dr. Mary O’Malley, for many 
years clinical director of Saint Elizabeths Hospital, Washington, 
D. C., died on January 30, 1939, in Buffalo, N. Y. Dr. O’Malley 
was born in Medina, N. Y., February 8, 1867, was graduated 
from the University of Buffalo Medical School in 1897 and for 
several years was a member of the staff of the Binghamton State 
Hospital. In 1903, Dr. William A. White, on leaving Binghamton 
to become superintendent of Saint Elizabeths Hospital, persuaded 
Dr. O’Malley to accept an appointment there. She rendered valu- 
able service to Saint Elizabeths Hospital until her retirement on 
account of ill health in 1935. During her service she made many 
valuable contributions to psychiatric literature, notably on hydro- 
therapy and pellagra. In 1931 she was delegate to the Medical 
Women’s Congress in Vienna, and in 1933-34 was president of 
the Medical Women’s National Association. She was for many 
years a member of the American Medical Association, American 
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Psychiatric Associatior 1 the Washington Psychopathological 
Society. 

Dr. O'Malley was one of the most lely known women in the 
field of psychiatry, and her many friends 1 rn her passing. 
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Dr. CARROLL P D LU NIVERSITY.- 
Dr. Robert Carroll re nted to Duke 


University, Highland rivate institution for nervous 
and mental patients | r and which he 
has served for n 

The hospital, delightful 100 of mountain 


1 


woodland, is to be us ! ty r teaching and 
treatment, in connect t new unit being built at 
Durham to permit th lopment of t t of psychiatry 
in the medical school of Duk ty rr. Carroll will con- 
tinue as medical direct t tl tal for years, during 
which a clinical stafi r tl rt t of ychiatry will be 
organized. 


Dr. DuNToN R FROM H &rAL VW Dr. William 
Rush Dunton, Jr., a senior 1 bet the t | board of the 
JOURNAL, and who for I irs | been t medical director 
of Harlem Lodge, a privat nitariur I us and mental 
patients at Catonsvill Id tired from tl tion March 31, 
1939. 

Dr. Dunton took charg Harl Lodge ember I, 1924, 
after having served f{ nsidet number of years as senior 
resident at the Sheppard and E1 ratt Hospital at Towson, Md 
and as an instructot ' itry in the Johns Hopkins Medical 


School. He is affiliat vith t irel Sanitariut nd will con- 
tinue private and consultat nd hi tivity as a member 
of the editorial board 


AMERICAN ASSOCIA MENTAL DEFICIEN [he sixty- 
third annual meeting of the American Association on Mental De- 
ficiency was held at the Palmer House Hotel, Chicago, Illinois, 
May 3-6, 1939. 

The meeting was led to order on Wed May 3, by 
President Neil A. Dayton of Boston, Massachusetts. A total of 
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58 papers made up the program which occupied four days with 
double sessions in both mornings and afternoons. Two round table 
meetings were held each day. The round table on “The Capitaliza- 
tion of Research” was conducted by Dr. Edgar A. Doll of Vine- 
land, New Jersey, as moderator. At the second luncheon discus- 
sion on “What Should Be Included in a Study of Educational 
Practices for Mentally Defective Children” Dr. Elise Martens 
of Washington, D. C., presided as moderator. On Friday, section 
I of the round table luncheons had as its subject “Problems in 
Institution Administration” and Dr. Benjamin W. Baker, of 
Laconia, N. H., acted as moderator. At the second luncheon with 
“Psychological Service and Research in State Institutions” as the 
topic Dr. Elaine F. Kinder of Thiells, N. Y., presided. The sec- 
tion I luncheon round table on Saturday on “The Intelligence 
Quotient and Its Interpretation” had Dr. Grace Munson of Chi- 
cago, Ill., as moderator. At the section II luncheon “The Future 
for Extra Institutional Supervision” was discussed, with Miss 
Mabel Ann Matthews of Mansfield Depot, Conn., as moderator. 

Following the president’s dinner and address on Friday eve- 
ning, a dance was held which was greatly enjoyed by the 
membership. 

The papers presented covered the four fields of medicine, psy- 
chology, social work and education. Extremely interesting papers 
were read by Dr. J. A. Fraser Roberts, principal investigator, 
Burden Mental Research Trust, Stoke Park Colony, Bristol, Eng- 
land and by Dr. Lionel S. Penrose, research medical officer, The 
Royal Eastern Counties’ Institution, Colchester, England. 

The new officers for the coming year are: Dr. Fred Kuhlmann, 
director, Division of Examination and Classification, State De- 
partment of Public Institutions, St. Paul, Minnesota, president ; 
and Dr. Meta Anderson, director of Binet Schools, Newark, N. J., 
vice-president. 

Dr. E. Arthur Whitney, superintendent, Elwyn Training School, 
Elwyn, Pennsylvania was re-elected as secretary-treasurer. 

Attendance at Chicago set a new high for this Association. 
A total of 456 persons registered for the various sessions. 

The 1940 meeting will be held in Atlantic City, New Jersey, 
May 15-18, 1940. 
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Kimball, Director of the Smith College School for Social Work. 
The JOURNAL publishes theses submitted by students of the School 
as required for the degree of Master of Science. These studies 
cover a wide range of current developments in the fields of social 
work, social psychiatry, sociology and psychology. During the 
year 1938-39 44 agencies in the states of Connecticut, Delaware, 
Illinois, Maryland, Massachusetts, New Jersey, New York, Ohio, 
Pennsylvania, Rhode Island, Wisconsin and District of Columbia 
cooperated with the School in the field work of its students. 

The Smith College School for Social Work opened as a graduate 
school for psychiatric social workers July 8, 1918. The National 
Committee for Mental Hygiene anticipating the great need of 
trained psychiatric social workers to aid in the treatment and reedu- 
cation of soldiers suffering from war neuroses and psychoses, 
brought the matter to the attention of Dr. William A. Neilson, 
president of Smith College, who was already considering several 
types of war work for a possible summer school. 

The founding of the Smith College School for Social Work repre- 
sented a milestone in the history of social welfare inasmuch as it was 
the first to recognize the importance of psychiatry and mental hy- 
giene, and to provide an adequate training course for psychiatric so- 
cial workers. Under the auspices of The National Committee for 
Mental Hygiene, in conjunction with the Boston Psychopathic Hos- 
pital and a sub-committee composed of Dr. E. E. Southard, chair- 
man, Drs. William L. Russell, L. Pierce Clark, Walter E. Fernald 
and President Neilson, a course of eight weeks didactic work was 
provided at Smith College followed by six months practical work at 
hospitals and organizations in four cities, Baltimore, Philadelphia, 
New York and Boston. The course dealt with pertinent topics 
from the fields of psychology, sociology and psychiatry. Miss 
Mary C. Jarrett, who had been associated with Dr. Southard at 
the Boston Psychopathic Hospital, had general supervision of the 
course and of the practical work. Some 70 women, ranging from 
girls just graduated from college to experienced social workers 
were selected from all parts of the country, 20 states and 20 col- 
leges being represented. During the course 26 distinguished psy- 
chiatrists from the Pacific to the Atlantic came to Smith College 
to give lectures on special topics ; there were also two from Canada 
who contributed of their experience with the war neuroses. 
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THE STARTLE PATTERN. By C. Landis, Ph. D., and W. A. Hunt, Ph. D. 
(New York: Farrar & Rinehart, Inc., 1939.) 


The interest of Landis and Hunt in this theme has for some years been 
familiar to those who follow current psychological publications. Those 
who desire details of method and evidence must go to the several papers 
they and colleagues have published, which form part of a considerable list 
of citations. Possibly the work would have gained by a little closer coor- 
dination of these references to the body of the text; at least to the reader 
who gets his introduction to the topic through this volume. As a digest of 
the more technical contributions it is very ably done. 

The topic is, of course, the pattern of relatively unadaptive movement 
that takes place on sudden intense stimulus, preferably loud noise. It has 
some history, comparable to the pre-Rorschach study of ink-blots; a simi- 
lar function has been applied to the study of fitness for certain hazardous 
occupations. The normal pattern is a general flexion (cf. susammenschrecken, 
susammenfahren, “struck all of a heap”). The reaction times of these re- 
sponses have some theoretical interest in relation to emotion (cf. p. 153), 
and the present ones are probably the most accurate measures we have. 
Eye-blinks run on the order of 40 o; arm movements about those of volun- 
tary reaction to sound. Habituation generally diminishes the response, with 
much individual difference ; save that the eye-blink seems always retained. 

The startle effect may be a function of the intensity or unexpectedness 
of the stimulus, in any relation. Other types of stimulus than loud noise 
were tried, in general less effective than the gun-shot, though a jet of 
ice-water was comparably so. Some degree of conditioning could be estab- 
lished, again with marked individual difference. One would expect to find 
differences in personality organization reflected in the work, and it is so 
stated, but not enlarged upon. In the primate mammals, and invertebrates 
generally, the flexion pattern of the startle response is preserved, but it is 
not found in reptiles or amphibia.* 

Relation to the Moro reflex, a generally extensor pattern, is discussed; 
the authors prefer the view that the Moro is the original startle response, 


* The reviewer takes occasion to mention at this point an analogous 
phenomenon sometimes reported for orb-weaving spiders, it.¢., dropping at 
the approach of a vibrating tuning-fork. It is not characteristic save of 
small species or young individuals, and then only in the daytime. With 
nightfall there is gradual transition to a pattern more aggressive in char- 
acter ; the reverse phenomenon at sunrise. 
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inviolability rests in the spirit of research as such, it is no esoteric wisdom 
that the motives by which a particular individual is impelled to serve or 
criticize it may be functions of his constitution, psychogenesis, endocrines, 
or what have you, (Der Weg zum Ruhm geht durch den Schlafsimmer 
des..... ) Various deception tests, hypnotic procedures, “experimental 
panics” and other studies of emotional life are subject to scrutiny from 
these standpoints; and if such matters are indiscreetly managed, their 
disciplines may one day face a Researchers’ Oath as well as a Teachers’. 
An ominous picture, some cousin of Almus Pickerbaugh getting up in a 
legislative hearing at the State Capital of Winnemac, “The Startle Pat- 
tern” open at p. 62 in his hand, and Luke, Ch. XVII, v. 2, on his lips. 

The relative modesty and simplicity with which the material of this book 
is presented must not make the reader overlook the great amount of work 
with high technical ingenuity and skill of which it is a product. The eco- 
nomic sponsors are to be congratulated on this contribution to the under- 
standing of fundamental behavior mechanisms, and the advancement of 
research technique, which they have made possible. 

F. L. Wetts, Pu. D., 
Harvard University. 


MarTIN LUTHER’Ss UMWELT, CHARAKTER UND PSYCHOSE SOWIE DIE BE- 
DEUTUNG DIESER FAKTOREN FUR SEINE ENTWICKLUNG UND LEHRE. 
I. Die UMwett. By Dr. med. Paul J. Reiter. (Copenhagen: Levin & 
Munksgaard, 1937.) 


This book is an attempt at a psychiatric diagnosis across the centuries. 
To make this possible the physician turns historian. Thus the place of 
consultation or interview is taken by a careful scrutiny of the environment 
and the biographical detail. Umwelt as conceived by the author com- 
prises the common consciousness of the time, the condition and problems 
of the Church in the century preceding Luther’s activity, the political, eco- 
nomic, cultural and social aspects of the period, the local circumstances and 
the home. This is followed by a brief analysis of the milieu and its effect 
upon the personality of Luther after 1517. The bulk of the book deals with 
the spiritual and professional milieu, the Church (pp. 37-276); the politi- 
cal and social factors are compressed into 31 pages, the local factors into 
30 pages. The discussion of the home together with its evaluation for the 
later personality of the reformer occupies a mere 16 pages; the origin of 
his neurosis is linked with the abnormal severity, gloominess and super- 
stitiousness of the home tyrannized by the father. The last chapter of the 
book (6 pp.) reviews and partly also anticipates the following volumes, 
a procedure for which there seems to be little motivation. 

The pattern of Luther’s life as it here emerges, is simple. There are two 
periods divided, as by a watershed, by the great protests in the years 1517-20. 
The earlier part is dominated by his neurosis accentuated by the con- 
straints of the monastic life, especially the celibacy, and the second part 
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On the whole, a book, which, while not especially profound, can safely be 
placed in the hands of the person who is growing old and doesn’t like it. To 
many such a one it will undoubtedly be beneficial. 

Joun E. Linn, M.D., 
St. Elizabeths Hospital, 
Washington, D. C. 


EssENTIALS OF PsycHIaTtTry. By George W. Henry, M.D. Third Edi- 
tion. (Baltimore: Williams & Wilkins Co., 1938.) 


The publication of the third edition is ample evidence that Henry’s Es- 
sentials of Psychiatry has found a place for itself in the field of psychi- 
atric textbooks. The new edition, while enlarged and amplified, follows 
the same general pattern of presentation as did the previous ones and 
therefore has somewhat similar values and defects. 

The presentation of the principles of psychiatry in the form of a text- 
book is a matter of extreme difficulty. Every teacher of psychiatry has 
felt that it is possible to present the matter in a better way than has yet been 
done, but has been inhibited by the difficulty of the problem when he put his 
mind to its presentation. 

The kernel of psychiatric presentation is in the description of the major 
psychoses. This differs little from one book to another, and in each instance 
is essentially a longer or shorter abstract of the Kraepelinian classifica- 
tion of mental disorder on the descriptive level. This, in itself, is a simple 
text without much chance for inspired reading. The author of the book 
under consideration devotes something under 200 pages of a total of 447 
pages to this particular portion of psychiatric presentation. In doing so, 
he has tried, and probably very successfully, to offer the material in more 
or less classical style, utilizing and combining the Kraepelinian and Mey- 
erian nomenclature, as well as some psychoanalytic verbiage. Illustrative case 
material is interspersed with the descriptions. Here again, one finds, as is 
characteristic of all textbooks, that the case presentations lack the interest 
that a living case affords. Only the inspired dramatist would be able to pre- 
sent psychiatric cases in an entrancing and gripping fashion. 

But, as already suggested, Henry has attempted much more than a synop- 
sis of the clinical syndromes. Due to his experience of having written a text 
on psychopathology, he is well-equipped to present a variety of discussions 
and concepts about personality in the normal and in the abnormal. Un- 
fortunately, with space limitations, nothing more than the essence of the 
subject can be presented. 

The author has tried to give this material in a somewhat judicious 
fashion, apparently not wishing to represent one school of thought. One 
recognizes a leaning toward psychoanalytic formulations and an effort 
not to be dogmatic. Here again, one meets the difficulty of this type of 
presentation in that it is neither “fish nor fowl.” As a result, one can 
readily make plenty of criticisms, partly explained by the brevity of the 
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One of the most interesting chapters in the book, and probably one that 
serves an important place in psychiatric propaganda, is the chapter entitled 
“Psychiatry in General Hospital Practice.” This chapter is, in the re- 
viewer's opinion, really very well done. Brief thumb-nail sketches of cases 
occurring in a general hospital, with psychiatric components or basic psy- 
chiatric problems are presented and call attention to the frequency with 
which such conditions occur without being readily recognized in ordinary 
general hospital practice. 

The title of the book Essentials of Psychiatry indicates what the author 
has attempted to do, namely, to give some of the essence of this wide and 
diversified art. In any attempt to cover the wide field, certain of the 
defects mentioned are almost unavoidable. One regrets that no mention 
is made 


f insulin and metrazol therapy, or of electro-encephalography, or 
other pharmacological approaches such as continuous sleep methods. It is 
also unfortunate that there is not more discussion of the various investiga- 
tions that are being undertaken on a physiological level, because whether 
these turn up any important material or not they nevertheless take up a 
large block of psychiatric thinking. 

With all these criticisms, one must end the review by again stating that 
the book has great merit; that it presents a variety of angles of psychiatric 
work in clear, concise English; that it rather skillfully avoids taking too 
strong a stand on any one point of view; that it is easy reading, and offers a 
relatively comprehensive picture of psychiatry. 

Harry C. Sotomon, M.D., 
Boston, Mass. 


THE INTELLIGENCE OF PRE-SCHOOL CHILDREN As MEASURED BY THE MER- 
RILL-PALMER SCALE OF PERFORMANCE TEsTs. By Beth L. Wellman, 
Ph. D. (Iowa City: University of Iowa Studies in Child Welfare; Vol. 
XV, No. 3, 1938.) 


As Dr. George Stoddard, editor of the series, states in his foreword, this 
monograph represents “the most intensive study of the Merrill-Palmer 
scale since Dr. Stutzman’s original presentation.” The data on which it is 
based include the results of 510 testings of 281 children of pre-school age. 
Practice effects commonly noted when the Merrill-Palmer scale is given 
repeatedly to the same subjects are effectively differentiated from changes 
in scores indicative of something else—which Dr. Wellman identifies with 
“increased brightness.” The latter phenomenon is associated, by the author, 
with attendance in the pre-schools of the Iowa Child Welfare Research 
Station, and is shown to be unrelated to occupational or educational status of 
the parents. Certainly, the experimental data justify the conclusion that 
“pre-school attendance materially affected ability on the Merrill-Palmer 
test”; and that “the changes in Merrill-Palmer ability were less clean-cut 
than in Binet ability,” (p.77). 

Comment upon the significance of this monograph to psychological theory 
is undoubtedly out of place, unless a careful review were undertaken of the 
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The book might, therefore, be entitled “Behaviorism found wanting’— 
save for the fact that such a title would indeed place an obligation on the 
author that he should be unwilling to assume at the present time. Never- 
theless, there can be no question about the author’s opinion, which is, and 
always will be, that behaviorism never had (or could have had) a chance! 
It was wrong at the start, and therefore always will be. 

An objective appraisal of what behaviorism has achieved to date would 
have been interesting. A thoroughly systematic critique of the tenets of 
behaviorism would have been valuable. Either or both of these could legiti- 
mately be expected from the title of the book, and from knowing who the 
author is. The reader will find neither in the book under review. 

Part I shows that Watson was not original; takes issue with the beha- 
vioristic denial of instinct; ridicules the identification of thinking with speech- 
habits; questions the effectiveness of behaviorism in directing the education 
of young children; and while giving some credit to the objective point of 
view for assisting psychological progress in recent decades, denies that 
behaviorism had much to do with this. 

Part II revives the Hunter-Roback controversial correspondence, and 
draws on letters from Titchener, Thorndike, Angell, Judd, Woodworth and 
Warren to show that these leaders were not as forthright in their espousal 
of behaviorism as was presumably supposed by Hunter. 

Part III discusses some aspects of behavioristic experimentation, lists 
some of the outstanding investigators who are to varying degrees related 
to the objective movement, and playfully examines a few features of Watson’s 
autobiography. 

A bibliography of some of the main contributions to behavioristic litera- 
ture since 1922 (a continuation of that contained in the author’s Behaviorism 
and Psychology) completes the book. 

Positive features of this book are hard to discern. If the reader is a rabid 
anti-behaviorist, he will derive some satisfaction from the constant belittling 
of Watson’s contribution. If he is imbued with the faith in objectivism as a 
means of attacking psychological problems, he will be irritated or disdainful. 

The reviewer must confess to being disappointed in the treatment given. 
The postulates of behaviorism may be (as the reviewer believes) frankly 
unsuited to the scientific investigation of many significant psychological 
problems by which statement one implies an incompatibility between those 
postulates and what one considers significant. But that could be made clear 
only by careful exposition of the bases of systematic enquiry. Similarly, an 
evaluation of the achievements of behaviorism to date would involve an 
understanding and (for purposes of the evaluation) an acceptance of the 
behavioristic postulates; and thence a survey of the results of such an 
acceptance on the part of purposeful investigators. Neither of these major 
issues can be clarified by mere polemic, even if good-humoured, such as 
characterizes Roback’s treatise. 

W. Line, Pu. D., 
University of Toronto. 
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EMOTIONAL HyGIEN \ Camilla M. 
Anderson, M.D. (1 tt ( 
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rather than judging.” 

N é 


Basic PROBLEMS OF 
(Copenhagen: Levin & 


The current writings variegated that 
it is necessary when looking at w pul tion, t rtain first the view- 
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what wider. The author states (page 11), “I therefore decided to widen 
my scope, to try to give at the same time an account of all the more impor- 
tant present day aspects of the criminality problem.” 

At the outset (chapter 2) the author points out the inadequacy of con- 
temporary legal tests for criminal responsibility. These tests tend to be 
tests of intellectual capacity. Their weakness lies in their failure to mea- 
sure emotional deviations which are so often the most striking feature of 
the mental illness. 

Several chapters are devoted to “imputability,” or legal responsibility for 
crime. The author does not shrink from a thorough exposition of fallacies 
of the doctrine of free will. He is clearly of the opinion that a scientific treat- 
ment of criminals must assume a psychological determinism. A great deal 
of space is occupied by this kind of philosophic speculation. Without de- 
tracting from the importance of a matter so fundamental, it is thought that 
some readers may be deterred by the abstruseness of these early chapters 
from reaching the many valuable observations based on the author’s own 
experience contained in the latter part of the book. 

Professor Kinberg advocates the adaptation of punishment to the indi- 
vidual nature of each criminal (chapter 5). In most jurisdictions the penalty 
is based upon the nature of the crime. The idea of adapting the penalty 
to the nature of the criminal, particularly to his dangerousness, is a revolu- 
tionary departure from tradition. In many jurisdictions the safeguards in 
the criminal law represent a long struggle against an authoritarian regime 
and are properly regarded as a valued safeguard of the individual against 
oppression or tyranny. The surrender of such safeguards is one of the chief 
objections to the plan propounded by the author. In Crime and Justice, 
Professor Sheldon Glueck has advocated this same plan and has consid- 
ered in detail many of the difficulties which would arise in working out 
such an innovation. 

In the part of the book dealing with causes of crime (chapter 8) there is 
an interesting summary of the available methods of determining the causes. 
The author sees a difference between the European and American attitudes 
towards criminological research, (page 167),—‘“One might perhaps venture 
the assertion that the tendency of European criminology is rather towards the 
individual, endogenous theory of criminality, while Northern American 
criminologists are more inclined to see its chief causes in social factors.” 
In the pages following this quotation, is an explanation of the tendency of 
European criminologists to look for the causes of criminality chiefly in 
individual traits of criminals and the inclination of Amercan criminologists 
to see them chiefly in factors of environments. Consideration is give to 
the relative importance of inherent and environmental factors in the pro- 
duction of criminal behavior. The author has this to say of the “born 
criminal” (page 217), “Every practical criminologist knows that there are 
individuals in whom the natural tendency to asocial or anti-social acts is so 
strong that—whatever the environment in which they find themselves—they 
will always commit crime. This type of criminal is by Lombroso called 
rei natt, “born criminals.” 


Dp 
inent 
Ac- 
oO 
aged 
ties 
te is 
lity 
ties 
irses 
ang 
rn 
hat 
tnat 
I, 
LOg 
} 
the 
me- 


252 K REVIEWS [July 

Evidence is furnished that mam) ( minals are tried and sentenced 
without any recognition of the mental rder. 7 lata gathered by the 
author at the Forensic Psy tric Cl e Central Prison in Stock- 
holm offers substantial rt for | tention. It is estimated that of 
238 prisoners who had ri the full tence, at least 30.5 per cent should 
have been declared exempt 1 their tence red 1. More striking, 
however, than the statist t ted. It is truly remarkable to 
read some of these cas¢ t s and to 1 the mat degree of insanity 
which could exist without attracting at nt t or attention in a criminal 
court. Imposing a tern ni f an insane prisoner 
is not only an injustice t ndividual, but what 1 n more important 
when the sentence is se! l liberat t rd to his future 


dangerousness to societ 


What can be done to 1 t] tuat Phe thor states (page 
374), “The proposal for t gatory exal t rtain accused per- 
sons, even as comprehe s that gest : now out of date. 
It is now perfectly clear that t 1 for a ment mination of every 
accused person can no | ed ll find in chapter 
II an account of what ! n t ld me European 
countries and in the | 

In this connection it terest to re that 304 Fortunately, 
a Central Criminological Ar ve V ta t 1 St Im Forensic 
Psychiatric Clinic in 193 rivate initiative and wit nancial assistance 
from the Rockefeller Fou llectior orts of all cases 
in the country where ment nation the pt been ordered. 
This material will be s t and pi I tatistical use in order 
to serve scientific and p1 

Basic Problems of Cr an authoritativ nd ng volume, 
filled with careful criticis: xisting procedure and su tion for reform. 
The views expressed are a ternational the problem of crime. The lan- 
guage is somewhat stilt uy u of iteral translation, 
and the addition of an i uld be useful re superficial mat- 
ters; the substance is 
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Toronto. 
THE AMERICAN JOURNA $0 GY Special (Chicago: Uni- 
versity of Chicago P1 

This journal, which | I t ts 44th f publication, de- 
votes the final issue of the pr to a sym] m upon “The Rela- 
tion between the Individua t rouy [here are presented 12 con- 
tributions by leaders in the fields of psychiatry, psychology, sociology, cul- 
tural anthropology, and th posiun international in character 

The problem posed is ba to all the social scie: ind the editors 
express the hope that | g together in tl way the viewpoints 
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of representatives of the separate disciplines something may be accomplished 
toward reconciling prevailing diversity of opinion. 

Contributors to the symposium are: Florian Znaniecki of the University of 
Posznan, who discusses “Social Groups as Products of Participating Individ- 
uals.” He points out that the objects of study are not individuals or social 
groups as such, but rather the data of human experience which, expressive 
of the group, are cultural products with definite historical patterns. Maurice 
Halbwachs, professor of sociology of the University of Paris: “Individual 
Consciousness and the Collective Mind,” exemplifying the relations between 
the individual and collective consciousness on the basis of Durkheim’s teach- 
ing. William E. Blatz of the University of Toronto: “The Individual and 
the Group” describes researches in social behavior by means of observa- 
tion of the Dionne quintuplets. John E. Anderson of the University of 
Minnesota: “The Development of Social Behavior.” In this contribution 
studies in child development reported in the literature are summarized under 
the headings (1) Social organization, (2) Social attachments, (3) Motiva- 
tion within the group, (4) Differentiation of functions within the group. 
J. F. Brown of the University of Kansas: “Individual Group and Social 
Field.” The author presents the theory of the “social field’ as a. corrective 
of the misleading antithesis between the individual and the group. Kurt 
Lewin of the University of Iowa: ‘Field Therapy and Experiment in Social 
Psychology.” The field theory is further elaborated to demonstrate the 
interdependence of physiological, psychological and sociological data in deter- 
mining social behavior. Floyd H. Allport of Syracuse University: “Rule 
and Custom as Individual Variations of Behavior Distributed upon a Con- 
tinuum of Conformity.” The author attempts to replace such vague con- 
cepts as folkways by more precise methods of estimating the degrees of 
conformity of individuals in interpreting social behavior. Thomas M. 
French of the Chicago Institute for Psychoanalysis: “Social Conflict and 
Psychic Conflict.” An analogy is drawn between individual psychic con- 
flict and social conflict as reflected in mass delusion and phobia. Harry 
Stack Sullivan of the William Alanson White Psychiatric Foundation: “A 
Note on formulating the Relationship of Individual and the Group.” The 
author points out that since human life is expressed in such large part in 
interpersonal processes, these rather than the person as an isolated individual 
are fundamental to the study of human behavior. Bronislaw Malinowski 
of the London School of Economics: “The Group and the Individual in 
Functional Analysis.” In evaluating the impingement of culture upon the 
individual the former must be analyzed in terms of its institutions, such as 
the economic, educational and political aspects of the social pattern all of 
which contribute to the conditioning of the individual. Lewis Wirth of 
the University of Chicago: “Social Interaction: The Problem of the Indi- 
vidual and the Group.” In this closing contribution the Chicago sociologist 
reviews the papers constituting the symposium, and indicates the necessity 
of a closer rapprochement of the several disciplines dealing, each in its own 
way, and by its own techniques with the problem of human behavior in its 
group relationship. 
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CORTICAL SPREAD OF EPILEPTIC DISCHARGE AND 
THE CONDITIONING EFFECT OF HABITUAL 
SEIZURES.* 


By WILDER PENFIELD ann EDWIN BOLDREY, Monrreat. 


\. Review of cortical localization of simple somatic motor and sensory 
representation. 

B. Atypical responses in selected cases. 

C. Localization of initial phenomenon in epileptic discharge. 

Discussion. 

E. Conclusions. 


The cerebral cortex of the epileptic patient ordinarily gives 
elaborate response to electrical stimulation but there occur at times 
marked fluctuations of stimulability varying from a completely 
refractory state to marked activation and hyperstimulability. At 
times there may be responses at a great distance from the accepted 
cortical representation. This paper contains the most atypical cases 
of stimulation of the epileptic cortex set aside over a period of years 
to await analysis. We believe that these bizarre results may now 
cast light upon the mechanism of spread during an epileptic seizure 
and perhaps upon the nature of cortical conditioning. 

The present study includes the analysis of 200 craniotomies in 
165 of which the cortical stimulation was satisfactory. The patients 
were operated upon under local anesthesia and during the opera- 
tion a report of the nature of each positive response was dictated. 
Small numbered or lettered tickets were dropped upon the surface 
of the brain to mark the site of the positive responses. Photographs 
were made at operation to give accurate detail. Furthermore, before 
the tickets were removed the operator copied their position on a 
standard chart such as is shown in Fig. 2. 

In most of these cases the diagnosis was focal epilepsy. The clin- 
ical results of such operations up to the year 1935 have already been 
published completely ( Penfield 1936) and will not be discussed here. 


* Read before the ninety-fourth annual meeting of The American Psy- 
chiatric Association, San Francisco, Cal., June 6-10, 1938. 

From the Montreal Neurological Institute, and Department of Neurology 
and Neurosurgery, McGill University, Montreal. 
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( B. AtypicAL RESPONSES IN SELECTED CASES. 

From this series of craniotomies certain unusual cases have been 
tex selected and will be described below. Each of these unusual cases 
— has been rechecked and when doubt has arisen as to accuracy of 
cli i = 
and record the case has been eliminated. 
one 

Fic. 2 Movement of hand, arm and shoulder (from Penfield and Boldrey, 1937). 

e to 
Phe 
ndo 
nses 
that MevEMENT Lower 
and UP 
able F 3 Movement and sensation of the mouth (from Penfield and Boldrey, 1937). 
the 
CasE 1. Large Cerebral Lesion, Displacement of Aura by Facilitation.— 


J. H. A young man aged 29 had had hemiparesis of arm and leg from a birth 
ischemia (Fig. 4). A large cyst had replaced cerebral tissue along the upper 
side of the fissure of Sylvius. Evidently a small portion of the lower end of 
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Case 2. Motor Paralysis, Sensory Distant Response —A. M. This pa- 


tient suffered from left-sided Jacksonian seizures. During the period of in- 


vestigation an unusually severe seizure left her paralysed in the left arm and 
leg. After this paralysis had continued for eleven days, osteoplastic craniotomy 


and exploration were carried out. No objective lesion of the brain was found. 
Her course in the years that have followed bears out the diagnosis of idio- 
| athic ¢ pile psy. 

\s is stated in the legend that accompanies Fig. 6, stimulation produced 
110 motor response except in the face at point 1. Sensory response did occur 


but only when a strong stimulation of from 9-10 milliamperes galvanic current 


It Case 2 [witching of right side of mouth 10 m.a. (m.a.=milliamperes). 

Fingling of R. hand ) m.a 3—Same as 2. 4—Tingling of R. hand and tongue 

m s—Same as 4, but side of tongue. 6—‘‘Pins and needles” felt in right side of 
body 9 m.a. A Tingling in right thigh. Faradic stimulus. B—‘‘Pins and needles’’ in 

ht sl let rm and hand. Faradic stimulation. 

Note that int 1 is the only motor response in this patient. 


was used. There was some tendency to distant response of cortical sensation ; 


for example stimulation at 6 (Fig. 6) produced sensation in the right side of 
the body when a galvanic 9 m. a. current was used and stimulation at A and 
B also produced sensory response but no motor phenomena. 

To summarize, this is an example of true motor paralysis, not a state re- 
fractory to electrical stimulation. Moreover this sensory response from a 
distance may be due to spread of the current which was comparatively strong 
and not to a vagary of neuronal conduction as in the subsequent cases. 

Case 3. Motor Refractory State, Sensory Activation, Sensory Distant 
Response—W. O. This patient had an arteriovenous aneurysm within the 
substance of the left frontal lobe (Fig. 7), and an underlying cyst also within 
that lobe. He complained only of epileptiform seizures which consisted of 
sudden inability to speak followed by turning of head and eyes to the right 
and convulsive movements of the right arm and leg. There were no abnormal 
neurological findings and the two arms were equal in strength. 
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AMERICAN JOURNAL OF PSYCHIATRY, Vol. 96, No. 2. PLATE 12. 


Fro. 4.—Case 1. Operative photograph. FT ocal destruction of brain by 
occlusion of middle cerebral artery either natal or prenatal Letter tickets 
placed on brain after each positive stimulation correspond with those in 


lig. 5 and are explained in that legend 


iG. 7 Casé 3 The left frontal lobe at operation showing arteriovenous 
aneurysm The tickets of stimulation correspond with those in Fig. 8. 
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was invariably responsive to a weak stimulation* and there were extra- 
ordinary distant sensory responses. Every response in Fig. 8 except those 
numbers in circles consisted in “an electric shock” in the right arm or right 
arm and hand. At 4, 6 and 7 he reported other sensations but he added that 
there was also sensation in the right arm. 

No attack was produced and no effort was made to produce one. Stimu- 
lation at 10, however, caused arrest of speech as in a typical attack and after 
hesitation the patient said he felt as though he were going to have an attack. 
The arm sensation, however, was not considered by him to be a part of his 
seizures. This was evidently therefore a true sensory response produced by 
stimulation at a great distance. Care was taken to check the truth of his 
reports. Points 16 and 17 were restimulated silently and with no warning 
but he reported the same sensation as soon as the electrode was applied. 

After a series of stimulations (12, 13, 14) which resulted in arm sensa- 
tion in each of which he was warned at the time of stimulation by the word 
“now,” he was told that he would be stimulated again but no stmiulus was 
applied. At the word “now” he said “I did not feel hardly anything, just a 
small electric shock down my right arm.” This response is of psychological 
interest whether true or false. If he really felt it, this was an example of rapid 
conditioning to an auditory stimulus. 

Stimulation well down in the longitudinal fissure at 18 produced the sensa- 
tion of shock in the right leg although the location of stimulation was well 
precentral. 

This distant stimulation presumably had its effect upon the postcentral 
gyrus by neuronal conduction along connecting nervous pathways. The only 
alternative to this explanation would seem to be spread of current across the 
brain to that gyrus. This seems unlikely for two reasons: First that the 
current was so near the threshold value that decreasing it from 28 to 32 had 
abolished the response even when the postcentral gyrus was stimulated di- 
rectly ; and secondly, stimulation of the precentral gyrus immediately anterior 
to the sensory arm area produced no response, either motor or sensory. 
The postcentral gyrus was hypersensitive. Both arm and leg sensations 
were produced by distant stimulation. These are the parts of the postcentral 
gyrus nearest the aneurysmal lesion. There seemed to be no hypersensitivity 
of the face area below but stimulation here produced arm sensation as well 
as the anticipated face sensation. The precentral gyrus seemed to be less re- 
sponsive than normal to electrical stimulation and yet the patient had what 
was believed to be normal control of his extremities and normal deep reflexes. 
He had had no recent seizure. 

Although the arteriovenous aneurysm was removed successfully “en bloc,” 
as shown by the broken line in Fig. 8, the seizures continued. Consequently 
a second operation was carried out upon this patient eleven months later 
to remove a small nubbin of scarred tissue which had been left adjacent to 


* 28 on this thyratron stimulator, an instrument which was described by 
Schmitt and Schmitt, Science, New Series, 76, 328, 1932 is quite weak, often 
failing to give any response in the normal human cortex. 
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the neoplasm did not produce any paralysis either before or after operation. 
\t the same time a strange displacement of eyelid response occurred from the 
lower precentral position where it belonged up and down the Rolandic fissure. 
At one point brows were raised; at another lids were closed; at another there 
was blinking, and these results were rechecked with no warning. 

Reference to Fig. 1 shows how many detailed responses one might have 
expected. For point “A” galvanic current was used and for the others faradic 
current. Perhaps the refractory state of all but eyelid and eyebrow movement 
caused the operator to use stronger currents than usual which spread across 
the refractory areas to reach the one responsive element. 

\ny effect that phenobarbital may have had would be expected to influence 
the eyelid movement as much as other elements. Also nearly every patient 
in the series of 200 was an habitual user of phenobarbital with no consistent 


Case 5. Meningocerebral cicatrix anterior to dotted line. Thyratron at 24: 
\——-Swallowing. B—Swallowing and lips to left. C—Closure of mouth and pulling of 
mouth to left. D—Closure of left eye (right not seen) and turning of eye to right. 
E—Clonic movement of mouth to left and down, also swallowing. F—Flexion of thumb 
ind wrist. G—Mouth closed and drawn to left. Thyratron at 14: 1—Mouth movement. 


depression of stimulability. There seems to be no adequate cause for the re- 
fractory state of the motor and sensory cortex unless the epileptic motor 
cortex does pass through a stage in which it is resistant to electrical stimu- 
lation but responds normally to volitional impulse. 


Case 5. Sensorimotor Refractory State, Isolated Activation—S. E. This 
young man, aged 34 years, had been kicked in the head by a horse at the age 
of twelve. He was unconscious for from 12-18 hours. The only immediate 
sequelz observed were dimness of vision in the right eye and a poor memory. 
At the age of 14 epileptiform attacks made their appearance. 

Upon admission to our service the attacks were habitually ushered in by a 
“queer feeling.’ The patient’s eyes then turned to the right and the mouth 
was drawn to the left. The whole body followed to the left, the feet remain- 
ing fixed. A generalized convulsion of a few minutes’ duration followed. 

An osteoplastic craniotomy was carried out under local anesthesia and a 
scarred area of right frontal lobe was removed. While the bone flap was 
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The surprising finding in this case was that with the same stimulation 
strength (thyratron 16) the arm sensory aura could be obtained well anterior 


to the Rolandic convolutions. Both W and 17 (see Fig. 11) gave arm move- 
ment. But anterior to this at N, B, L and even P arm sensation was produced 
without movement. All of these points except P were verifiable by restimula- 
tion after an interval of time. 

In the area of focal atrophy about point 24 the arm aura could be produced 
at a number of points but not more strongly than when the anterior points 
upon the frontal lobe were stimulated. Because the rest of the brain appeared 
normal and because of its location the atrophic area was considered to be the 


epileptogenic focus and was radically removed. This has resulted in freedom 
from attacks during the months that have followed operation. 


Fr 2. A—Sensation in third and fourth fingers left side. 
B—( . C—Patient said “third and fourth fingers jumped.”’ 
13 W—Same. Y—Sensation in tongue. 1—Sensation in 
tong grimace and grunt. H—-Numbness in second and third 

ge same result. Repeated again with no warning—same 

. ated again with no warning—verified again. J—Sensa- 

tepeated after an interval—no response. Repeated after 

-laimed ‘‘Something funny in my stomach.” 16—‘‘Pecu- 

ul in pi Repeated twice—same result and quivering seen in 

lor wall. Patient said it was not like an attack. 18—Abdominal contraction more 
ke let 

[This is an example of aura response from a distance in the presence of a 


normally responsive sensorimotor cortex. 


Case 7.—Distant Response of Sensory Aura.—E. C. A woman of 43 com- 
plained of convulsive seizures thought to be due to a severe head injury at 
7 years. The patient suffered from focal seizures characterized by a sensory 
aura in the epigastrium which might spread to tingling in left hand. Occasion- 
ally a generalized seizure resulted. In the operative exploration no lesion 
was found. 

Many detailed responses were recorded as indicated by the tickets in Fig. 
12 but the majority are omitted in Fig. 13 to avoid confusion. The unusual 
feature of this record was that stimulation at H (lower frontal lobe, Figs. 12 
and 13) produced numbness in the fingers of the opposite hand just as stimu- 
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spontaneous seizures a more distant discharge of nervous tissue occurred 
which was followed by, or associated with, neuronal conduction to the post- 
central hand area. 

CASE In ymplete Sensorimotor Refra¢ tory State, Distant Response, Ept- 


> 


leptic Spread.—N. B. A boy of 18 suffered from convulsive attacks ushered 
in by an epigastric aura. What he described as a feeling of disgust occurred 
beneath the xiphoid and rose slowly to the midsternum after which clonic 
generalized convulsion might occur beginning with movements in the right 
hand. 

otted line in Fig. 15 indicates an area of atrophied convolutions from 
which both aura and convulsive seizure could be produced (see legend of 


Fig. 15). This area lay posterior and adjacent to the postcentral convolution 


4.—Case 8. Dotted line surrounds area of abnormal brain. 

G nic stimulatior 1—Red lights before both eyes 6 m.a. 2—Sensation in left hand 
‘like w have attack”’ 5.5 m.a. 3—‘‘Felt as though I was taking a turn” 6 m.a. 
This was f ved by recurring sensations in her hand like an attack. 4—Left hand went 

sleet 5 ‘SI g in left hand and n’’ 7.5 m.a. 

Fa stimulation: 6—Felt as though she were to have an attack—-sensation in 
left hand ‘*A whole lot of colors’’—said to be se in left eye. 8—Shook left hand 

luntarily and said hand and arm had gone to sleey 

d yet w it was stimulated it communicated exclusively with one very 

nent that far the rich id the chest. Thi menry ares 

Mali St vy area—that tor the right side of the chest. his sensory area 
ay in the postcentral gyrus probably deep in the fissure between the large 

area for sensation of the upper extremity below and that for the lower ex- 


remity above (see trunk in the sensory sequence in Fig. 1). The direction of 
discharge would seem to be that indicated by the line of arrows in Fig. 15. 

Galvanic stimulation was used pre- and postcentrally but no response at all 
occurred at the lower end of the Rolandic region. Jaw and mouth movements 
were produced unexpectedly high and hand movements as well. It is obvious 
that the postcentral gyrus on the morning of operation had a higher threshold 
for direct stimulation than the precentral gyrus except for the sensory chest 
area. This was in contrast to the findings in case 3 where the precentral gyrus 


lepressed and the postcentral more sensitive, the lesion being frontal. 
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C, LOCALIZATION OF INITIAL PHENOMENON IN EPILEPTIC 
DISCHARGE. 


Does the existence of distant response in the epileptic cortex 
mean that seizures involving one area may be produced by distant 
electrical stimulation? To answer this question we have placed 
together those seizures which began with movement of an upper 
extremity in one group, movement of the face in another, and so 
on. We have then selected certain of the groups containing the 
largest number of examples for study. For each group the stimu- 
lation points were placed upon one brain chart. 

The analysis of each attack pattern is not always easy. For ex- 
ample, hand movement may be the first objective evidence of an 
attack. But if the movement was preceded by evidence of a dream 
or of loss of consciousness then this attack does not belong with 
the group in which hand movement was the first phenomenon. To 
illustrate this a few cases are described below in which the nature 
of initial manifestation was open to discussion. 

These induced seizures are not all identical with the habitual 
attack from which the individual suffered. Some are what one 
might call physiological fits in which case they most often occur 
from stimulation of the Rolandic convolutions. 

1. Beginning with Upper Extremity Movement.—In Fig. 16 the 
induced attacks which began with movement of one upper extremity 
are grouped together, the site of stimulation in each case being 
recorded. 

Point 117 (Fig. 16) should not be included here as loss of con- 
sciousness seems to have preceded the movement. But it may be 
examined as an example of the analysis required to establish each 
point. The first objective evidence of seizure was inward rota- 
tion of contralateral hand followed or associated with turning of 
head to the ipsilateral side and a bewildered expression of the face. 
This was followed by convulsive movement of the contralateral 
arm, of the eyelids and by puckering of the mouth. The patient 
responded to questions only 15 seconds after cessation of move- 
ments and then he knew nothing of the attack. Because of his not 
remembering any movement it seems possible that the initial re- 
sponse was unconsciousness and not hand movement and the seizure 
is therefore eliminated. 
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attacks beginning with mouth and throat movement are more fre- 
quent (Fig. 18). They fall, for the most part, in the expected re- 
gion as may be seen when Fig. 18 is compared with Fig. 3 which 
lists the non-epileptic motor and sensory responses for the mouth. 


Stimulation points for seizures beginning with sensation in one upper extremity. 


FI 8.—Stimulation points producing seizures which began with movements of mouth and 
throat. For explanation of elimination of points 150 and 137 see text. 


There were only two examples of induced attacks beginning with 
face sensation alone and consequently no chart is made. 

Point 150 from Fig. 18 must be excluded when the case is ex- 
amined closely. It is from a case in which an habitual attack was 
started at this point next to an epileptogenic focus. The first move- 
ment was swallowing; the patient then said he felt nauseated ; his 
pupils dilated, then contracted and his eyes turned in tonic manner 


\fter 
This 
con 
< 
“OSS 
) 
J 
3 
( \ 
\ 
te 7 / 


272 CORTICAL SPREAD OF EPILEPTIC DI ARGI | Sept. 
to the opposite side Obviously this 
swallowing was an expressio1 his feeling of nausea and not a 
true motor movement 

Point 137 likewise this point was 
stimulated the patient opened his mouth as though startled but there 
were no clonic movements. The face movement seemed more an 
evidence of mental change tha: ( ilsive 1 ment. The cere- 
bral pulsation was changed in a manner whicl wed that a true 
seizure had occurred 
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The points 155-D in Fig. 19 represent difficulty of speech. These 
two attacks began in tl vay without any forced vocalization. In 
ability to speak has often been a non-convulsive response to stimu 
lation occurring in widely separated parts of the cerebral cortex in 


which cases it was not llowed by seizurt 


D. GENERAL DISCUSSION 


Much of the explanation which follows must be considered hypo- 
thetical but the material presented has been factual and he who 
reads may also reason. 

1. Point of Origin of Induced Seizures—When all examples are 
carefully analysed as in section C above it is seen that electrically 
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w 


produced fits which begin with motor or sensory manifestation have 
their stimulation points in or near the corresponding motor or 
sensory zones of the cortex. 

The distant-motor or distant-sensory responses which have been 
described above do not usher in epileptic seizures. These distant- 
responses are evidently produced by marked lowering of the stimu- 
lation threshold for certain elements in the Rolandic cortex as- 
sociated with connecting neurone links ready to conduct toward 
that area. 

2. Activation.* In the cortex of the epileptic it is usually found 
that great detail may be elicited by stimulation of pre- and post- 
central gyrus particularly if it has been habitually involved in epi- 
leptic discharge. Furthermore areas of brain, such as the temporal 
lobe, ordinarily silent on stimulation may give responses if these 
areas have been the seat of an habitual epileptic discharge. 

On the other hand the response of the epileptic cortex may be 
more complicated and may reveal elements of stored experience, 
as for example the little girl (Penfield 1938) in whom a harrowing 
memory of a man who frightened her could be produced at will by 
stimulation in the supramarginal region. That part of her cortex 
had been conditioned by the original experience associated with 
fright. That is to say the experience was recorded in a pattern 
of neuronal connections. The conditioning process was then rein- 
forced by subsequent nightmares in which the same man appeared 
to frighten her. Later on, epileptiform seizures made their appear- 
ance because of an early subdural hematoma in the region where 
the above neurone pattern had been established. The epileptic dis- 
charge followed that pre-established pattern of neurone connections. 
The result was that in her aura the man appeared again behind her 
and she was terrified. If the seizure went further one-sided con- 
vulsive movements appeared and spread to both sides, followed at 
times by a transient hemiplegia. 

Activation and conditioning of the cortex in one sense would 
seem to be identical processes. Thus activation may render accessi- 
ble to the electrode the evidence of innate function present in all 
normal brains or it may reveal the acquired experience peculiar to 
one individual. 


* Much of the evidence on activation may be found in Penfield (1938) and 
Penfield and Boldrey (1937) 
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early in his habitual seizures could not be elicited, but hand sensa- 
tion was hyperstimulable and it gave distant response far over the 
frontal lobe. Associated with this there was a marked refractory 
state of all motor elements. Even in the postcentral gyrus hand 
sensation responses spread over a wide extent of the gyrus where 
other sensory responses would normally be expected. 

Such distant response might in some cases be considered as a 
result of the refractory state of other elements inasmuch as a 
stronger stimulating current might be used. This was true in case 
2 where motor hemiplegia existed. It was also true in case 4, but 
usually the distant responses were elicited with weak stimuli. 

5. Distant Response, Aura.—This may also be associated with 
a refractory state of other elements as in case 8, or it may exist in 
the presence of other well activated responses as in cases 6 and 7. 
Distant response of an epileptic aura may occur widely with little 
reference to the epileptogenic focus as in case 6, but it is found more 
frequently in the neighborhood of the lesion, and between it and 
the proper representation in the Rolandic cortex, as in cases 8 and g. 
Occasionally distant displacement of an aura occurs with no inter- 
vening responses and no obvious explanation, as in case 7. 

A sensory aura may give responses much more distantly than a 
motor aura (if an initial motor response may be called aura). But 
there are some few examples of the latter at moderate distances, for 
example the eyelid movements produced at a distance at points L, 
D and M in case 1 (Fig. 5). 

6. Fluctuation of Stimulability—We are dealing in this paper 
with the exceptional cases. As a rule the epileptic cortex is easily 
stimulable and the responses occur where expected. We have as- 
sumed that the irregularities of responsiveness, the refractory state, 
the activation, the hyperstimulability and the reciprocal arrange- 
ments of these phases are peculiar to the epileptic’s cerebral cortex 
and are a result, or a part, of the epileptic process. 

We make this assumption not on the basis of an equal number of 
explorations of normal individuals, (such a thing is obviously im- 
possible) but on the basis of the regularity of response to stimula- 
tion of the subhuman mammalian cortex. Furthermore we have 
occasionally stimulated a non-epileptic human cortex to determine 
how wide neoplastic removal may be made without damaging the 
Rolandic convolutions, and these have shown none of the irregular 
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7. Electrical Stimulation and Epileptic Seizures—li one stimu- 
lates briefly an area of precentral convolution a simple motor re- 
sponse may occur. If one stimulates the same spot with the same 
current for a longer period there may result a seizure which is to 
say that the convulsive movement continues and may spread after 
the withdrawal of the electrode. Therefore, whether or not a con- 
tinuing local discharge occurs depends upon the strength of stimu- 
lation of that local collection of ganglion cells and upon the dura- 
tion of stimulation. 

There is in the brain of many, perhaps all, epileptics a focus 
where proper electrical stimulation would reproduce a seizure which 
is identical with the seizures from which that unfortunate individual 
suffers. The spontaneous and the induced seizures are identical 
objectively and, what is more significant, identical in the patient’s 
own experience, provided of course that there is no initial loss of 
consciousness. The point for such stimulation cannot always be 
found for it may lie beyond the reach of the exploring surgeon or 
the point in question may be temporarily refractory. Furthermore 
the proper type of stimulating current has not yet been devised for 
certain areas such as the frontal pole. 

Electrical stimulation of the Rolandic gyri, short of producing a 
seizure, reproduces a movement or sensation which is identical 
with the convulsive movement or sensation of that part. That is, 
such movements are never adroit or purposeful and such sensations 
are never similar in quality to ordinary sensations.* Electrical 
stimulation, however strong, either produces no obvious effect at 
all or it seems to result in the undiscriminating discharge of the 
ganglion cells stimulated. That discharge is doubtless for the mo- 
ment complete. 

It is fair to reason therefore that in an epileptic seizure, as Jack- 
son surmised long ago, there is violent discharge of nerve cells and 
that they are the same nerve cells discharging in the same way as 
though the cause of discharge were an electrode instead of that 
enigmatic stimulating influence that exists in the vicinity of an epi- 
leptogenic focus. 


* An exception must be made here. When cortical stimulation produces a 
sensation of movement in a part, the sensation does seem to be a normal 
experience. 
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not become generalized in the brain even when the body is com- 
pletely convulsed. 

It seems to be a general principle that the discharging state mi- 
grates from any particular point upon the cortex toward the Ro- 


landic gyri. It seems in general to be “downhill” toward this area 
of the cortex and hence seizures of diverse character, if they pro- 
gress at all, end with the same gross convulsive movements of body 
and extremities. Thus an attack which begins at a focus in the 
parietal lobe does not spread backward into the occipital lobe but 
forward toward the central fissure. 

Granting therefore that the disturbance is most apt to move to- 
ward the central fissure it seems hardly possible that the disturbance 
moves across the brain as an all-discharging wave including all 
centers on the way because of the complicated and somewhat dis- 
criminating pattern of some seizures. Certain examples may be in- 
troduced into the argument at this point. 

In case 8 there was marked activation of the postcentral repre- 
sentation of hand sensation and the rest of the Rolandic convolu- 
tion that could be reached for stimulation, was refractory. Hand 
sensation was produced by stimulation at points 4, 5 and 8 on the 
postcentral gyrus (Fig. 14) and at a distance it was produced by 
stimulating in the vicinity of her lesion at 2, 3 and 6. But when 2, 
3 and 6 were stimulated there was an additional phenomenon. She 
said she thought she was going to have an attack and then added 
that there was sensation in her hand. These latter stimulations pro- 
duced distant response of hand sensation but evidently there was 
also a local primary process set up which produced the aura of her 
habitual seizure. 

Therefore it seems likely that her spontaneous seizures began 
by a discharge in the vicinity of the lesion. The spread of this 
discharge then occurred along a neuronal pathway to the postcentral 
hand area. If this bombardment of hand area was sufficiently in- 
tense she had a spreading Jacksonian seizure. If it was less intense 
she had only an aura without sequel. 

If such selective conduction occurs in the epileptic state the 
line of conduction must be established by a conditioning process 
which may be reinforced by each succeeding epileptic discharge. 
In complicated seizures the attack often evolves slowly and de- 
liberately. There are not infrequently familiar scenes or people in 
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ganglionic collections are fired in an advancing series, each collec- 


1 being set off only after neuronal bombardment of sufficient in- 


tensity and duration from other cell collections already discharging. 


BIBLIOGRAPHY. 


wn, T. Graham: 1915A. Studies in the physiology of the nervous system. 


22: on the phenomenon of facilitation. 1: Its occurrence in reactions 
induced by stimulation of the “motor” cortex of the cerebrum in monkeys. 
Quart. Jour. Exp. Physiol., 9: 81. 


wn, T. Graham: 1915B. Studies in the physiology of the nervous system. 


23: on the phenomenon of facilitation. 2: Its occurrence in response 
subliminal cortical stimuli in monkeys. Quart. Jour. Exp. Physiol., 


to 


9g: 101. 


wn, T. Graham, and Sherrington, C. S.: 1912. On the instability of a 
B: 


: 250. 


cortical point. Proc. Roy. Soc., 85 


inbaum, A. S. F., and Sherrington, C. S.: 1901. Observations on physi- 


ogy of the cerebral cortex of some of the higher apes. Proc. Roy. Soc. 
of London. 69: 206. 


Grinbaum, A. S. F., and Sherrington, C. S.: 1903. Observations on physi- 
ology of the cerebral cortex of anthropoid apes. Proc. Roy. Soc. of 
London, 72: 152. 

Penfield, W.: 1936. Epilepsy and surgical therapy. Arch. Neurol. and 
Psychiat., 36: 440. 

Penfield, W.: 1937. Circulation of the epileptic brain. Assn. Res. Nerv. and 
Ment. Dis., Proc., Vol. 18. 

Pe 


nfield, W., and Boldrey, E.: 1037. Somatic motor and sensory representa- 


+; 


n in the cerebral cortex of man as studied by electrical stimulation. 
Brain, 60: 3860. 


nfield, W., Santha, K. von, and Cipriani, A.: 1939. Cerebral blood flow 


ring induced epileptiform seizures in animals and man. J. Neurophysi- 


II, 257-267. 


/ 
W.: 1938. The cerebral cortex in man: 1. The cerebral cortex 
and consciousness. Arch. Neurol. and Psychiat., 40: 417. 


i 
Sept, 
omens 
OoOnse 
con 
} 
ahd 
1 
S Dut 
ry to 
17 
nally 
| 
1119 


} 


A STUDY OF ACCIDENTS IN A MENTAL HOSPITAL.* 


By C. A. BONNER, M.D., anp LOIS E. TAYLOR, M. D.,7{ 


Danvers State Hospital, Hathorne, Mass. 


Considerable progress has been made during the past few years 
in overcoming popular prejudice against mental hospitals. The 
publicity which follows any serious accidental injury to a patient 
must necessarily retard the development of a better understanding 
1e part of the public of the problems which the institutions 
are facing every day; and therefore a high accident rate may be 
largely responsible for the feeling of distrust which still prevails 
ie relatives of patients. Also some accidents, in addition 
to damaging the reputation of a hospital, involve considerable ex- 
penditure of time and money. 

The need for a detailed study of this problem may be illustrated 
by reviewing briefly two accidents which caused our hospital un- 
usual concern: 

The first of these mishaps befell a woman diagnosed as a case 
of involutional melancholia, a patient of five months’ residence 
and in a convalescent ward at the time of the accident. She fell ona 
polished floor and received a fracture of the left hip. Following 
this injury, her mental condition became much worse. Inasmuch 
as it was held to be the hospital's responsibility 1n this case, private 
quarters and special nursing care were provided for the patient 
during the ensuing year. There were also, at the expense of the 
ospital, medical and surgical consultations, one operation and 
numerous X-ray examinations. While convalescing from the frac 
ture she developed malignant hypertension and had several slight 
cerebral assaults with transient paralyses. She was taken home by 
her relatives for the Christmas holidays, and died there a week 
later of hypertension and left ventricular heart failure. Despite 
the evidence to the contrary, her relatives held the fracture respon- 
sible for her death. 


*A preliminary study covering a nine-month period was presented at the 
ninety-second annual meeting of The American Psychiatric Association, 
St. Louis, Mo., May 4-8, 1936. 


7 Present address: Belchertown State School, Belchertown, Mass. 
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RESULTS. 


The total number of accidents reported during the two-year 
period was 4755, of which all except 413 were trivial in effects. 
The resident population of Danvers State Hospital is usually 
about 2350 patients, with approximately 100 more women than 
men. The monthly average of accidents was 76 for the male and 
121 for the female patients. The number of accidents per patient 
per year was 1.08. 

Ages of Patients Suffering Mishaps.—In order to ascertain the 
comparative frequency of accidents at different periods of life, 
the patients were divided arbitrarily into age groups by decades. 


(See Fig. 1.) The graph shows for each age-group the number of 


TABLE I. 
AVERAGE NUMBER OF ACCIDENTS PER PATIENT IN EACH OF Four Groups. 


Average 


; : No. of Number of per 
Type of patient. accidents. patients. patient. 
Excited or deteriorated.............0. 2670 708 3.77 
931 598 1.55 


patients suffering accidents, in proportion to the usual number 
of corresponding age in the resident population. (On the assump- 
tion that the age distribution of the patient is reasonably constant 
from month to month and from year to year, the number of 
hospital patients in each decade was estimated at the time when the 
tabulations were made. ) 

It will be noted that the accident rate was highest among the 
youngest and the oldest patients—6.9 accidents per patient under 
20 years of age, and 3.8 accidents per patient among those up- 
wards of 80 years. These findings at the extremes of age might 
reasonably be expected, because the psychosis in these groups is 
usually on an organic rather than a functional basis. Also, the 
younger patients are perhaps more liable to accident on account 
of over-activity; and the aged ones because of inability to take 
care of themselves. 

Type of Patient—(Table 1.) To determine the comparative 
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rate was among the workers, 3.9 per patient. The group of ex- 
cited and deteriorated patients followed closely, with a rate of 
3.77 per patient ; this group was large in population and accounted 
for more than half the total number of accidents. The accident 
rate for the newly admitted patients was 1.55 per patient; and 
for the infirmary patients only 0.96 per patient. 

Hour of Occurrence of Accidents.—(Fig. 2.) The distribution 
of accidents throughout the day was ascertained by dividing the 
day into intervals of varying length according to the patients’ 
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Fic. 2—Average number of accidents per hour at different times of day. 


routine of living. The number of accidents occurring during each 
interval was divided by the number of hours in the interval, to 
determine the number of accidents per hour for that particular 
time-period. The graph shows a low and fairly constant average 
from 8.00 p. m. to 5.30 a. m., during which period the majority 
of the patients were asleep. The rise in the curve from 5.30 to 
11.30 is broken only by the drop during the breakfast hour. There 
is another drop at the dinner hour, followed by another rise which 
does not approach the high morning average. The highest point 
in the afternoon is from 1.00 to 2.30, following which there is a 
gradual decrease until bedtime. At each of the meal periods there 
is a notable decrease in accidents. This drop during the break- 
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nosebleed from being accidentally jostled against a wall which he 
was in the act of kissing. 

For male patients the largest proportion of altercations was 
among those in their twenties; whereas for the female patients it 
was in the thirties and forties. 

In nearly 300 of 1500 assaults by patients the injured patient 
was attacked with a weapon of some sort, most commonly a shoe 
held in the hand. It is noteworthy that the shoe was utilized by 
female patients in 129 instances, in contrast to only five among 
the male patients. Various other weapons were used in I14 in- 
stances by women and 45 by men. Thus the women held the 
preponderance not only of simple assaults, but also an overwhelm- 
ing majority of the assaults with a weapon. Other articles used 
as weapons by the ladies were brooms, dustpans, aluminum cups, 
dishes, broken glass, silverware, mop handles, basins, flowerpots, 
canes, chairs and beds. The gentlemen favored such objects as 
sticks, stones and shovels. Two of the unusual weapons used 
by men were a doll and the stem of a pipe. 

The majority of patients suffering from falls were over 50 
years old—8o per cent for men and 67 per cent for women. Ap- 
proximately 60 per cent of the total number of falls were the 
result of slipping on the floor in the wards or lavatories. In 
about 30 per cent of cases the patients fell out of bed. 

There were 56 suicidal attempts, 40 by women and 16 by men. 
Only three resulted in death. There were six lacerations requir- 
ing sutures, and one operation for removal of foreign bodies from 
the stomach; but the other 46 attempts resulted in no appreciable 
injury. Ten patients made repeated attempts and were responsible 
for 27 of the total number. About half the men made their at- 
tempts at mealtime when the ward was not so well supervised, 
whereas the women did not take advantage of this situation. The 
methods used by women and men show a marked difference. The 
female patients attempted suicide by tying torn bedding or bandages 
around their necks or cutting their wrists with scissors or pieces of 
broken glass. A few succeeded in taking some drug. One woman 
swallowed 20 pieces of bedspring and innumerable smaller objects 
such as common pins, safety pins and hairpins. She hoped to 
die following the operation which would be necessary, but her 
recovery was uneventful. Most of the men battered their heads 
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could be held directly responsible. This class includes falls, mis- 
haps incidental to patients’ occupation, epileptic seizures and 
similar unpredictable events. For another 37 per cent other patients 
were to blame, although of course not legally responsible. In 18 per 
cent of the cases, the injury was caused by the patient himself. 
Only 10 accidents (0.21 per cent of the 4755 cases) were known 
to have been caused by attendants. There were a few other cases, 
however, in which rough handling by an attendant was suspected 
although it could not be proven. 


TABLE IV. 


4755 ACCIDENTS CLASSIFIED ACCORDING TO PERSONAL RESPONSIBILITY IN 
APPROXIMATE PERCENTAGES. 


Persons 


responsible. Male. Female. Total. 


ANALYSIS OF SERIOUS ACCIDENTS. 


The number of accidents considered serious was 413, 8.7 per 
cent of the total number. In this group there were 177 male cases 
and 236 female cases. 

The number of fractures during the two years was 106, of which 
number 77 occurred in patients over 50 years of age. The principal 
causes of fractures were falls (51 cases) ; and personal violence 
on the part of other patients (34 cases). 

There were 251 lacerations which required sutures or skin clips, 
and the principal causes of these injuries were as follows: 
personal violence, 103 cases; falls, 41 cases; epileptic seizures, 
29 cases; and breaking glass, 24 cases. 

The names of patients who were responsible for more than one 
serious injury to others have been listed, and it has been found that 
13 male patients were responsible for two to six accidents each ; 
and that 18 female patients were responsible for two to four 
accidents each. 

Another list was prepared including all patients who suffered 
more than one serious injury. There were 13 men who experienced 
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all unnecessary noises were brought under control. Agitated and 
whining involutional cases should be segregated. 

4. When new buildings are constructed or when older ones are 
remodeled, floors of cork composition would be less hazardous 
than waxed floors of polished wood or slippery linoleum ; and they 
would be a factor also in reducing ward noises. 

5. In new buildings there should be a more liberal allowance 
of floor space, especially for lavatories and day quarters. Stairs 
should be eliminated as far as possible, preferably by constructing 
one-story buildings or at least by substituting ramps for stairs. 

6. All accessible glass should be safety glass, or else should 
be protected by wire screening. Radiators and other sources of heat 
should be covered or concealed. There should be a sufficient number 
of crib-beds for elderly and epileptic patients. 

Furnishing the patients with soft shoes having rubber soles 
and heels would reduce the efficacy of shoes as weapons, would 
diminish the danger of slipping on polished floors and would tend 
to reduce the ward noises. Simple rubber matting in the lavatories 
would be a factor in diminishing falls. 

8. Cleaning fluids should be kept carefully locked up when not 
in actual use; as should also any ward equipment which might 
make a convenient weapon, such as brooms and mop handles. 
Frequent searches should be made, preferably at irregular inter- 
vals, for any objects which patients may have secreted for use later 
as instruments for suicide, assault or escape. 

g. The exceptionally high accident rate per hour in the latter 
part of the forenoon indicated the need of closer supervision at 
this time. Inasmuch as the nurses and attendants are very busy 
with the routine housecleaning and the morning errands, it might 
be desirable to have an extra helper assigned to each ward for this 
limited period. 

10. Irritability resulting from fatigue and hunger might possibly 
be relieved by permitting the patients to sleep an hour later in the 
morning, thus shortening the interval between breakfast and dinner. 
Milk or other light nourishment between meals might serve to 
keep some of the disturbed patients in a more peaceable frame 
of mind. 


11. More careful attention to groups of patients who require 
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all unnecessary noises were brought under control. Agitated and 
whining involutional cases should be segregated. 

4. When new buildings are constructed or when older ones are 
remodeled, floors of cork composition would be less hazardous 
than waxed floors of polished wood or slippery linoleum ; and they 
would be a factor also in reducing ward noises. 

5. In new buildings there should be a more liberal allowance 
of floor space, especially for lavatories and day quarters. Stairs 
should be eliminated as far as possible, preferably by constructing 
one-story buildings or at least by substituting ramps for stairs. 

6. All accessible glass should be safety glass, or else should 
be protected by wire screening. Radiators and other sources of heat 
should be covered or concealed. There should be a sufficient number 
of crib-beds for elderly and epileptic patients. 

Furnishing the patients with soft shoes having rubber soles 
and heels would reduce the efficacy of shoes as weapons, would 
diminish the danger of slipping on polished floors and would tend 
to reduce the ward noises. Simple rubber matting in the lavatories 
would be a factor in diminishing falls. 

8. Cleaning fluids should be kept carefully locked up when not 
in actual use; as should also any ward equipment which might 
make a convenient weapon, such as brooms and mop handles. 
Frequent searches should be made, preferably at irregular inter- 
vals, for any objects which patients may have secreted for use later 
as instruments for suicide, assault or escape. 

g. The exceptionally high accident rate per hour in the latter 
part of the forenoon indicated the need of closer supervision at 
this time. Inasmuch as the nurses and attendants are very busy 
with the routine housecleaning and the morning errands, it might 
be desirable to have an extra helper assigned to each ward for this 
limited period. 

10. Irritability resulting from fatigue and hunger might possibly 
be relieved by permitting the patients to sleep an hour later in the 
morning, thus shortening the interval between breakfast and dinner. 
Milk or other light nourishment between meals might serve to 
keep some of the disturbed patients in a more peaceable frame 
of mind. 

11. More careful attention to groups of patients who require 
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The most common cause of accidents was personal violence on 
the part of some other patient. The most common weapon used by 
patients, especially female patients, was a shoe held in the hand. 
With or without a weapon, there were many more assaults re- 
ported among the women than among the men. 

The accidents include 56 suicidal attempts, three of which re- 
sulted in death. 

The accidents counted as serious number 413, or 8.7 per cent 
of the total number. These included 106 fractures and 251 lacera- 
tions which required closure by sutures. A detailed analysis was 
made of these serious accidents, especially with reference to their 
causes. 

This study offers definite indication that many accidents are 
directly traceable to over-crowding of wards, insufficiency of per- 
sonnel, and other environmental factors which are beyond the 
immediate control of any individual state hospital. However, with- 
out waiting for desirable changes which should be brought about 
gradually, we can offer recommendations concerning a few prac- 
tical measures which may be expected to lower the accident rate. 
For example, so simple an expedient as the use of rubber-soled 
shoes in the female wards might render some of the unavoidable 
accidents less serious. 

We believe that similar studies conducted in other institutions, 
based essentially upon reports of routine investigations, might 
contribute importantly to our resources for prevention of accidental 
injuries in state hospitals. 

Note.—The authors wish to acknowledge the assistance, in framing this 
report, of Neil A. Dayton, M.D., Leo Maletz, M.D., and Grace H. Kent, 
Ph. D. 
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A REVIEW OF THE RESULTS OF THE PHARMACO- 
LOGICAL SHOCK THERAPY AND THE METRAZOL 
CONVULSIVE THERAPY IN NEW YORK STATE.* 

By JOHN R. ROSS, M.D., Winopate, N. Y., 

AND 


BENJAMIN MALZBERG, Pu.D., Arsany, N. Y. 


For the past two years we have submitted reports on the results 
of insulin shock treatment of schizophrenia in the New York state 
hospitals of the Department of Mental Hygiene. Last year we 
included a report on results obtained by the use of metrazol. We 
propose today to bring these results up to date and draw from them 
what conclusions we may. 

In San Francisco, last year, my report was based on 1356 cases 
of dementia przcox treated with insulin. Included were 1039 
cases which formed the basis of a statistical study by Dr. Malzberg, 
senior statistician for the New York State Department of Mental 
Hygiene.? Since this latter number have recently been studied 
further as to their present mental status, we shall use these origi- 
nal 1039 cases instead of the 1356 mentioned above for purposes 
of comparison. Actually the results are approximately the same 
in the two groups. Of these 1039 patients, 134, or 12.9 per cent, 
were considered recovered after the completion of treatment ; 282, 
or 27.1 per cent, were much improved, and 263, or 25.3 per cent, 
were improved. Those showing some degree of improvement thus 
totaled 679, or 65.4 per cent. These results were compared with 
the outcome of treatment among a group of 1039 first admissions 
to the New York Civil State Hospitals who did not receive any 
form of shock therapy. In selecting these latter cases we main- 
tained the same total for each hospital, in the same sex proportion 
and with the same distribution of types of dementia przcox, in 
order to make the comparison with the treated group as valid as 
possible. In the control group 3.5 per cent were discharged as 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Ill., May 8-12, 19309. 
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and Gowanda State Hospitals treated very few. Some of the 
institutions discontinued insulin treatment and have limited them- 
selves to the use of metrazol. One institution, however, after 
using metrazol for a time, has again returned to the use of insulin. 
Middletown and Gowanda are homeopathic hospitals and, as insulin 
therapy is hardly in accord with the homeopathic belief, this fact 
may account for so few cases being treated at these institutions. 
The shift to metrazol by other hospitals can only be explained by 
the fact that metrazol is so much easier to administer and requires 
little skill. It does not take the time necessary in the insulin treat- 
ment and larger numbers can be treated. If the results obtained 
with metrazol compared favorably with those obtained with insulin 
there would be no question as to which drug would be more 
desirable. 


TABLE 3. 


CONDITION OF PATIENTS WITH DEMENTIA PRECOX AT THE TERMINATION OF 


TREATMENT, IN PER CENT, ACCORDING TO TYPE OF TREATMENT. 
Much Un- 
Total. Recovered. improved. Improved. improved. Died. 
100.0 26.5 26.0 35.2 1.1 
100.0 1.6 9.9 24.5 63.5 0.5 
Control group.... 100.0 4:6 11.2 7.4 73.3 4.6 


In the face of the figures which we are submitting today it 
seems that such a shift is hardly justified. Table 3 summarizes 
the results of insulin and metrazol treatment and compares both 
with the control group of patients. It will be observed that the 
recovery rate for the hypoglycemic treatment exceeded that of 
the metrazol group by a ratio of 6.9 to 1; the rate of much im- 
proved by 2.7 to 1. Of the insulin group 63 per cent showed some 
degree of improvement while in the metrazol group only 36 per 
cent were improved. Clearly, the results following insulin treat- 
ment far exceeded those obtained with metrazol. Furthermore, it 
will be observed that the recovery rate following treatment with 
metrazol was less than half that obtained with the control group, 
and the rate of much improved was also higher in the control 
group. Only with respect to the number showing “only improve- 
ment” was the metrasol group in excess, the percentage being 24.5 


20 
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for those treated with metrazol as against 7.4 per cent in the con- 
trol group. Even this, however, is a statistical delusion for the 
control group included a large proportion (65.8 per cent) who 


were still in the hospital one year after admission and whose con- 
dition had not been otherwise classified ndoubtedly a certain 
proportion showed some degree of improvement, insufficient, how- 


ever, to justify discharge or parole. Experience showed that an 
adjustment for this factor should bring the improvement rate in 
the control group to approximately 20 per cent, which compared 


favorably with the rate of the metrazol grouy 

It is well known that there have been many accidents such as 
dislocations and fractures as complications of the treatment with 
metrazol. There has been an occasional report of fracture of the 
spine. In our own experience at Harlem Valley State Hospital 
two such cases occurred and early led us to belie that metrazol 


alone was not only not particularly effective but that it was also 


a very dangerous drug and one not to be taken lightly or used 
indiscriminately. In selected cases in combination with insulin it 
has proved itself of value and in our opinion should be used only 
in such combinations. By correspondence with a number of insti- 
tutions my attention has been called to the fact that fractures of 
the spine were not infrequent and the New York Psychiatric Insti- 
tute has reported in the Journal of the America lical Associa- 
tion fractures of the spine in 43 per cent of the patients treated 
with metrazol.* When one contrasts with this the fact that only 
seven deaths occurred during the course of insulin treatment during 


the past year, not all of which can be ascribed directly to the treat- 
ment, one is led to the conclusion that the improvement in, and 
additional experience with, the technique has largely eliminated 
the dangers of the hypoglycemic therapy. It would seem, there- 
fore, that in selecting a treatment for cases of dementia precox 
there should be no question as to the superiority of the hypoglycemic 
over the convulsive therapy 

Table 4 shows the outcome of insulin treatm«e nt acc ording to the 
age of the patients at the beginning of treatment. Those aged 
15 to Ig years had a recovery rate « 


7.0 per cent. With one excep- 
tion, the recovery rate declined as the age at beginning of treatment 
increased. If we combine all degrees of improvement, we find a 
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combined. On this | | type ha recovery rate of 
1.9+1.3 per cent, the | phrenics had a recovery rate of 6.8+0.9 
per cent, the catatonics | L rect ry Tate OF 14.5 1.0 per cent, 
and the paranoids ha ry rate of 10.5+0.8 per cent. Be- 
cause of the large proba rror, the recovery rate for the simple 
type is without statist signi 1 Among the other three 
groups, the catatonics | the highest recovery rate, the hebe- 
phrenics the lowest. If w nsider all degrees of improvement, 
we obtain the following percent impl 7+4.6; hebe- 
phrenic, 58.9+ 1.7; catatonic, 65.2 3; paranoid, 64.2+1.2. Un- 
fortunately, the probable errors ar large that none of the dif- 
ferences can be considered tatistical significance. In order to 
be certain that improvement rates vary in accordance with the 
type of dementia przecox we require larger groups of patients. 
Thus far we have shown that tl ndition of the patients with 
dementia precox at the conclusion of such treatment contrasts very 
favorably with that obtained through non-specific methods. Before 
reaching any judgment as to the ultimate efficacy of such treat- 
ment, it 1s necessary to observe the condition of the patient at 
later intervals. For this r each patient of the original 1039 


cases was reinvestigated and the condition observed approximately 
one year later, after the termit n of such treatment. As 13 


patients had died during the course of treatment ble 8 shows 
the later outcome for the remaining 6 patients. Of the 1026 
cases, 132, or 12.9 per cent, wet lescribed recovered at 
the time of the follow 70, or 16.6 per cent, were much 
improved and 201, or 19.6 per cent, were improved. The total 
improvement included 502, or 49.0 per cent. The group described 
as improved had totaled originally 679, or 65 cent. There 


was, therefore, a reduction of 176 patients in the group showing 


improvement after a period of slightly more tl year. There 
was a shift of only two patients in the total described as recovered, 
but the total of much im] ed decreased from 282 to 170 and the 
total of improved only was reduced from 263 to 201. We may 
conclude that half of the patients showed some degree of improve- 
ment after the lapse of a year. There was much shifting in the 
results, however. Thus, of the 134 patients described as recovered 
at the termination of the treatment only 73 were so described at 
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1. DuRATION OF PsyCHOSIS. 


The rate of recovery seems to vary definitely with the duration 
of the illness prior to the treatment. 


2. Type or DEMENTIA PRACOX. 


The best results are obtained in the catatonic and paranoid types 
while the hebephrenic and simple types are not nearly so favorable. 


3. THE PERSONALITY OF THE PATIENT BEFORE DEVELOPMENT 
OF THE ILLNESS. 


A relatively well adjusted personality prior to the onset of the 
psychosis definitely affects the outcome of the treatment. This is 
seen especially in the follow-up cases. Those patients who were 
considered recovered at the completion of the treatment and whose 
age at the onset of the illness was between 25 and 34 retained their 
recovery to a much higher degree than those whose illness began 
between the ages of 15 and 24. The older group, therefore, was 
more fully developed emotionally, able to survive the difficulties of 
the adolescent period and in most cases there were definite pre- 
cipitating factors at the time of onset. The younger group on 
the contrary usually developed a psychosis for no known or 
demonstrable reason and were unable to pass through the emo- 
tional adjustment during the adolescent period. While there is this 
difference between the two age groups one year after treatment, 
at the time that the treatment was completed the recovery rate 
was the same in each. In other words, the patients in the older 
group who do recover as a result of the treatment, when the 
treatment is instituted within the first six months after the ill- 
ness has begun, are better equipped to retain their improvement. 

We come finally to the question of parole and discharge. Desir- 
able as it is to improve the mental status of a patient, this is not 
sufficient in itself. We must strive to improve the patient to such 
a degree that he is able to leave the hospital and assume a normal 
socialized status in the community. The degree of success in this 
direction may be considered in the data in Table 9. 

Of the 1026 patients, 413, or 40.3 per cent, remained in the 
hospital after treatment had been terminated ; 564, or 55.0 per cent, 
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HARLEM VALLEY STATE HOSPITAL 
PHARMACOLOGICAL SHOCK TREATMENT RECORD 


(Developed by Frostig, Rossman, Cline and Schwoerer) 
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were paroled; and 49, or 4.8 per cent, were discharged without 
being first paroled. Of those who were paroled or discharged, 
250, or 40.8 per cent, subsequently relapsed. Of the total 1026 
patients who were treated with insulin, 25.8 per cent had been 
discharged within a period of approximately one year after the 
termination of such treatment. According to Fuller,® 18.5 per 
cent of a large group of patients with dementia precox treated 
before the insulin era had been discharged within one year after 
first admission, and 24.2 per cent had been discharged within two 
years. These figures do not appear to indicate very significant 
differences. But we must make allowance for the more favor- 
able prognosis for first admissions and when this is done it appears 
that treatment with insulin makes possible a higher discharge rate. 

The value of the insulin treatment is now definitely established. 
Every institution that has given it a fair trial has found it to be 
effective. There remains, however, the very great necessity of 
adopting not only a uniform application of the technique but also 
a standardized method of recording the results. Frostig was able 
to demonstrate by a study of his cases that the neurological signs 
during hypoglycemia developed as a rule in a definite order. He 
applied his findings to produce a chart for recording these signs in 
the treatment of acute cases. During the past year his plan has been 
extended at the Harlem Valley State Hospital by Frostig, Rossman, 
Cline and Schwoerer to include the chronic cases as well. We 
believe that we now have a simple chart that enables one to 
record the progression of symptoms during each treatment period 
in such a manner that one can see at a glance whether a patient 
has been adequately treated. Records obtained in this way will make 
it possible to critically examine and compare the results and pro- 
vide information that will lead to more uniform success. The 
charts and the studies from which they are obtained are demon- 
strated in detail in papers to be published soon. 


SUMMARY AND CONCLUSION. 


1. One thousand seven hundred and fifty-seven patients suffer- 
ing from dementia precox have been treated thus far with insulin 
hypoglycemia in the New York State Department of Mental 
Hygiene, and 1140 patients have been treated with metrazol. 
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RESULTS AND OBSERVATIONS ON THE INSULIN- 
‘spe- SHOCK TREATMENT OF SCHIZOPHRENIA.* 
trac- By EARL D. BOND, M. D., JOSEPH HUGHES, M.D., anp 
-om- JAMES A. FLAHERTY, M.D., 
used Institute of the Pennsylvania Hospital, Philadelphia, Pa. 
ifter METHOD. 
wines Insulin-shock therapy has been given since December 1, 1936, 
at the Pennsylvania Hospital according to the technique originated 
by Sakel. 
The 82 patients reported in this paper received an average of 
44.3 days of treatment. Each patient had approximately 106 hours 
nda | TABLE I. 
uni- 
ANALYSIS OF 82 COMPLETED INSULIN COURSES. 
No. of Total 
No. of treatment Hours of Hours of amount of 
patients. days. stupor. coma. Seizures. insulin. 
lis 82 3,033 8,692.3 164.82 58 344,400 
AVERAGE OF 82 PATIENTS. 
isand 
3-553, 44.3 106 2.01 4,200 
=cox in stupor and averaged only slightly in excess of two hours in coma 
3-568, during 44 days of treatment. The term coma is used by us to repre- 
r N,, sent'a state of unconsciousness associated with complete areflexia. 
wd Differences between our figure and those of other workers may 
a very well be merely one of definition. These data were collected 
harge on charts similar to that recommended by Frostig.t They are 
presented in Table I. 
ental Our group of patients averaged less than one convulsion per 
. 


patient. From our experience with convulsive seizures during 
insulin therapy, we are unable to formulate any opinion as to their 
} therapeutic value. Following a convulsion, certain patients were 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, IIl., May 8-12, 1939. 
Aided by a grant from the John and Mary R. Markle Foundation. 
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materially improved ; ot! wed no favorable response. There 
was no definite trend 

Fortunately no peri ly g of treatment 
have occurred. Those cor which did occur were of tem- 
porary duration and two cases indicated termination of 
treatment. In the first c: right hemiplegia a1 phasia occurred 
in a patient, age 58 persiste O | second 
case, insufficiency of th c va ng a period of 
insulin stupor. Othe atic levelop- 
ment of irregularities liac rhythr ranging from extra 
systoles to auricular fibrill eri breathing of the Cheyne- 
Stokes type also occurred 

Although some of out ( ittern of 
gradually increasing periods of lucidity as treatment progressed, 
there have been many resting 1 g. I attempts 
graphically to depict some these \ demon- 
strates a case of acute schizophre1 wh bolition of 
psychotic material occurred follow shows the 
patchy type of response in which complete insight and recovery did 
not occur until two weeks after the « Both of 
these patients remain¢ ell and have a high grade of insight into 
their illness. C demonstrates the occurret f relapse after the 
first insulin series and remission after the second course of insulin 
into which metrazol convulsions were interpolated in the final 
two weeks. This patient has continued well for eight months. 
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slightly below or above it. Insight has varied from complete to 
partial ; it has never been entirely lacking. Emotional relationships 
to family and friends have been easier in all cases. 

Of cases classed as improved we have four or nearly five per 
cent. These cases showed slight or moderate responses to treat- 
ment which have been maintained. 
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DAYS OF TREATMENT 


Fic. 1.—Clinical course of three patients A, B, C, during insulin treatment. 
Insulin given at 7 a. m. Hours of insulin reaction indicated in lower part of 
graph. Upper part of graph indicates patients daily clinical state following 
treatment. Black spaces indicate diurnal remission from psychotic symptoms. 
White spaces indicate no diurnal improvement. 


Of unimproved cases there were 32 or 39 per cent who showed 
no response and 15 or 18 per cent who showed good responses and 
then relapsed before eight months had passed. 

There were no deaths in the treatments and no patients seem 
to be worse mentally, physically or neurologically. 

The best responses and those held longest are in cases with dura- 
tions up to one year; these numbered 68 per cent of our cases. 
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Those cases treated towards the end of the first year of outspoken 
illness did as well as those treated earlier. Of cases two to 12 
years in duration 32 per cent responded, most of whom relapsed. 
However, we have pl 1 10 patients in the doubtful list as to 
duration. Our experience makes us question the accuracy of the 


assigned duration of most cases. Usually there are different start- 
ing points for the beginnings of illness which depend on the testi- 
mony of untrained observers. In one case the family de scribes a 
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Fic. 2—Follow-up results on 82 patients. Figures indicate patients. Top 
line shows number well. Bottom line represents those psychotic. Duration of 
illness shown in years in left portion of graph. Onset of illness represented by 
vertical lines. Insulin treatment indicated by letter I. Sloping lines show 
response to treatment. Relapses indicated by lines running from top towards 
bottom. 


young man as “nervous’’ for six years, “‘very faddy” for three years, 
psychotic for two weeks. We have found it best to try to find the 


onset of glaring and unmistakable psychotic symptoms—the social 


turning point—and to measure duration from there. 


Fig. 2 shows what happened in individual cases. The duration of 
illness is indicated in years, the response to treatment in months. 
The top line indicates the condition of the patients before the 
obvious beginning of the psychosis. Extremes in duration of ill- 
ness were two weeks and I2 years. Twenty-four patients had a 
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duration of illness under Sakel’s limit of six months; there were 
19 with duration over four years. 

Eighty-two patients fell from their baseline into psychosis. 
There they met insulin-shock treatment.* The results are shown 
in terms of getting back to that baseline. In 32 cases they did not 
climb from their low level, except in some cases for a few days. 
In four cases there was slight but maintained improvement. In 
46 cases there was an immediate climb back to the normal baseline, 
or closely either side of it. But in eight months a total of 15 had 
fallen back into psychosis. As eight months is the only follow-up 
period to include all cases, our general statements stop here with 
31 patients well or approximately 38 per cent of remissions. 

As will be noted in the chart after the eight months’ limit, 
10 patients relapsed, most of them after a year’s remission. Two 
patients in addition took a course toward recovery; one after a 
second course of insulin and one without shock treatment. 

This of course indicates that follow-up of all cases for two years 
would show a remission rate which could not be higher than 
28 per cent and might be considerably less. 


DISCUSSION. 


As the diagnosis of dementia przecox varies from country to 
country and hospital to hospital, it is best to compare insulin-shock 
remissions with results before the time of shock treatments in the 
same hospital. 

In 1927 a study of the prognosis in schizophrenia was published 
by Strecker and Willey:* the patients considered were 186 ad- 
mitted to the Pennsylvania Hospital several years before. There 
was a percentage of 20 per cent “recovered.” 

In 1927 a study of the prognosis in mental disease was pub- 
lished by Bond and Braceland:* this was a five-year follow-up 
of all patients admitted to the Department for Mental Diseases of 
the Pennsylvania Hospital in 1927 and 1928. Patients with de- 
mentia precox were sorted out of these, as were those with all 


*In 19 cases, when in the last weeks of insulin treatment progress was not 
satisfactory, Metrazol was used as adjuvant in ways described by Bowman and 
Wortis, L. V. Meduna and Sakel. Metrazol was given on Wednesdays and 
Saturdays for two weeks while insulin was used on the other days. 
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ACTION OF INSULIN. 


Little is known of the action of insulin on the nervous system 
other than the fact that it reduces the oxygen utilization of the 
brain (Holmes) * (Wortis).5 

The following experiments are concerned with studies of its 
action on the electrical activity of nerve and the relationship be- 
tween these changes and the nerves excitability. This action of 
insulin has been studied by observing changes produced in the 
after potentials of the phrenic nerve of the cat by the injection 
of a convulsive dose of insulin into the animal. The nerves were 
obtained from cats who had been subjected to at least 10 days of 
treatment with convulsive doses of insulin. Each nerve was 
dissected out during a convulsive period and quickly mounted in 
a nerve chamber through which was passing gas mixture of 5 per 
cent CO, and 95 per cent O, according to the technique developed 
by Lehman.* The temperature of the nerve chamber was kept at 
37° C. Ringer solution (pH 7.4) was used to keep the nerve 
moistened. The nerve was stimulated by a thyratron shock; the 
after potentials were observed on a cathode ray oscillograph. 

The results of our experiments varied according to the severity 
of the insulin convulsions to which the animals were subjected. 
Under our conditions of recording the negative after potentials 
in our control nerves varied from 16 to 24 milliseconds. In the 
insulin experiments the nerves from those animals which showed 
increased reflex excitability during insulin coma, developed greatly 
prolonged negative after potentials ranging from 50 to 100 milli- 
seconds in duration. Fig. 3 illustrates an instance of this. After 
20 to 25 minutes in the nerve chamber this after potential began to 
decrease until it finally reached a normal value of 16 to 22 milli- 
seconds after 30 to 40 minutes. 

Since the excitability of a nerve parallels the course of its after 
potential (Gasser and Grundfest) * it follows that one of the effects 
of insulin in these experiments is to bring about a state of pro- 
longed supernormal excitability as judged by the increased negative 
after potential. Clinically, neuro-muscular excitability curves 
mapped out on patients during insulin treatment support the view 
that insulin in large doses brings about a state of hyperexcitability. 
Fig. 4 shows such a curve and is typical of our findings. These 
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16.6 M.S. 


Fic. 3.—After potentials phrenic nerve of cat. A, Control from normal 
animal. B, From animal having convulsions resulting from insulin. Note 
increase 1n negative after potential 
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Fic. 4.—Neuro-muscular excitability curves on patients. Dots represent 
excitability on a normal control ; crosses indicate excitability following insulin. 
Curves mapped by threshold method. 
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data were obtained by stimulating a flexor motor point on the 
forearm with a shock of threshold value then determining the 
percentage decrease in the strength of this shock when it was 
preceded by a conditioning shock at various intervals. 

The mechanism of this insulin action is not known. Lehman * 
has shown that the type of after potential changes seen in these 
experiments can occur in normal nerves when there is a sudden 
shift in pH from a high to a lower value or on recovery from 
asphyxia. 

It may be argued by making the assumption that similar changes 
in excitability take place centrally as observed in peripheral nerve, 
that the effect of insulin is to establish a state of increased excita- 
bility in the central nervous system. During this state of increased 
excitability nerve impulses could circulate which would ordinarily 
be blocked. To explain the clinical changes in patients on this 
basis implies a relationship between synaptic transmission, excita- 
bility properties and psychic processes. 


CONCLUSIONS. 


1. In every hospital using insulin-shock the patients treated 
should be followed for five years. Another group of patients, or 
other groups, as near alike as possible should be followed for the 
same time as controls. It seems certain that relapses after favor- 
able responses will follow in all groups. 

2. In the valuable paper just published by Malamud and Ren- 
der ® it is stated that a study of the course and prognosis in schizo- 
phrenia should include the criteria used by the author in diagnosis. 
We take a little exception to this statement because it might give 
encouragement to more varying personal standards for schizo- 
phrenia. After all, it is safer for psychiatrists to use the criteria 
put down in the official Statistical Manual,’® and to work toward 
a definition which all can use. 

3. Insulin-shock therapy is not a complete answer. But the 
transformation of the patient’s condition is so immediate and 
favorable in a majority of cases that it will have place in, or 
provide suggestions for a future therapy, and this without regard 
to whether good results last for an afternoon or indefinitely. It is 
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REGARDING SODIUM AMYTAL AS A PROGNOSTIC 
AID IN INSULIN AND METRAZOL SHOCK 
THERAPY OF MENTAL PATIENTS. 
(DEMENTIA PRAECOX.)* 

By M. M. HARRIS, M.D., WM. A. HORWITZ, M.D., ann 
E. A. MILCH, M. D., 

New York City. 


1 it was found that the intravenous 


In some earlier studies 
injection of sodium amytal in prenarcotic doses produces transient 
ameliorating effects in some psychotic patients. Since such an 
ameliorating response indicated that the disturbed functions of the 
brain of a patient with a psychosis could be favorably influenced 
by a chemical agent, it was decided to compare this reaction to 
the intravenous injection of sodium amytal with the subsequent 
therapeutic effect of insulin hypoglycemic shock and metrazol 
convulsant therapy. 


PROCEDURE. 


A freshly prepared 10 per cent solution of sodium amytal was 
injected intravenously at the rate of approximately one cc. per 
minute for the first cc. and the patient was then questioned in 
order to determine whether any change in the mental state had 
occurred. If no change was manifest another cc. was slowly 
injected and the interview was continued. Patients who showed 
any amelioration usually did so after from one to three cc. In 
some cases which showed no amelioration with one to three cc. 
as much as five cc. was injected slowly over a period of about 
twenty minutes to one half hour while the patient was being inter- 
viewed. Only very occasionally did this prove effective where the 
smaller dose had failed. 


*Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, Ill., May 8-12, 1939. 

From the departments of internal medicine and psychiatry of the New York 
State Psychiatric Institute and Hospital, New York City. 
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TABLE I. 


bility 
FEMALE PATIENTS. 
ir ot 
was 4 2 
nber 1 M.E. Catatonic. 2  yrs.| — | — | Recovered several months 
after treatment. 
2} D.M. {21 10 mos..++/++) Relapsed after second course 
of therapy, did not im- 
prove. 
3 B.K. 23 Hebephrenic.. yrs. | — Relapsed and did not re- 
spond to second course of 
lura- therapy. 
4| D.F 17 1% yrs. 
ients 5 B.H. 31) Paranoid 2 yrs.| — 
C.B. |36 9 mos.) — | — 
7| B.S. 1% yrs. | ++/++ 
Nely, 8 SS 31 7 mos.| 
lior- 9 F.S. (19 Catatonic 3. mos.\++/+-+)/ Relapsed and recovered af- 


ter second course of treat- 
Ups ment. 


Acres 10 N.S. (28 Hebephrenic., 4% mos.|++)} — | Improved in early stage of 
ulic treatment, then relapsed. 
The J.Q. Paranoid. 8 mos. + ++), Three relapses, did not re- 
spond after third course 
not of treatment. 
12, M.N. 32) Catatonic. 1% yrs.| — | 
13| SI 22 “5 6 mos. + | + | Recovered after going home. 
1 to 14;S.H. 8 mos.++ ++) Relapsed, improved at sec- 
vith ond course, relapsed again 
: and improved after third. 
rore 15, G.C. |17 2 mos.. + Relapsed and did not re- 
spond to second course of 
treatment. 
16 S.C. 20 Catatonic 2 mos. + | + | Relapsed and did not re- 
spond to second course of 
} therapy. 
V.C. |24 5 mos. + ++) Relapsed after 1% years. 
who 18| G.Z. |27 3. mos.++/++ 
to 19 F.S. 41 Hebephrenic. 4 yrs.| + | + | Relapsed, improved after 
treatment. 
vho M.Z. |25 2 yrs.| — 
21 R.W. |25 14 mos.) + | + 
y to D.C. |25) Catatonic. 10 mos.. + | — 
23, L.G. |27, Paranoid. 16 mos. — | — 
24| M.M. |24 3. yrs.| — | + | Relapsed. 
ant 8 mos. 
ent. 25 M.G. 16 Hebephrenic.| 2. yrs.| + |++)/ Relapsed and improved with 
insulin and metrazol, final 
jec- relapse without improve- 
ment. 
26, B.K. 19 mos.! + 
27,C.G. 27 Catatonic? | mos..++)/++ 
J.H. Not clear. I mo. 
29, K.F. 29 Hebephrenic., yr. |++/++ 
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In a recent publication Lemere ? has suggested that the various 
agents used in the treatment of schizophrenia tend to strengthen 
the alpha rhythm of the electroencephalogram which he thinks has 


TABLE III. 


Group with positive response Group with negative response 
to to 
Duration sodium amytal. sodium amytal. 
Positive Negative Negative Positive 
therapeutic therapeutic therapeutic therapeutic 
result result. result. result. 
No. of cases. No. of cases. No. of cases. No. of cases. 
Up to 6 months 8 3 3 2 
6 months to I year 9 2 Ss > 
I year to 2 years 3 2 6 3 
Over 2 vears 3 2 2 
Total 23 16 
(77° 23% (64%) (36%) 
Total for 
group 30 25 


TABLE IV. 
INSULIN FAILURES TREATED WITH METRAZOL CONVULSANT THERAPY. 


10 + + 15 9 

5 B.H. — 25 14 ~ 
21 36 25 
22 t 46 22 

3 B.K. -- 22 17 — Improved and relapsed. 
I5 21 19 
23 As. -- 21 15 

II J.Q. + II 6 — See table I, insulin relapse. 
25 M.G. + II 5 — Insulin relapse, see table I. 
19 F.S. + 18 7 Insulin relapse. 


a tendency to be innately weak in schizophrenic patients and that 
all of these agents produce their effect through a similar mechanism. 
[It is of interest, in this connection, that about 36 per cent of the 
cases who failed to respond to prenarcotic doses of sodium amytal 
subsequently improved under insulin hypoglycemic shock ther- 
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4. The results of metrazol convulsant therapy in cases that 


failed to respond to insulin treatments are also compared with the 


sodium amytal test. 


5. The response to the sodium amytal test appears to be of prog- 


nostic value in insulin hypoglycemic shock therapy. 


w 


6. Plans for further studies are indicated. 
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IRREVERSIBLE OR HYPERGLYCEMIC INSULIN COMA. 
Its CAUSE AND Its RESPONSE TO BLOoD TRANSFUSION.* 


By JOSEPH WORTIS, M.D., anp RICHARD H. LAMBERT, M. D., 


Henry Phipps Psychiatric Clinic, The Johns Hopkins Hospital, 
Baltimore, Md. 


Hypoglycemic insulin coma, as the term implies, is associated 
with a low blood sugar, usually varying from 40 mg. per cent 
down to zero. It sometimes happens, however, that patients under- 
going insulin shock treatment remain comatose even after a glu- 
cose tube feeding and even after enough glucose has been given 
by vein to raise the blood sugar to abnormally high levels. When 
this occurs, we speak of irreversible or protracted coma—a rela- 
tively common and dangerous complication of insulin shock treat- 
ment. In cases with a favorable outcome the coma may persist 
for hours, days or weeks, with a clinical picture which gradually 
merges into that of a catatonic stupor before the awakening. A 
status epilepticus may supervene, vomiting is common, fever, rapid 
pulse and respiration invariably develop, and the patients may 
finally die through respiratory failure or through a complicating 
pneumonia. Autopsy findings in such cases have usually revealed 
nothing to clearly indicate the precipitating cause of this coma or 
death. A summary of some recent case reports is contained in 
Table I. 

In trying to find a cause for the phenomenon of irreversible 
coma, it is natural to suppose at first that these patients have 
simply been left in coma too long, and it is in fact easy to demon- 
strate, as Sherrill and MacKay '* have done, that animals left in 
coma too long will no longer revive with glucose but will die. 
In patients undergoing shock treatment, however, irreversible coma 
was found to occur not infrequently in cases where a tube feeding 
was given an hour or less after the onset of coma, which is within 


* Read at the Fiftieth Anniversary Celebration of The Johns Hopkins 
Medical School, May 5, 1939. From The Johns Hopkins Medical School, 
Baltimore, Maryland, and the Bellevue Psychiatric Hospital, New York. 
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Case 1—Miss M. L. Clinical improvement in this case was immediate 
after blood transfusion. See accompanying case report. 


A arterc 


BLOOD SUGAR 


Case 2.—Mr. J. J. A schizophrenic youth, whose illness developed about 
a year previously. The patient’s condition during this protracted coma was 
never alarming, and he would probably have roused spontaneously in time, 
though transfusion appears to have facilitated recovery. Treatment was re- 
sumed in this case, and he was subsequently discharged as psychiatrically 
recovered. 
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irreversible coma, but have also been able to treat the condition 
with apparent success by blood transfusion, in accordance with 
the independent cursory suggestions of Kubs in Japan and of 
James, Freudenberg and Cannon § in England. An illustrative case 
report follows: 


Miss M. L., a 35-year i l t t a tted t t] Phipps 
Clinic August 14, 1938, with a histo ping psychosis 
é ? . 
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Case 3.—Mrs. A. C. Improvement followed tra 1 this case, but 
the patient began to lapse int ma and a Babinski 1 eared soon after- 
wards, until additional intravenous glucose was administered. There was no 
retention of the second tube feeding. The patient showed psychiatric improve- 
ment following this complication but treatment was not resumed. Slight 
weakness of the left side persisted for several day 


dating back about three years, characterized mainly by shyness, apprehen- 
sion and frequent crying spells culminating in hallucinatory experiences, 
feelings of reference and of unreality, difficulties in concentration and occa- 
sional violence in the weeks preceding admission. After a period of four 
months in which all ordinary psychiatric procedures proved unavailing, 
insulin treatment was started December 6, 1938, and continued with gradu- 
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ally increasing doses until January 3, 1939, when she had already had 24 
insulin treatments and 16 comatose reactions. Her course on January 3 
and thereafter is outlined below : 


Jan. 3, 7.30 A.M. Patient is given 135 units of insulin. 


9.30 Patient is sleeping soundly, perspiring profusely. 

10.00 Patient does not respond to ordinary stimuli, is in deep 
coma. 

11.00 425 cc. of 40 per cent glucose solution is given by 
stomach tube. 

11.30 Patient does not respond. 

12.00 M. Patient is responding. A few minutes later she says, 


“T don’t feel so good. I’m cold.” She ate lunch when 
spoon fed. 

12.20 P.M. There are generalized twitching movements lasting 5-15 
seconds, coming every 2-3 minutes. 

12.45 There is a severe, generalized convulsion lasting 30 
seconds, accompanied by cyanosis and loss of con- 
sciousness, followed by slighter convulsions every few 
minutes. 

1.00 Another severe convulsion occurs. Patient is given I 
cc. of adrenalin intramuscularly, but does not regain 
consciousness. 

1.30 50 cc. of 50 per cent glucose solution is given intra- 
venously. 

1.50 Patient is still in coma and having repeated convulsions. 
Intravenous glucose is repeated. 

2.05 The patient’s condition is unchanged; 10 mgm. of thia- 
min chloride is given intramuscularly. 

2.30 Patient remains comatose. Generalized convulsions of 
tonic and clonic character are occurring every 10-20 
minutes and lasting 1-2 minutes. Blood sugar is 280 
mgm. per cent. 


3.00 Patient responds to questioning. Convulsions have 
ceased. 
3.30 Blood sugar is 278 mgm. per cent. Patient is taking 


orange juice by mouth but is vomiting most of it. 

4.20 There are twitchings of the extremities every few 
seconds. 

5.00 The twitchings continue, occasionally becoming gen- 
eralized. Patient is again temporarily conscious. Rec- 
tal temperature is IOI°. 

5.42 There is a severe generalized convulsion lasting two 
minutes. Patient is cyanotic and unconscious during 
the seizure. 
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Jan. 8, The weakness of the right extremities has disappeared. 
The patient is sitting up, looks fine. She says, “I’m 
glad I got the treatments because I’m better.’”’ She is 
in good spirits, carries on a normal conversation, and 
shows marked psychiatric improvement. 


The patient received no further insulin treatment, was soon transferred to 


a quieter ward, and was discharged as recovered February 28, 1939. At the 
time of the present writing (May, 1939) she is still well. 


DISCUSSION. 


It is possible that the improvement following the transfusion in 
our three cases is a coincidence, but the response in the severest of 
the cases (M. L.) seemed too marked to be merely accidental. Coma 
had persisted 14 hours in this case, and the patient’s condition 
seemed threatening, but the clinical improvement following the 
transfusion was immediate. In the least severe of the cases (J. J.) 
the effect was sluggish ; the patient was already beginning to rouse 
before the transfusion was given and his condition never appeared 
threatening. His response is nevertheless interesting, and an ex- 
acerbation or prolongation of his coma might have occurred if a 
transfusion had not been given. It is noteworthy that the vegeta- 
tive functions—pulse, temperature, and respiration—generally re- 
sponded before consciousness and the higher integrative functions 
were restored. Clinical impression, analysis of the curves, and 
reports of the value of transfusion from two other independent 
sources all tend to support the probability that blood transfusion 
is a valuable measure in the treatment of dangerously protracted 
coma. 

Though we shall not undertake a discussion of the physiology 
underlying this condition, it may be suggested that certain mani- 
festations of irreversible coma, such as the fever, may be at- 
tributable not merely to a central disturbance of heat regulation 
(for in therapeutic coma the temperature drops rather than rises) 
but also to an increased combustion of proteins in the presence of 
impaired carbohydrate utilization. It is interesting to note in this 
connection that Gjessing’s *’ recent work has indicated a relation- 
ship between increased protein combustion and remission in 
schizophrenia. 
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EVALUATION OF THERAPEUTIC FACTORS IN 
PHARMACOLOGIC SHOCK.* 


By L. S. LIPSCHUTZ, M. D., R. W. CAVELL, M. D., R. LEISER, M. D., 
E. N. HINKO, M.D., ann S. H. RUSKIN, M. D., 


Eloise Hospital, Eloise, Mich. 
INTRODUCTION. 


Pharmacologic shock treatment with insulin and metrazol has 
won wide acceptance; however, it remains an empirical method. 
Despite intensive research no convincing evidence has been of- 
fered to explain its beneficial effects because of the physiological 
changes produced. Psychological factors have been suggested as 
important but adequately controlled studies along this line have 
been few. Therefore, we have organized our projects in such a 
way as to resolve certain doubts and answer certain questions, 
among which are these: 


1. Is the physiological action of insulin a necessary requisite of the treat- 
ment? 

2. Does this physiological action have to be carried to the point of pro- 
ducing coma in order to be therapeutically active? 

3. Of what therapeutic potentiality is the treatment situation considered 
from the point of view of 

a. Increased attention to the patient on the part of attendant, nurse 
and physician, 

b. Closer attention to general physical care, 

c. More adequate dietary control because of the danger of after shock, 

d. Emotional attitudes toward the treatment on the part of the patient, 

e. Emotional attitudes of the attendant, nurse and particularly the 
physician, especially when such an attitude is one of optimism and en- 
thusiasm engendered by the novelty of the procedure? 

4. Will the duplication of the physical and psychological setting without 
the use of either insulin or metrazol produce similar results? 

5. Are the psychological factors inherent in the therapeutic situation of 
importance, and if removed, insofar as possible, will the therapeutic results 
be altered? 

6. Are these treatments a specific therapy directed against the schizophrenic 
process or are they nonspecific in their action and therefore likely to be of 
benefit to other groups of psychoses and even psychoneuroses ? 


* Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, Ill., May 8-12, 19309. 
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where they received their treatment, and in addition intensive 
resocialization activities. 

We then, because of certain theoretical considerations which 
will be discussed later, treated a group of nine patients with manic- 
depressive psychoses, depressed phase, or involutional melancholia, 
in the same way as the second group. 


RESULTS. 
INSULIN. 


Table I represents a tabulation of patients treated with insulin, 
these being arranged in the order of maximum improvement. It 
will be noticed that a total of eight are considered as either recov- 
ered or markedly improved, and that this group consists entirely 
of patients who have received a combination of insulin hypogly- 
cemia carried to the level of coma, plus intensive resocialization 
activities. 

The five patients, in whom hypoglycemia was not carried to the 
coma level, displayed little or no improvement during this period, 
whereas, after the coma level was attained, four of the five dis- 
played moderate to marked improvement for varying periods of 
time. At no time did this group receive intensive resocialization 
activities. Similarly, the group of seven male patients who received 
insulin hypoglycemia with coma, but otherwise received no spe- 
cial attention, produced only two cases of improvement, the re- 
mainder being unchanged. 

One patient in this insulin table was diagnosed as a manic- 
depressive psychotic, manic phase. This patient has had three 
hypomanic episodes, each of which lasted a minimum of six 
months. On this occasion she arrived at the hospital approximately 
one month after the onset of her psychotic episode. She was ob- 
served for several weeks to determine the trend of her psychosis, 
which was found to be on the ascent. She then received 10 days 
of amytal narcosis following which she was still hypomanic. 
Twenty-three periods of hypoglycemic coma produced a gradual 
decrease during treatment in the hypomanic pressure of activity, 
elation and flight of ideation. 

Practically all the patients treated with insulin showed some 
degree of improvement, chiefly along the lines of better ward 
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CONTROL GROUP. 


A control group of 30 patients was obtained by listing go con- 
secutive admissions of female schizophrenics to the Eloise Hos- 
pital during 1936 and arbitrarily selecting every third patient on 
this list. Of these 30 patients nine have been paroled, of whom 
six represent recovered or markedly improved patients in the 
opinion of their attending physicians, giving a spontaneous remis- 
sion rate of 20 per cent. However, of this group, four patients 
had their psychoses for less than one year, while in the insulin- 
treated group the shortest duration was two years, and the average 
duration approximately four years. 

In contrast it may be noted that among those schizophrenic 
patients treated with the most favorable combination of insulin 
plus coma, plus intensive resocialization activities, seven out of 
20, or 35 per cent, exhibited social recovery or marked improve- 
ment compared with 20 per cent in the control group. If we 
include those patients showing temporary improvement, the per- 
centage would rise to 53 per cent. 

The results obtained with metrazol in chronic schizophrenia 
are less striking. However, even here the number of recovered or 
markedly improved patients equals 16 per cent, a figure in excess 
of the spontaneous remissions which may be expected with a dura- 
tion of psychosis of one year or more. 

The nine patients with affective psychoses reveal a brighter 
picture. Eight of the nine treated were either improved, markedly 
improved, or recovered, the percentage of recovered and markedly 
improved patients in this group being 44. 

It is interesting to compare this with the results obtained by 
one of us (L. S. L.) and Dr. L. J. Bailey with a group of 15 
involutional patients treated with large doses of estrogenic sub- 
stance. This treatment was carried to the point where the level of 
blood estrin was restored to the normal pre-menopausal level. In 
this group only two of the 15 patients, or 13 per cent, were 
improved. 


DISCUSSION. 


Our results have shown that the production of coma in the 
insulin treatment is essential. Neither intensive resocialization 
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may derive sufficient satisfaction from this infantle regression to 
prefer to remain fixated at this level. It is our feeling that some 
of the unsatisfactory therapeutic results are due to inability to 
wisely utilize this development. 

Fear of impending danger may also play a part. Of interest 
in this regard is the reply of patient, M. M., who, when asked in 
what way he felt benefited by insulin, stated “Doctor, I realize 
that by giving me insulin, you have the power to take me out of 
the world and that if you did not give me something to bring me 
back, | would be gone. Therefore, I feel it necessary to cooperate 
with you and remain in your good favor.” 

In addition, the reactivation of psychotic symptomatology so 
commonly seen during the pre-coma and emergence from coma, 
during which panic and acute hallucinatory states and various 
regressive phenomena may be observed, may have some cathartic 
value. 

The way in which the metrazol-induced convulsion benefits the 
schizophrenic is obscure. However, here also the difference in 
response between the combination of metrazol plus intensive reso- 
cialization activities, and metrazol alone, is striking. 

It is our observation that fear of treatment is much more marked 
with the use of metrazol than with insulin, and that this fear of 
treatment is of considerable therapeutic potentiality. It frequently 
causes the patient for a time at least to make a better superficial 
ward adjustment in an attempt to avoid further treatment, even 
though the actual content of the psychosis itself remains unaltered. 
These effects of metrazol are, in our opinion, largely non-specific, 
and very similar to the striking, although usually transient, im- 
provements observed in schizophrenic patients in response to a 
large number of accidental shocks as the result of extreme pain due 
to injuries, operative intervention for acute surgical conditions 
and acute febrile elevations due either to illness or non-specific 
foreign protein therapy. 

We have also found metrazol valuable in the treatment of 
chronically disturbed patients regardless of type where our ob- 
jective was better ward adjustment and not necessarily social recov- 
ery. Ten of the worst patients in the institution from this point of 
view were selected. They responded to the extent that seven 
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time of first admission to the Eloise Hospital confirmed our 
impression that the majority were of more than one year’s dura- 
tion. In fact, during the past six months only six female schizo- 
phrenics were admitted who had a duration of psychosis of less 
than six months, the total female schizophrenics admitted dur- 
ing the same period exceeding 100. Inasmuch as it is recognized 
that insulin and metrazol shock are therapeutically most efficient 
in patients whose psychoses do not exceed six months’ duration, 
it is felt that the education of the public to this fact, with an 
earlier recognition of mental disease and prompt admission to the 
mental hospital would markedly increase our therapeutic efficiency. 


CONCLUSIONS. 


I. Seven of 20, or 35 per cent, of a group of chronic schizo- 
phrenic patients were benefited by insulin to the pvint of social 
recovery or marked improvement, as compared with a 20 per cent 
spontaneous remission rate in a control group of 30 patients. 

2. Coma was found to be essential for the production of im- 
provement, its effectiveness being increased when combined with 
intensive resocialization activities. 

3. Metrazol was only one-half as effective as insulin in chronic 
schizophrenia, but justified its use because of its greater ease of 
administration and lesser cost. In chronically disturbed patients 
its use frequently resulted in moderate degrees of improvement 
resulting in better ward adjustment. 

4. Paranoid schizophrenia responded best to insulin; agitated 
catatonia to metrazol. 

5. Neither the age of the patient nor the degree of hereditary 
taint could be correlated with the therapeutic responses. 

6. In involutional melancholia and manic-depressive psychosis, 
depressed phase, metrazol treatment appeared to constitute a direct 
attack upon the specific psychopathology of the disease. A theoretic 
formulation to explain this action was offered. 

7. The relatively long duration of schizophrenia in first admis- 
sions to the Eloise Hospital was noted and the need for earlier 
recognition and more prompt admission stressed, so as to enhance 
our therapeutic effectiveness. 
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OBSERVATIONS OF INSULIN SENSITIVITY. 


By SIDNEY J. TILLIM, M.D., 
The Long Island Home, Amityville, N. Y. 


Individual sensitivity to insulin has long been recognized, but 
not until the advent of hypoglycemic shock therapy was the extent 
of variation among non-diabetics observable. Everyone interested 
in this therapy must be impressed with the wide differences in the 
coma dose within any group of individuals, but the changed resis- 
tance to insulin during the weeks of treatment is not so well appreci- 
ated. Shock from insulin may be considered present when there is 
apparent a mental, motor or physiologic response directly attribu- 
table to the effects of the drug. The sequence of the symptoms of 
shock is subject to individual pattern, and cannot be used as a guide 
for the degree of sensitivity. Nor is the convulsion a suitable indi- 
cator of optimum tolerance. Convulsions may occur early in treat- 
ment before the coma dose has been established. They may appear 
with a coma dose during the second and third hour of hypoglycemia, 
less frequently during coma, and after the patient is awakened. 
Convulsions may be inhibited by elimination of outside stimul1, by 
premedication with barbiturates and by increasing the dose of 
insulin. Likewise patients can be made predisposed to convulsions. 
For the purpose of this communication the development of coma 
in the fourth or in the beginning of the fifth hour 1s chosen as the 
measure for guidance. 

Two types of sensitivity are distinguishable, as determined by the 
amount of insulin required to produce the first coma, and the neces- 
sary changes in dosage during the course of treatments. When the 
initial resistance exceeds 300 units, Braunmuhl * calls this absolute 
resistance. To overcome it hejhas devised the Zickzackmethode 
which is successful in a high percentage of cases. The changed 
resistance manifest during the course of treatments he calls relative 
resistance. Representing the variation in initial resistance the writer 
has observed an instance of 500 units without deep coma,? and the 
case here to be described of coma with the first dose of 20 units. 
The course of the relative resistance may change direction more 


362 OBSERVATIONS O NSULII 


than once; rise to more than twic 
less than one-third. It s S 
initial dose of 60 units 
sensitivity to insulin 
There is no measural 
and duration or chronicity of the psyel 
support for the statement 
is . . almost never | - reduce 
has been observed on several o 
hebephrenic and paranoid schi 
course of insulin shi 


The importanc 


be judged from the fact 

from the first 12 pati 

were given in an earlier ] 

pleted treatment with the incidence of 
far above 50 per cent. It is the except 
some adjustment of insuli ge aft 
has stated that “two-thirds of the 
which may go so fa 

comes sufficient to produce tl 


Most workers have experi 
ing a patient from coma. } es | 
cases brain pathology is 
in cases of difficult arousal the recupet 


has suffered through excessive insulit 
to cases where glucos« 
venously promptly awakens the patient 
1000 cases treated in N 
followed protracted c The early 
reference to the question of sensitivity 
the Psychiatric Quarterly contains tw 
A total of 14 cases are re] Lj 
treated. Whether this plication can 
answered in the negati 


as a cause of such accidents is beyon 
therapy has already proven itself a valua 


peutics in psychiatry. Our knowledg« 


= 
ximately 


NSITIN [ Sept. 


rst coma 5. OF drop to 
egin treatment with an 


tween sensitivity to insulin 
conclusive 


reached, 


once 


undergoing a_ second 
wugner initial lerance. 
cases may 
eTal hs re presented are 
hospital. Fuller histories 
tS Nave com- 

resistance 


l case that does not require 


ulties at some time in arous- 
hat in fatal 
doubt that 
ative capacity of the brain 
effect. This does not apply 

nd a small amount intra- 
Of 13 deaths? in the first 
the majority 
little 


July issue of 


iterature contained 


olonged coma. 
160 patients 
ye entirely avoided may be 
| changed sensitivity 
Insulin shock 
ribution to thera- 


of its pharmacologic effects 


patient s 


| I 
| 
> 
| | 
in ths hroni 99 4 It 
41 +} type of 
| resist 
1 
Muller 
xhibit | rsensitivity 
l t] i] 1 se be- 
nical react the latter.” 


ept. 


p to 
l an 


ulin 
sive 
hed, 
e of 
ond 
may 
are 
ries 
om- 
ince 
uire 
ler 
vity 
be- 
er.” 
atal 
that 
rain 
oply 
tra- 
first 
rity 
ittle 


1939] SIDNEY J. TILLIM 363 


in coma doses is incomplete, and every clinical observation of its 
activity adds safety to the new treatment. 

This communication presents graphic illustrations of changed 
sensitivity with case material to indicate a probable relationship 
between excessive dosage and protracted coma. Graphs 6 and 7 
illustrate the effective use of the zigzag method for raising the 
sensitivity to insulin. Graph 8 illustrates a case of unusually high 
sensitivity. 


GrapH 1 (S-239).—A single woman, age 27, had been a patient in this 
hospital 15 months without sign of remission. She was untidy, destructive to 
clothing, unclean in habits, mute or echolalic and assumed fixed positions. 
Even with prolonged tubefeeding she lost weight to emaciation. She went 
into her first coma with 110 units of insulin. The next day with the same 
dose she had a convulsion during the precoma period, but was afterwards 
allowed to pass into coma. The following day the insulin dose was lowered 
to 100 units and she reached coma at the end of the fourth hour after in- 
jection. For the next treatment she received 105 units, and a. metrazol- 
induced convulsion while in the third hour of hypoglycemic shock. There- 
after there was a sharp rise in sensitivity which continued to mount as the 
treatments were discontinued. The last coma was induced with 50 units of 
insulin. 


GRAPH 2 (S-538).—A married woman, age 38, acutely ill for four months. 
She was destructive, resistive and violent, soiled and smeared herself, was 
tubefed for days at a time and lost much weight. Her mood and activities 
were apparently governed by autistic experiences. After recovery she said 
that during her illness she thought her ideas were being stolen or censored, 
felt her bed charged with electricity, and believed her room was wired for 
dictaphones. She had the first coma with 70 units of insulin. The same dose 
the next day produced only stupor. Her dose of insulin was increased by 
five units with each successive treatment up to 105 units, despite the fact that 
she had coma with each dose above 70 units. She had a spontaneous convul- 
sion during hypoglycemia with the 75, 80, 85, and 90 units doses. The rationale 
of increasing the insulin after a spontaneous convulsion is based on repeated 
observations that it is effective in eliminating the susceptibility to convulsion, 
more effective than pretreatment medication with barbiturates. As the 
graph indicates the subsequent course was without this complication. The 
only other convulsion in the course of the treatments was induced with metra- 
zol. Before the close of treatments her coma dose had dropped to 35 units. 


GRAPH 3 (S-510).—A single man, age 27, sick about six months, ex- 
hibited seclusiveness, mannerisms, auditory hallucinations and ideas of refer- 
ence. He was untidy in dress and dull emotionally. His first coma was 
obtained with 150 units of insulin. Because coma appeared late, during the 
fifth hour, his dosage was raised gradually to 160 units for the next three 
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preferred to stay quietly in bed. Occasionally she complained of tiredness, 
weakness, dizziness and neuralgic pain in the back of her head. Blood sugar 
before breakfast on the third and fourth days was 103 and 107 mgm. per 
cent. By the seventh day she felt well enough to attend an evening social. 
She still tired easily and preferred inactivity. Treatments were resumed 
after a ten-day period of rest. She did not have a deep coma until the in- 
sulin dose gradually reached 110 units. Coma on consecutive days of treat- 
ment was not obtained until she was receiving 135 units and over. Her 
maximum insulin dose was 155 units, without any of the difficulties found 
earlier. At the conclusion of her treatments she had a coma on 100 units of 
insulin, and apparently her sensitivity was mounting. 


GraApH 6 (S-500).—A married woman, age 24, was mentally ill for nine- 
teen months. In the beginning she was depressed, agitated and fearful; she 
believed herself infected with syphilis, that she had ruined and disgraced 
her family, and had cleanliness compulsions. Later she was paranoid about 
“strangers” robbing and ruining her family; her home was wired with 
dictaphones to spy on her. Her thoughts were being read and stolen. Voices 
accused her of ruining her own and her mother’s lives. She repulsed everyone 
with tirades as “strangers who want to harm me and mine.” 

She had her first coma on 280 units. On the evening of the third day 
following, after a treatment with 270 units without developing coma, she had 
a secondary shock with loss of consciousness, diaphoresis and myoclonic ac- 
tivity. This was relieved by 100 gms. of glucose by gavage. After a day 
of rest treatments were resumed, and it was necessary to increase the insulin 
for satisfactory coma to a maximum of 310 units. Thereafter her sensitivity 
was raised by zigzagging the dosage. As the graph indicates the method was 
successful. Before treatments were discontinued she had on three occasions 
reached coma with 120 units. There were no recurrences of the secondary 


shock. 


Grapu 7 (S-647).—This case illustrates a high absolute tolerance and 
the effectiveness of the zigzag method in raising sensitivity. It also demon- 
strates absence of a predictable relationship between insulin dose and sugar 
level in the same individual. 

A single man, age 23, a sturdy athletic type, a hebephrenic schizophrenic, 
first exhibited active symptoms of his illness three years ago. During his 
sophomore year in college he failed so completely that he was dropped from 
the school. He was home for months, seclusive and reticent. He unsuccess- 
fully tried selling commodities by house to house canvass. Finally, in the 
summer of 1937 he reviewed his school work and was readmitted conditionally 
to college. In a few weeks his concentration failed; he was preoccupied, 
seclusive, noticed to be posturing, and was irrelevant and inappropriate 
in his replies to questions. Emotionally he was dull and disinterested. 

Early in 1938 he was committed to a state hospital. He received a course 
of hypoglycemic shocks, including 50 comas. The coma dose was consistently 
380 units of insulin. He relapsed one week after parole from the hospital, 
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stories were being published about her. Two months later, after an exacerba- 
tion of her excited state, she was hospitalized. She heard voices, thought her 
food was being poisoned and felt she was spied upon. She was untidy, lost 
interest in all activities. Occasionally she was aggressive or did injury to 
herself in order to accuse the nurses of mistreatment. Dull and apathetic, 
she would show animus and active resistiveness when urged to participate 
in activities. 

She reached coma on the first day of treatment with 20 units of insulin. 
During the first four weeks the coma dose fluctuated between 15 and 25 
units, then for the next two weeks she had deep coma with ro units of insulin. 
Quite abruptly her tolerance rose to 35 and 30 units at the conclusion of 
eight weeks of treatment. The only unusual happening before the rise in 
tolerance was a_ disturbing visit from her husband. He told her of his 
intention to divorce her, that the home she left no longer existed, and that 
he would take the custody of the child because she had been an inmate in a 
mental hospital. She had shown pronounced improvement both mentally and 
physically, and looked forward to an early release up to the time of this 
visit. Patient reacted to the news with depression, restlessness and return 
of the paranoid trend; believed her husband was a victim of sinister persons 
who forced him to act in this way toward her. She never regained the level 
of improvement shown at the end of six weeks of treatment. At the close of 
eight weeks of treatment she was considered well enough to try parole, but 
plans for this repeatedly failed, and each failure added color to the psychotic 
picture at the end of three more weeks she was too sick for parole, and 
shock therapy was resumed for another four weeks. She was paroled to the 
custody of a sister. In the second course of treatments her tolerance for insu- 
lin was much higher. 


COMMENT. 


The observation of relative resistance or changed sensitivity to 
insulin in the course of shock therapy is of major importance. The 
relationship between excessive insulin dose and difficulty in awaken- 
ing the patient from coma seems certain. The effect of hypogly- 
cemia on the brain whether due to anoxia or some other mechanism, 
results in pathological changes which may pass the stage of reversi- 
bility. The author * has mentioned several cases of paresthesia fol- 
lowing shock treatment. Most workers have seen transient hemi- 
plegias of various parts of the body. Recent experimental work 
by Accornero '* confirms the impression that insulin in coma doses, 
even in non-fatal cases, produces edema and focal alterations in the 
brain. 
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THE MECHANISM OF THE SYMPTOMS OF INSULIN 
HY POGLYCEMIA.* 


3y H. E. HIMWICH, M.D., J. P. FROSTIG, M.D., 
J. F. FAZEKAS, ano Z. HADIDIAN. 


The clinical symptoms resulting from the administration of in- 
sulin have been known since the introduction of that hormone for 
the treatment of diabetes. But the symptoms observed after insulin 
administration for diabetes as well as those described during spon- 
taneous hypoglycemia are slight in comparison with those which 
occur during the treatment of schizophrenia. The dosage used in 
this treatment is larger, the time in which the insulin is permitted 
to operate longer, and an entirely different picture results. Sakel 
stressed that severe cerebral symptoms may endure for hours 
without threatening life. Angyal? and Frostig ** disclosed that 
the cerebral symptoms of hypoglycemia develop in a rather definite 
sequence. Frostig recorded the exact order and time of appearance 
and disappearance of each symptom. With his co-workers he 
was able to show that the sequence of the symptoms does not depend 
upon the dose of insulin, an increase of the dose speeds the cycle of 
symptoms, while a decrease slows its curve. But the order of the 
symptoms remains unchanged. An analysis of 6587 treatments on 
195 cases (in preparation by Dr. Frostig) revealed that the optimum 
period for the duration of the insulin effect is approximately five 
hours. The following table presents the symptoms in the order in 
which they appear during such a 5-hour period. With the exception 
of loss of consciousness which developed in all shocks the symptoms 
which are in italics appeared in 50 to go per cent of the treat- 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, IIl., May 8-12, 1939. 

From the departments of physiology and pharmacology and neurology and 
psychiatry, Albany Medical College, Union University, Albany, New 
York, the biological laboratories, Clark University, Worcester, Massachu- 
setts, and Harlem Valley State Hospital, Wingdale, New York. 

Aided by a grant from Child Neurology Research (Friedsam Foundation). 
We wish to thank Dr. J. R. Ross for making this study possible and Drs. 
J. E. Kilman, I. M. Rossman, and W. B. Cline, Jr., for their invaluable aid. 
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tions to this sequet ptor rare, | r in 2.8 per 
cent of the observati 1! bt tl course of 
symptoms to a drat 
occur as the coma bec ! hallow. In sucl the symp- 
toms regress to a previous pl thei uence and do so in an 
order which is the re\ 

From this table it 1 : that t t insulin hypo- 
glycemia descend through the different ! the brain, in a 
sequence which is detert | phylogeneticall First the activity 
of the cortex becomes s 1 releasing the | | ganglia and 
the hypothalamus. As 1 proceeds tl mptoms disappear in 
turn and new ones arise which may be associated with the midbrain. 
Still later mesencephal gens g way to manifestations of parts 
of the brain stem caudal to the nucleus ruber, i1 ng the medul- 
lary centers. The disappearance of tl rneal 1 s an indica- 
tion for termination for if the hypog! 1 is permitted to continue 
beyond this point the rebral ing may | irreversible.* 
The question of the exact localization of each sympt is a difficult 
one and not only so during hypoglycemia. But in our opinion there 


is no doubt of the general progress of the symptoms starting from 
cerebral cortex and gata 
What physiological data are at hand to throw light on the mecha- 


nism of the symptoms? The pl logical results reveal that the 


v9 
Wa 


brain is unique among organs sit t is tl ly one to oxidize 
carbohydrate predominantly ugh the brain is composed 
largely of lipoid matter, fats are not oxidized ven in complete 
diabetes, when the rest of the organism obtains t of its energy 
from the oxidation of fat, the brait ntinues to oxidize carbo- 
hydrate.*: ®° The cerebral supply of reserve carbohydrate in the form 
of glycogen is only a meager one he brain is, therefore, largely 
dependent on the sugar of the blood to satisfy its energetic de- 
mands.***> It is, therefore, understandable that hypoglycemia 
should reduce the metabolism of th: 


Cerebral metabolism depends upon foodstuff oxygen. The 


volume of the oxygen us by the brain can be determined by com- 
paring the oxygen contents of the arterial blood with that of the 
internal jugular vein. If metabolism of the brain is diminished as 
a result of hypoglycemia, the utilization of the oxygen of the blood 


| 


‘ain. 
arts 
dul- 
lica- 
inue 
ble.* 
icult 
here 


rom 


cha- 

the 
dize 
ysed 
lete 
ergy 
rbo- 
orm 
gely 

de- 


>mia 


The 
the 
d as 


lood 


1939] 


H. E. HIMWICH, ET AL. 373 


ABRIDGED TABLE OF SYMPTOMS 


Hours 


First 


Second 


Third 


Fourth 


Fifth 


Symptoms Localization 
Latent Time 
Somnolence Perspiration Depression of 
Hypotonia Cortical and 
Cerebellar 
Clouded Consctousness Activity 


Fine Tremor Motor Excitement 


Speech and Perceptual 
Disturbances 
Psychotic 
Syndromes 


Fall of Temperature 
Diminished Exteroceptive Sensitivity 


Release of the 


Loss of Consciousness Motor Restlessness 

Primitive Movements Basal Gang- 
Forced Grasping lia and Hy- 
Clonic Twitchings Pulse Rate pothalamus 


Increased 
Exophthalmus 
Dilated 
Pupils 
Myoclonoid Twitchings Light Reaction 
Present 
Choreiform, Athetoid, and Jncreased 
Hemibalistic Movements Exteroceptive 
Torsion Spasms Sensitivity 


Tonic Spasms 
letanic Postures 


Deepening Stupor Depression of 
Increased Tonus Pyramidal 
Coarse Tremor Functions 


Torsion Spasms 


Increased Proprioceptive Sensitivity. Diminished 
Exteroceptive Sensitivity 


Tonic Extensor Release of 


Spasms Medulla 
Postural Reflexes Oblongata 
Coma Pin Point 

Pupils 


No Light Reaction 

Pulse Rate 
Decreased 

Shallow Respiration 


Diminished Sensitivity 
No Corneal Reflexes 
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aminations were repeated every quarter of an hour. The brain 
waves were recorded by an ink writing undulator in the manner 
described by Hoagland and co-workers ** with an input lead con- 
nected to the scalp over the occipital region. The two indifferent 
electrodes were firmly placed on the mastoid processes. Records 
were taken each one-half hour except when more frequent observa- 
tions were required by the rapidly changing condition of the pa- 
tient. Whenever marked alterations occurred in the electroen- 
cephalogram, blood samples were collected and analyzed for oxy- 


1 


gen '* and glucose ** in order to estimate cerebral metabolism. 


RESULTS. 

Four series of simultaneous observations were made on two pa- 
tients. The results are recorded on special charts. For brevity only 
the main group of symptoms are presented. They may be read with 
the aid of the following key: 

KEY. 


Time: hours after injection of insulin. 


I = cortical syndrome. 
II = general symptoms of the autonomic nervous system (perspiration 
and salivation). 
III = loss of consciousness. 
IV = symptoms due to the release of the basal ganglia (primitive move- 
ments, forced grasping, hyperkinetic syndrome). 
V = sympathetic syndrome (hypothalamus). 
VI = tonic-tetanic syndrome. 
VII = tonic-extensor syndrome. 
VIII = parasympathetic medullary syndrome. 
BS = blood sugar in mg. per cent. 


OU = oxygen uptake in vol. per cent. 
A = alpha frequency per second. 
D = delta index in centimeters. 
-—--— = slight intensity of the symptoms. 
= = moderate intensity of the symptoms. 
+++ = great intensity of the symptoms. 


Chart I, Patient E. B. 9/12/38, dose of insulin 196 units. 


The course of the symptoms is as follows: patient becomes somnolent 
early and loses consciousness slowly. Shortly after loss of consciousness 
(III) at the end of the second hour primitive movements are observed. 
Forced grasping persists for an hour (1V), tonic phenomena appear early 
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(VI) and in the last hour t xt I rsed (VII). 
Autonomic symptoms take t isual rse exhibit pathetic symp- 
toms (hypothalamus \ phthaln lilated pu 1 rapid pulse 
during the third hour. Par pathetic sigt re pl the last hour 
(VIII). The clinical 1 be character poor in motor 


symptoms with a marked tient awakes 
within 5 minutes after administrat of sugar witl int ymptoms. 
Blood sugar decreases from 8o 1 ' to 221 er cent. It is 
striking that approximately 1 ri the entire 
period of hypoglycen ( 1 1 rease during 
the first two hours = per cent. 
7 
TIME} I IV | V VI | VIL BS | OU D | Comment 
| oY 9.00} 10 0.5 
1¢ 1.0 


+ 
2 
- 
= 
= 
= 


447447 
| 


~ 


CHART I.—Patient 12/38. d f insulit 4 units 


At the end of the fifth |! ! rther dect t ( lumes per cent is 
observed. 


The alpha frequency g1 limini till isness develops 
after which no alpha wa\ rded. The delta x augments rap- 
idly during the first tw s, then the increase is slower. All these 
changes are reversed after the administration of suga 

Summary.—The greatest reas l sugar n uptake are 
recorded in the first tw \pproximately at the time when con- 
sciousness is lost alpha way appear completely, the vel of the blood 
sugar remains unchanged while a further diminution « xygen uptake and 
increase of the delta index ar rded. The greatest changes in the clinical 
picture are associated with 1 ilteratior f consciousn and of the 
autonomic nervous systen igh the progress of the clinical symptoms 1s 


rapid, the patient enters into the terminal pha VII VIII) only to a 
slight extent before the administration of sugar 
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Chart 2, Patient M. K., 9/13/38, dose of insulin 175 units. 


This “shock” shows a picture different from the previous one. Uncon- 
sciousness occurs later, after 2} hours (III). During the clouding of con- 
sciousness the patient becomes increasingly restless. Simultaneously with 
the loss of consciousness (III) various motor symptoms develop (primitive 
movements, forced grasping, myoclonoid twitchings, athetoid and choreiform 
movements) (IV.) Marked signs of sympathetic overactivity are observed 
at this time (V). Waves of increased muscle tonus appear repeatedly be- 


me| I | | v {vt ss |oula | [comment | 
75 |7.42) 
9.9 |1.3 
8.9 |1.3 
7.6 | 7 
7 
3 
3.9 }14 
ac 16 
34 |3.30|° 
5 a 
Spontaneous 
2917.09] 6.3 Awakening 
7 te Termination 


CHART 2.—Patient M. W., 9/13/38, dose of insulin 175 units. 


ginning towards the end of the fourth hour (VI). By the end of the fifth 
hour they are the most prominent feature and at this time the sign of 
Babinski is elicited on the left foot. That the dose of insulin is too small 
to produce the greatest depth of coma in the postulated five hours is indi- 
cated by late appearance of unconsciousness, persistence of the symptoms 
of release of the basal ganglia and in the delay of the development of the 
tonic phase. For this reason sugar is not given despite the lapse of five 
hours. After 54 hours an important change is recorded. The patient com- 
mences to show signs of regression of the symptoms. The Babinski dis- 
appears, tonic phenomena give way to a state of hypotonia and conscious- 
ness returns (III) but only partially. Though the patient responds to ques- 
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tioning yet aphasia e perseverat I rved. This spon 
taneous awakening lasts { { sn t for the second 
time (III), subcortical mot peal perspiration be- 
comes profuse (II), whil { replace the few 
twitchings (VI). After { te! ted by tube-feeding 
Blood sugar with a Le t 1 { 1 of 34 mg. 
per cent in the fourt level v not iring the spon 
taneous recovery. Hoy pal loy lopment of the 
physiological and clini is not eding observa 


injection of insulin, here 1 34 { in the fourth 
hour. 

The oxygen uptake shows tl minution of 
the oxygen utilization aft ! t while on 
the preceding day the d pet t after two hours 
? + | + | 
Blood specimens tak t pont W an Oxy- 


gen utilization of 7. mes pel 1 to the 


initial one. Simultaneou h tl the coma in the 
seventh hour, a speedy fall n ut { t in per cent is 
observed, a fall whicl I ' pt f the clinical 
symptoms toward the n 

A similar parallelism 1 { t trical activity 
of the brain for the ea: { Ipha waves is 
a slow one. These waves tit isness develops. 
Meanwhile the delta i I to .; isly with the 
spontaneous awakenins I Ipha waves is 
perceived (8.3 per s { ta index to 2 cm. The 


second and more sudde1 hocl mpaneid by a fall 
of alpha frequency to 5.5 
1 ] } 


Summary.—The slow progr d by slow 
decrease of the blood sus vel tior 1 alpha frequency 


and similarly slow incré¢ t t Regt 1 of the symp 
toms during the spontans ted ncrease of the 
oxygen uptake, a rise of al ( rea ft ielta index. 
However, no elevation of t I the spontaneous 
awakening. The disapp¢ ximatelv at 
the time when consciousn¢ t mena appear. 


Chart 3, Pattent 5 units. 
Experiments of this da te xclu ly toa f the correla- 
tion between consciousness t trical tivit f the brain. The 
same patient examined p! ( with a g1 r dose in order 
to hasten the progress of 1 mptor d to pre 
ing. Then small amou 
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system (II) develop in due time. At the end of the second hour conscious- 
ness (III) becomes clouded. Simultaneously with the loss of consciousness 
(III) violent motor symptoms develop as well as clonic twitchings, primi- 
tive movements, myoclonoid twitchings and other phenomena of release of 
the basal ganglia (IV). Sympathetic activity (V) also is marked with 
exophthalmus, acceleration of the pulse rate to 130 and dilated pupils (V). 
As the first tonic phenomena appear (VI) 2 grams of sugar are given intra- 
venously. Immediate disappearance of all symptoms is observed with the 
one exception that consciousness is not regained (III). One half hour later 
perspiration and salivation (II) reappear and hyperkinetic phenomena are 
increased (IV). As tonic spasms reappear (VI) 4 grams of glucose are 


TIME] I | IL] 1} IV] V {VI | D Comment | 
9.3} 0.5 
; 0.5 
2.0} 8.7 
O 15 
= |15 
Sn. glucose 
071763 
a 8 7.2 
10 
— 
Sees Termination 


CuHartT 3.—Patient M. W., 9/14/38, dose of insulin 185 units. 


given intravenously. The same reversal of signs is again reproduced as all 
symptoms with the exception of unconsciousness vanish. After half an hour 
the patient once more exhibits perspiration, salivation and motor symptoms; 
then the shock is terminated. 

The decrease of the alpha waves is rapid. With the beginning of uncon- 
sciousness no alpha waves are recorded and the delta index rises. While 
injecting 2 grams of glucose, records are taken continuously but no return 
of alpha waves is seen. However, the delta index is decreased. During the 
injection of 4 grams of glucose external electrical disturbances prevent proper 
recording of electroencephalograms. 

Summary.—With the exception of unconsciousness all symptoms disap- 
pear following the injection of 2 grams of glucose; nevertheless no return 
of alpha waves is recorded. The same clinical observations were made after 
the injection of 4 grams of glucose. 
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4.96 volumes per cent while with the redevelopment of the symptoms a 
second fall to 1.14 volumes per cent is recorded. 

The changes of the alpha frequency are well correlated with the bio- 
chemical and clinical observations. No alpha waves are present after the 
fit, and the delta index is high. After administration of 8 grams of sugar, 
however, return of alpha waves is seen with the frequency of 8 per second. 
With the subsequent deepening of the clinical symptoms the alpha frequency 
is diminished while delta index rises again. 

Summary.—An increase of the insulin dose causes a more rapid progress 
of the symptoms than on the preceding day and evokes a seizure called 
myoclonoid vascular collapse (Frostig 2). 

The correlation between loss of consciousness and alpha waves is observed 
after the administration of 4 grams of glucose when neither consciousness 
nor alpha waves return and after administration of 8 grams when con- 
sciousness returns and alpha waves reappear. A parallelism is again noted 
between the oxygen uptake, electrical activity, clinical symptoms, but not 
with the blood sugar level. 


DISCUSSION. 


The present investigation has disclosed the simultaneous changes 
in the clinical symptoms, brain metabolism and cerebral electrical 
activity during hypoglycemia. The clinical changes make their ap- 
pearance in a definite order beginning with the newer portions of 
the brain and descending through the various phylogenetic layers. 
Associated with these clinical signs is an ever-deepening depression 
of cerebral metabolism. Not only the oxygen consumption but also 
the variations of the electrical potentials indicate depression of 
cerebral activity. The administration of glucose which supplies 
the energy for brain metabolism reverses the electrical, biochemical 
and clinical changes. 

A progression of symptoms similar to those occurring with hypo- 
glycemia also result from anoxia though with the latter the rate of 
development of the changes is much increased. In this regard it 
is important to recall the results of Heymans and co-workers ** who 
have shown that different portions of the brain exhibit a varying 
vulnerability to decreased supply of energy ; acute anoxia affecting 
first the cerebral cortex, next the upper portion of the brain stem, 
and finally the medulla. By studies of electrical activity Sugar and 
Gerard ** have also revealed that the various parts of the brain 
suffer a progressive depression from the cortex to the medulla 
during anoxia. Electrograms ** disclose that during hypoglycemia 
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clouded. Moreover, even after the alpha waves have disappeared 
the delta index continues to reveal a correlation with the metabolic 
and clinical changes. Similar relationships between the clinical 
symptoms and the alpha and delta waves have been reported by 
Gibbs, Gibbs, and Lennox ** during natural sleep and after medica- 
tion with various sedative drugs. Thus in the present investigation 
the simultaneous effects of insulin have been observed on blood 
sugar levels, cerebral oxygen uptake, electrical activity and the clin- 
ical symptomatology. As a result of an adequate dose of insulin 
blood sugar decreases and is maintained at a low level until termina- 
tion of the hypoglycemia with sugar. Since the brain requires 
chiefly carbohydrate to maintain its function, the supply of carbo- 
hydrate to the brain becomes insufficient; it must, therefore, call 
upon its own meager carbohydrate stores. As these are gradually 
depleted ** decreases of cerebral metabolism must follow, decreases 
which are evidenced by diminished oxygen utilization. The electrical 
activity of the brain and the development of the clinical symptoms 
are expressions of the decreased cerebral metabolism. 

The sequence of events during hypoglycemia may therefore be 
considered as follows: 


1. Hypoglycemia. 
2. Decrease of the metabolism of the brain. 
3. Changes of cerebral function. 

a. Electrical Activity. 

b. Clinical Symptoms. 


SUMMARY AND CONCLUSIONS. 


1. Simultaneous observations of clinical symptoms, cerebral 
oxygen utilization, blood sugar level and electrical activity of the 
brain were made on patients with schizophrenia receiving the in- 
sulin treatment. 

2. Blood sugar decreases during the first hours after the injec- 
tion of insulin and then remains at a low level until termination 
with sugar while the clinical signs continue to develop progressively 
throughout the entire course of hypoglycemia. 

3. The march of the symptoms is correlated with a gradual de- 
crease of cerebral oxygen uptake and the electrical changes. 
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4. The regression of the symptoms is accompanied by a gradual 
increase of the oxygen take and a reduction of the delta index. 
The sequence of the symptoms during regression is in an order 
which is the reverse of their appearance 

5. During hypoglyc 1 the alpha waves disappear approxi- 
mately at the time whe: functions of the cortex are completely 
suppressed and reappear with the restoration of cortical functions. 

6. It is therefore, concluded that as a result of the hypoglycemia 
caused by the administration of insulin the metabolism of the brain 
is diminished. This reducton of cerebral metabolism is the cause of 
the clinical symptoms as well as the alterations of the cerebral elec- 
trical activity of the | 

7. These conclusions ncerning the correlations between the 
clinical and physiological changes are to be regarded only as a 
working hypothesis beca f the small number of the experiments 
performed. 
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THE SIGNIFICANCE OF THE BABINSKI SIGN DURING 
HYPOGLYCEMIC TREATMENT OF 
SCHIZOPHRENIA.* 


By MARCEL HEIMAN, M.D., Futon, Mo. 


Various phenomena are at our disposal to indicate the different 
stages of hypoglycemia induced by insulin during the treatment 
of schizophrenia. The delineation of a conscious and an uncon- 
scious stage, and then the demarcation of different phases within 
these, especially the latter, are most important questions. There 
is little controversy as to the characteristics of the onset of un- 
consciousness in which muscular clonus, twitchings, involuntary 
eye-movements or a fixed gaze are important symptoms. The 
period prior to the onset of unconsciousness is described by the 
terms sleepy, dizzy, drowsy or semiconscious. In addition we 
note the sympathetic manifestations and the various motor reac- 
tions which round out the syndrome of this period. The conditions, 
however, are quite different after the patient becomes unconscious 
as the signs available are more limited and the appearance or 
disappearance of various reflexes become valuable guides. Respira- 
tory and cardiovascular symptoms are of significance chiefly to 
avoid pitfalls in treatment, and as indications for termination. The 
sympathetic symptoms such as sweating or variation in the size of 
pupils do not aid in understanding or defining the unconscious 
stage of hypoglycemia. The reflexes alone and possibly the state 
of muscular tonus have to be the basis for such an investigation. 

Considering how widespread the insulin treatment of schizo- 
phrenia now is, the lack of a generally accepted scheme for de- 
termining the depth and duration of the coma looms large. It is 
not expected that each patient be treated according to some rigid 
scheme, but only that a basic objective plan be formulated which 
could be applied to the special needs of the individual patient. 
Just as in fever therapy, where the temperature is raised to a 
certain point and maintained for a definite time, in accordance 


*From the Insulin Department (Dr. M. Heiman, Head) State Hospital 
No. 1, Fulton, Mo. 
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variability in the appearance of reflexes mentions the possibility 
that the Babinski may sometimes occur in the somnolent stage or 
“before the skin and deep reflexes disappear, even before the 
patient is in coma.” 

The purpose of our investigation was to determine the relation 
between the appearance of the pyramidal signs and of the loss 
of the corneal reflexes, and their relative value as indicators for 
stages of coma. The present report is concerned with our findings 
as to the pyramidal signs and is the first in a series of reports on 
our observations during insulin treatment. 

About goo tests on 28 patients were performed during a period 
of at least five weeks for each patient. These patients were in 
various stages of their course in insulin treatment, from those 
just beginning to those ready to be discontinued. 

We started to investigate the plantar reflexes during the un- 
conscious stage, and found an extraordinary variability in the 
manifestations of this reflex similar to the findings of other authors. 
We obtained the response by lightly stroking a pin across the outer 
border of the sole. The types of responses observed ranged from 
the normal physiological plantar reflex to the dumb-sole; from 
the dumb-sole to fanning of the toes only; from fanning to a 
positive Babinski with fanning of the toes ; and finally the classical 
Babinski. 

In compiling our results the classical Babinski was considered 
positive, the doubtful or merely suggestive extensor responses as 
questionable even though accompanied by other suggestive path- 
ological toe signs, and all other responses negative. 

In 568 tests during the unconscious stage we found a positive 
1esponse 453 times or 92.3 per cent; the response was negative 
38 times or 7.7 per cent; and a questionable response 77 times, 
this latter figure being omitted from our calculations. That the 
positive Babinski occurs in most cases during the unconscious 
stage is clear from these results, but we could not confirm the 
appearance of the Babinski in relation to a definite time or depth 
of the coma. Almost invariably, with the onset of unconsciousness 
the Babinski was found already present. We rarely found its 
disappearance in the later stages. 

It was evident, then, that appearance of the Babinski phenome- 
non does not have any significance for the depth of the coma and 
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Unconsciousness should appear in the third hour after injection 
and the loss of corneal reflexes in the fourth hour. 

Angyal, Frostig and others take it for granted that simultaneously 
with the appearance of the subcortical phase of the coma signs of 
pyramidal tract disturbances are manifested. It is likely and more 
in accordance with brain physiology—as is verified by the results 
of this research—that the Babinski sign appears concomitantly 
with the involvement of the cortex. Thus we should not be sur- 
prised to observe the presence of the toe sign simultaneously with, 
or usually even before the appearance of other motor symptoms on 
the onset of unconsciousness. 


SUMMARY. 


1. A positive Babinski was found in 92.3 per cent of cases after 
the onset of unconsciousness and in 74.2 per cent prior to the 
onset of unconsciousness in patients undergoing insulin treatment 
for schizophrenia. 

2. The positive Babinski has no significance in determining a 
stage of coma during the insulin hypoglycemia. 

3. The loss of corneal reflexes is suggested as a reliable sign for 


determining a deeper stage of coma. 


{Dr. Max Sherman gave assistance in reading records and cor- 
recting the manuscript. | 
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FATAL COMPLICATION FOLLOWING METRAZOL 
TREATMENT FOR SCHIZOPHRENIA.* 
By J. PESSIN, M.D., ann H. H. REESE, M.D., 


Wisconsin Psychiatric Institute, Madison, Wis. 


INTRODUCTION. 

Metrazol therapy appears not to be as harmless as the earlier re- 
ports indicated. Aside from the relatively minor complications such 
as fractures, subluxations and dislocations of various bones and 
joints, fatal complications associated with metrazol therapy have 
been reported. Angyal and Gyarfas ' reported one death which oc- 
curred one-half hour after the second injection of metrazol (7 
cc.). Autopsy revealed aortic insufficiency and myocarditis. Biner ? 
reported two deaths, one occurred four hours after the fourth in- 
jection and the other the night after an induced convulsion. Post 
mortem examination revealed bilateral hypernephroma and a goitre 
in one patient, and a pulmonary embolism supposedly from an old 
pelvic thrombophlebitis in the other. Hayman and Brody * reported 
the death of a 24-year-old male patient after the sixth injection, 
and at post mortem examination chronic endocarditis was recog- 
nized. The organic pathology found at autopsy in the above cases 
was not detected before metrazol treatment was instituted. Four 
deaths resulting from sequellz or complications during the course 
of metrazol treatment, but not directly due to the treatment per se, 
have been reported by Ross.* From an analysis of more than 3000 
cases V. Meduna and Friedman conclude that the mortality rate 
associated with metrazol (and camphor) therapy is 0.29 per cent. 


CASE REPORT. 


S. H., a 24-year-old farmer, was brought to the Wisconsin Psychiatric 
Institute by his father who stated that the patient had been acting queerly 
for the past four months. Following the departure of a 22-year-old brother 
to whom the patient had a strong emotional attachment, he became inac- 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Ill., May 8-12, 1939. 
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was no hypertrophy of lymphoid tissue. This would exclude the possibility 
of a status thymolymphaticus. The brain grossly was edematous and there 
was present herniation of the cerebellar tonsils and the medulla into the 
foramen magnum. After removal of the brain, examination showed a well- 
marked pressure collar extending about the cerebellar tonsils and medulla. 
Microscopic examination showed generalized brain congestion, edema and 
swelling or shrinkage of nerve cells particularly in the corpus striatum, 
thalamus and cerebellum. Cloudy swelling of nerve cells particularly of the 
hypoglossal and dorsal vagal nuclei was seen in the medulla. Minute peri- 
vascular haemorrhages were found especially in the medial part of the 
thalamus. 
DISCUSSION. 

The cause of death is not entirely clear although several explana- 
tions suggest themselves. (1) It is possible that the lumbar punc- 
ture performed 48 hours before the metrazol injection may have 
played an important part in the patient’s death. The supposition is 
advanced that the lumbar puncture disturbed the cerebro-spinal 
dynamics and that this contributed to the herniation of the cerebel- 
lum and the medulla into the foramen magnum, producing pressure 
paralysis of the vital centers in the medulla and thereby causing 
death. (2) The fact that the patient had peculiar respiration sug- 
gests a possible defect in the respiratory mechanism. However, we 
were unable to detect any pathology at autopsy to account for his 
peculiar breathing. (3) Acute cardiac dilatation may have caused 
death. (4) A fourth possibility is that any severe convulsion re- 
gardless of its etiology may be a potential cause of death. This 
supposition is advanced because two patients in whom a diagnosis 
of idiopathic epilepsy was made died following a severe convul- 
sion. The autopsies showed a well marked pressure collar in both 
cases. 

Our experience and a survey of the literature suggest certain pre- 
cautions in the administration of metrazol therapy. In addition to 
a complete physical examination, studies of the urine and blood, a 
diligent search should be made for existing pathology in the cardio- 
respiratory and skeletal systems. Hence x-ray of the chest, back 
and of the long bones, and electrocardiograms should be performed 
on all patients before treatment. There should be a long interval, 
perhaps one week, after lumbar puncture and the institution of 
treatment. We refuse to administer metrazol therapy to patients 
showing evidence of respiratory complications, cardiac disease 
either valvular or muscular, or bone and joint disease. 
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CENTRAL NERVOUS SYSTEM CHANGES 
PRODUCED BY INSULIN.* 
By K. E. APPEL, B. J. ALPERS, D. W. HASTINGS, anp 
JOSEPH HUGHES, 
Philadelphia, Pa. 


The question of damage to the central nervous system of experi- 
mental animals from the daily injection of convulsive doses of 
insulin has been studied by several investigators.» *** The use 
of large doses of insulin for treatment of schizophrenia has made 
this question of clinical importance. This work represents a 
further inquiry into the problem. 


METHOD. 


Cats which had fasted for 16 hours were injected intramuscularly 
with insulin in amounts sufficient to produce insulin shock. The 
dose of insulin usually averaged six units; one cat (B) was given 
a single dose of 60 units of insulin. As a rule the animals went 
into shock and developed convulsions within three hours. At the 
onset of convulsions the animals were given 25 per cent glucose 
solution either by stomach tube or intraperitoneally. 

The experiments were conducted daily, Sundays excepted, over 
a period from g to 28 days. Each cat averaged one or more severe 
convulsions each treatment day. The diet of the animals consisted 
of milk, liver and commercial canned cat food. 

The only animals included in this study are those which were 
purposely sacrificed at an elected time by means of carotid section. 
Their brains were placed immediately in 10 per cent formol solu- 
tion. All other cats are excluded from this study limiting our 
series to nine animals. Histological studies were made by the 
following techniques: toluidine blue, Weil’s myelin sheath stain 
and stains for fat, microglia, oligiodendroglia and astrocytes. 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 
From the Institute of the Pennsylvania Hospital. 
Aided by a grant from the John and Mary R. Markle Foundation. 
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Cat 5 (Exp. 43). SCATTERED ISCHEMIA OF GANGLION CELLS. 


The meninges are normal as is the cortical architecture. The ganglion cells 
throughout the cortex stain quite pale. Here and there, especially in the 
frontal cortex are cells which are shrunken, distorted, and stain uniformly 
dark. The nucleus of these cells, is small and pyknotic. These represent end- 
stages of the ischemic process, but apart from the pallor of the other cells 
there is no evidence of ischemia elsewhere. The Purkinje cells show uniformly 
a pyknosis of the nucleus and cytoplasm and irregular, distorted cellular out- 
lines. There is no fat in the cells. The ganglion cells of the basai ganglia, 
hypothalamus, pons, and medulla are normal. 


Cat 6 (Exp. 32). NorMat. 


No changes are seen anywhere in the nervous system. The cortex, basal 
ganglia, hypothalamus, medulla, pons and cerebellum show no changes in the 
cells, vessels or meninges. 


Cat 7 (Exp. 41). MoperRATE ISCHEMA OF GANGLION CELLS. 


No changes are shown in the meninges or cortical architecture. Scattered 
everywhere through the cortex are cells which have small dark nuclei, and 
shrunken, dark, pyknotic cytoplasm characteristic of the end-stages of the 
ischemic process. Most of the diseased cells lie in the third ganglion cell 
layer. In some places whole sectors show changes of this sort. The cortex is 
for the most part healthy except for these scattered changes. The Purkinje 
cells are shrunken, dark and distorted, being more affected than the cortical 
cells. The Nissl substance in many of these cells is pulverized. The white 
matter in the frontal cortex shows beginning destruction of the myelin. 


Cat 8 (Exp. 33). Scatterep IscHEMIA oF GANGLION CELLs. 


The cortex shows normal architecture. There are scattered cells through- 
out the cortex, but especially in the frontal areas with severe ischemic changes. 
These are shrunken, distorted and stain heavily; both the cytoplasm and 
nucleus are pyknotic. However, such cells contain no fat. Not all the 
purkinje cells are affected, but most of them are diseased as is apparent by 
their marked distortion, pyknosis and shrinkage. 


Cat 9 (Exp. B). GENERALIZED ISCHEMIA OF CELLS OF CORTEX. 


The meninges, showing no evidence of infiltration are clean and smooth. 
The cortical architecture is normal and there is no evidence of disarrange- 
ment. In the frontal cortical fields most of the cells show degenerative 
changes. These involve practically all cells, but they seem to be more marked 
in the lower cortical layers. These changes are less pronounced in the parietal 
and occipital cortex and are present to a mild degree in the medulla. They 
involve the purkinje cells in the cerebellum, but not the nuclei of the hypo- 
thalamic region. 
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The changes observed in the ganglion cells consist of a shrinkage of the 
nucleus which stains a uniform dark blue with toluidin blue. The cytoplasm 
is somewhat ballooned out in some cells, and shrunken in others. Usually it 
takes a lighter stain than normal, but in some cells it stains darker and is 
quite pyknotic. The Nissl substance is not seen nor is fat apparent either 
within the cells or vessel walls. The dendrites are abnormally visible in 
many cells. 

In the medulla the cells of the nucleus ambiguous are swollen and pale. All 
these cell changes are of the ischemic type. The blood vessels are mildly 
hyperemic, but are otherwise normal. 


The days of treatment, maximal and minimal dosage of insulin, 
hours of insulin effect, number of convulsion and time of examina- 
tion as well as the histological findings are summarized in Table 1. 


DISCUSSION. 


Our findings on this group of animals are restricted to histo- 
pathological changes of the ischemic type. They are in agreement 
with the observations of Schmid * and of Weil and his associates.‘ 
They are not as severe as those noted by Tani? nor those reported 
by Steif and Tokay.’ Variations in technique are sufficient to 
explain this difference. 

The mechanism by which these ischemic changes are produced 
is conjectural. A possible explanation which is also subscribed to 
by Weil and his co-workers * is that it results from an inability of 
the brain to carry on its oxidative processes because of the action 
of insulin. In support of this are the experiments of Holmes,°® 
Dameshek, Myerson and Stephenson * and Wortis* showing that 
insulin reduces the oxygen utilization of the brain. 
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MENTAL DISEASE IN PERU.* 
By HORATIO M. POLLOCK, Pu.D., Atsany, N. Y. 


The care and treatment of the mentally ill in Peru have passed 
through a series of progressive stages similar to those undergone 
in the development of psychiatric service in the United States, 
Canada and various European countries. A long period of neglect 
was succeeded by inadequate almshouse or asylum care, which in 
turn was replaced by so-called hospital care with some degree of 
medical attention. With the general advance in psychiatry came 
the latest stage which embraces scientific treatment in a modern 
hospital with a competent staff of psychiatrists, nurses and 
attendants. 

The first hospital provision for the care of mental patients in 
Peru was made in two general hospitals of Lima: the one, St. 
Andrew’s Hospital for men; the other, St. Anna’s Hospital for 
women. In each of these hospitals a special section was set apart 
for the care of mental patients. These sections were called 
“loquerias.” The first mention of these was made by Father Juan 
Meléndez in 1678. He wrote concerning the “loqueria” in St. 
Andrew’s Hospital which was used for the violent insane. He 
mentions one of the unfortunate disturbed patients who was put 
in a cage with his hands tied and was cared for by a charitable 
woman who cleaned the cage and gave him food and drink. Later 
in St. Peter’s Hospital the violent insane were separated from the 
quiet cases. The former were chained while the latter were simply 
locked in cells. In the early part of the 19th century insane persons 
were less cruelly treated. They were kept in clean cells, bathed 
and given a certain degree of individual attention. 

Toward the middle of the century the “loqueria” of St. Andrew’s 
Hospital became in part an independent unit. It had its own 
budget and was called “Hospital Para Insanos.” A special physician 
was provided to care for the mental patients. In 1857, the public 


* The writer is indebted to Dr. Honorio Delgado, a leading psychiatrist 


of Lima, Peru, for many of the historical facts set forth in this article. 
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insisted on the use of gentle measures in caring for the insane and 
abolished all kinds of punishment. Although the original hospital 
had been enlarged, it had become crowded and antiquated. Dr. 
Muniz made plans for the erection of a new institution but died 
before his plans could be realized. He was succeeded by Dr. Matto, 
who was sent to Europe to study the organization of asylums for 
the insane. A site for the new institution was selected at Magda- 
lena del Mar, about four miles from Lima. The building of the 
new hospital, however, was delayed, and it was not opened until 
1918. Dr. Matto having died, Dr. Hermilio Valdizan was appointed 
resident physician and afterwards director of the hospital. Dr. 
Valdizan, who was a man of exceptional ability, became a leader 
in the advancement of psychiatric teaching and practice in his 
country. 

The new hospital was made possible by a generous gift from 
Victor Larco Herrera, a philanthropist of Lima. Under the direc- 
tion of Dr. Valdizan the institution made rapid progress and be- 
came a treatment hospital instead of a custodial asylum. Following 
the death of Dr. Valdizan in December, 1929, Dr. Baltazar Cara- 
vedo was appointed director of the hospital. He has continued the 
progressive policies of his predecessor. 

On March 27, 1939, following the Pan American Neuropsy- 
chiatric Conference at Lima, Dr. Caravedo entertained the con- 
ference delegates at the hospital and showed them its facilities and 
activities. As it is the only hospital of its kind in Peru, it repre- 
sents the standards of psychiatric service now in use in that country. 


Tue Hospitat Victor Larco HERRERA. 


Bearing the name of its benefactor, Victor Larco Herrera, the 
Peruvian hospital for mental disease is located at Magdalena del 
Mar, a suburb of Lima, beautifully situated about four miles from 
the heart of the city. The year following its opening in 1918, the 
hospital cared for 817 patients. Since that time the number has 
increased from year to year until on the day of our visit, it had 
reached 1315. 

The hospital is built on the cottage plan. There are nine cottages 
for continued treatment cases and a reception cottage. Both private 
and public patients are cared for. Male private patients occupy 
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one cottage and female private patients occupy two. The dependent 
patients occupy six cottages, three being devoted to the care of 
each sex. The reception building accommodates both males and 
females. In addition to the buildings mentioned, there is a small 
cottage for patients wit! 
care of children of both sexes, most whom art bleminded ; a 
cottage for physiotherapy; a mortuai nd lministration 
building. Separate homes are provided the superintendent and 
steward. There is a nurses me which also contains a sewing- 
room for the making of pat clotl No a modations are 
provided for employees not engaged in ward work. A new cottage, 
which is nearly ready for occupancy, will care for the criminal 
insane. 

In addition to the buildings ti there at vell-equipped 
kitchen, a laundry, a bakery and various small buildings used for 
shops. Most of the cottag ire one-story buildings. Some of 
those recently built, however, have two stot The cottages as 
a whole constitute an attractive group but it is « t that strict 
economy was exercised in their construct kitchen is espe- 
cially well adapted for its purpose. It is equi with electric 
ranges and cookers which are said to give excell 

As the weather is warm throughout the year, no provision is 
made for heating any of the building 

The institution is well supplied with physicians, nurses and other 
employees. Including the superintendent, there a1 physicians 
on the staff. Four of these are resident phy The others 
serve on part-time or are subject to call as their services are needed. 
One physician has charge of the laboratory and another of the 
physiotherapy cottage. A pharmacist and a part-time dentist are 
employed. The nursing force consists of the superintendent of 
nurses, two assistants to the superintendent, 58 ward nurses and 
51 student nurses. Of the students, 32 are in the first year class, 
II in the second year class and eight in the third year class. In 
addition to the employees mentioned there are 148 others who are 
engaged in conducting the general work of the institution. Count- 
ing pupil nurses as employees, the ratio of all employees to patients 
is 1 to 4; excluding pupil nurses, the ratio becomes I to 4.8 

The salaries and wages paid 
to those prevalent in the United States. The money unit is the 


employees are very small compared 
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sol, which is worth about 20 cents in United States money. The 
superintendent receives an annual salary of 7200 soles. The physi- 
cians receive salaries ranging from 1200 to 3000 soles. The salary 
of the superintendent of nurses is 3600 soles and that of each 
assistant to the superintendent, 2400. The salaries of other nurses 
run from 1080 to 1800 soles each. Physicians who lecture in the 
school of nursing are paid from 240 to 600 soles annually. Pupil 
nurses receive 20 soles per month during the first year, 30 the 
second year and 4o the third year. 

The annual per capita cost of maintenance, exclusive of housing, 
of patients in this hospital is very low being approximately $110 
in the year 1937. 

The movement of patients in the hospital is extremely active. 
The hospital population on the 31st of December, 1936, was 1123. 
The admissions during the year 1937 comprised 551 first admis- 
sions, 195 readmissions and 251 returns from parole, a total of 997. 
The departures during the year included 458 discharged patients, 
264 paroled patients and 190 deaths, a total of 912, leaving a 
balance of 1208 patients in the institution. In addition there were 
157 on parole at the end of the year. 

The ratio of first admissions and of patients under treatment 
to the general population of the country cannot be accurately com- 
puted as no general census of population has been taken in recent 
years. It is estimated, however, that the population of Peru is 
nearly 6,000,000. If this is correct, the ratio of mental patients to 
general population in this country is much lower than in the United 
States. Dr. Caravedo, the medical director, estimates the rate of 
resident patients per 100,000 of population to be 17. In New York 
State the rate is about 500. We are told, however, that the Peruvian 
hospital receives all patients sent to it and does not maintain a wait- 
ing list. Why such a small proportion of the people of Peru 
require treatment in mental hospitals is not answerable from 
available data. 

In 1937, the Hospital Victor Larco Herrera introduced the re- 
vised classification of mental diseases which had been adopted by 
The American Psychiatric Association in 1934. The uniform sta- 
tistical system of the Association was brought into use at the same 
time. Through such action a comparison of mental diseases among 
first admissions in Peru and in. the United States is now made 


| 
7 | 
f 
ll 
d 
il 
ad 
ct 
er 
dd. 
he | 
[n 
re 
it- 
} 
‘ed 
he 


408 MENTAL DISEASE IN PERI | Sept. 


possible. Of the 551 first admissions for the year 1937, 41, or 8.7 
per cent, were classed in the syphilitic group ; 53, or I1.2 per cent, 


in the alcoholic group; 32, or 6.8 per cent, in the epileptic group; 
24, or 5.1 per cent, in the senile group; 33, or 7 per cent, in the 
manic-depressive group; 185, 39.1 per cent in the dementia 
precox group. Thirty-two psychotic patients were reported as 
undiagnosed. 

Of the total first admissions, 78, or 14.2 per cent, were reported 
as without psychoses. Of these, 36 were classed as mental defec- 
tives. Comparing the above percentages with those found for first 
admissions in New York State, we note much higher percentages 
in Peru in dementia precox and alcoholic cases, and much lower 
percentages in arteriosclerotic and senile cases. Apparently, arterio- 
sclerotic cases are not freely sent to the mental hospital in Peru, 
as only 6 of the 551 first admissions were diagnosed as belonging 
to this group. 

The Hospital Victor Larco Herrera, although serving as a public 
mental hospital for the whole country of Peru, is not maintained 
by national appropriations. The hospital is under the control of 
the “Sociedad de Beneficencia Publica de Lima.” This welfare 
organization supplies funds necessary for maintenance of the insti- 
tution and for additions and improvements. However, the hospital 
receives from the councils of the provinces and from the various 
departments of the national government funds for the maintenance 
of certain patients for whom these branches of government are 
responsible. In addition, the hospital receives pay for the main- 
tenance of private patients. From these various sources were 
received 243,000 of the 633,000 soles expended for the maintenance 
of the institution in 1937. 

A patient is admitted to the hospital on the application of his 
guardian, custodian or legal representative to the Sociedad de 
Beneficencia Publica de Lima. The application must state the 
reasons for the proposed commitment of the patient and must be 
accompanied by a certificate of one physician to the effect that the 
patient is mentally ill and in need of treatment in a mental hospital. 
If payment for the patient’s maintenance is to be made, a contract 
therefor is entered into by his legal representative with the welfare 


society. Patients may also be committed by court order, police 
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order or municipal council order by having prescribed forms filled 
out by authorized physicians and public officials. Provision is also 
made for the voluntary admission of suitable cases. 

Treatment of patients in the Hospital Victor Larco Herrera has 
been modernized and at the present time compares favorably with 
that given in many mental hospitals of the United States. 

When a patient is admitted to a hospital his personal and family 
history is compiled; he is given thorough psychiatric and physical 
examinations with such laboratory tests as may be indicated. Spe- 
cial treatment for physical disorders present is promptly instituted. 
After the patient has been under observation for a few weeks, his 
mental disorder is diagnosed and he is assigned to the ward most 
suitable for his treatment. 

Seclusion and restraint are not used. 

Patients are encouraged to work in the hospital industries and 
in the farm and garden but systematic occupational therapy has 
not been established. 

Special treatment of schizophrenic patients by insulin and metra- 
zol was introduced in 1937 and has been continued since that time. 
Favorable results from the use of both drugs are reported. 

A commendable feature of treatment not ordinarily found in 
mental hospitals is the practice in use here of giving every patient 
a physical re-examination every three months and a psychiatric 
re-examination every six months. These examinations are of much 
value in adjusting treatment to the needs of the individual patient. 

Social workers connected with the out-patient department are 
employed to find suitable places for patients who are ready for 
parole, and to exercise a certain degree of supervision over patients 
placed on parole. Patients who have recovered or have improved 
so that they may live safely in the community are either definitely 
or conditionally discharged. The conditional discharge is practically 
a trial leave of absence or parole, and must terminate at the end 
of three months by definite discharge or by return to the hospital. 
Court cases may be discharged only on the authorization of the 
committing magistrate. In 1937, the hospital discharged 76 as 
recovered and 261 as improved. The rates based on all admissions 
were 10.2 and 35.0 per cent respectively. 
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mental hygiene league. It was hoped that such an organization 
would function like the mental hygiene committees of the United 
States and other countries. The league was organized and pre- 
pared, in its first year, a pamphlet on mental hygiene which was 
published by the ‘Sociedad de Beneficencia Publica de Lima.” 
The later official recognition of the league is due largely to Dr. 
M. Caravedo, who since 1932 has published a mental hygiene 
periodical known as “‘Boletin de Higiene Mental.” 

To further aid in the dissemination of mental hygiene principles, 
Dr. H. Delgado wrote and published in 1922 a small book entitled 
“Some Aspects of the Psychology of the Child.” This book con- 
tained an introduction by the late Dr. William A. White, of Wash- 
ington, D. C. In 1933, Dr. Delgado published another book, 
entitled “The Mental Development of the Individual.” 

About 1920 mental hygiene clinics were begun by Dr. Delgado 
in the Hospital Victor Larco Herrera. These at first consisted of 
free consultations offered to out-patients by physicians of the 
hospital. During recent years the clinic work has expanded and 
at the present time the clinic visits each year number several 
hundred. 

Considerable work has also been done for the prevention of 
juvenile delinquency. A children’s court was organized in 1925 
and an organization for the protection of children in 1928. In this 
work Mrs. M. G. Parks has had a large part. Some years ago 
she made a study of the work of the Bureau of Child Guidance of 
the National Committee for Mental Hygiene of New York and 
of the Judge Baker Foundation in Boston, and has adapted, so 
far as possible, the methods of these organizations in dealing with 
the children of Lima. The problem children referred to the pro- 
tective society are carefully studied and are placed, so far as 
possible, in proper homes and are supervised for a period averaging 
more than one year. 

The leading organizations of Lima are taking an active interest 
in child guidance and Dr. Delgado in 1920 formulated a child 
guidance program, at the request of the Minister of Justice and 
Education. The program was submitted to the Peruvian Congress 
but was not adopted. 

The psychiatric leaders of Peru clearly recognize that the single 
mental hospital of Peru is not large enough to accommodate the 
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THE PHANTOM LIMB. 


Irs OrIGIN AND Its RELATIONSHIP TO THE HALLUCINATIONS OF 
PsycHotTic STATES. 


By ALFRED GALLINEK, M.D., New York Clty. 


A “sensory ghost” is the term which Weir Mitchell applied to 
the phantom limb. Three centuries before Weir Mitchell it was 
known to Ambroise Paré that amputated parts of the body may be 
perceived in different modifications after the amputation. 

The description given by Weir Mitchell is so exhaustive that 
later authors could not add much to it. 


THE ORIGIN OF THE PHANTOM LIMB. 


The phantom limb consists of the hallucinations which a person 
experiences after complete or partial loss of an extremity. Its char- 
acteristics are the continuing feeling of the amputated limb, sensa- 
tions of pain and motion frequently localized in it and the sensa- 
tion of an approach of the distal parts of the amputated extremity 
to the proximal stump. Thus after amputation of the whole arm 
the phantom of the hand may originate at the stump of the 
shoulder. The phantom limb may be or become smaller than the real 
one, it may shrink. Its position may correspond to that just before 
loss of the limb, or its position may seem cramped and uncom- 
fortable. The temperature of the phantom limb often seems to be 
different from that of the limb retained. Voluntary as well as in- 
voluntary and compensatory movements are possible. Thus an 
extremely peculiar play of movements may be perceived in the 
missing extremity. Wounds which were present in the actual limb 
may also appear in the phantom. Frequently the phantom does not 
appear until some time after the injury. 

The explanations offered for the phenomenon of phantom limbs 
are just as divergent as the observations upon which the various 
theories are based. A rough analysis of these theories reveals that 
two main views can be differentiated, the cerebral, partly psychic 
and the peripheral theory. It must be emphasized that these vari- 
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ous theories cannot always be formulated strictly in accordance 
with either one of these fundamental views, but nevertheless the 
predominance of either the peripheral or the cerebral element is 
distinctly apparent in almost every paper on the subject. Thus 
acording to one school of thought the processes responsible for the 
origin of the phantom limb are chiefly of a cerebral or psychic 
nature, according to the other the center of gravity of these proc- 
esses is supposed to lie in the periphery. This latter view point has 


recently remained somewhat in the background 
The cerebral theory was worked out above all by A. Pick. The 


frequent observation that the experience of th« is much less 
pronounced than that of the hand is explained by the fact that the 
central representation of the hand is much more expansive than 


that of the arm. Pick believes that phantoms are missing in con- 
genital defects or injuries of early childhood because the respec- 


tive amputated part had never been represented in the body image. 


1e main emphasis 


Schilder in his explanation very justly places t 
on the body image. The suddenness of the loss plays an impor- 


tant role since the phantom limb is missing in slowly progressing 
losses such as freezing or tuberculosis of the joints 

Additional observations may be mentioned in support of the 
cerebral theory. The gradually diminishing size of the phantom 
limb is explained by the gradual dwindling of the body image of 
the adult which is supposedly replaced by the more resistant one 


of the child. The disappearance of the phantom limb after injuries 
of the posterior central convolution and the parietal region (Head) 
may also point to the cerebral character of the phantom. The influ- 
ence of hypnosis and mescalin on the phantom may also be men- 
tioned. Narcissistic inability to renounce the integrity of the body, 
the impossibility of adaptation to a sudden defect are not sufficient 


explanations of the phantom, [or phantom imbDsS may originate 


without such a defect after a fissure in the plexus. This is further 


shown by the appearance of phantomlike sensations in cases of not 
amputated hemiplegic patients who instead of the paralyzed ex- 
tremity experience another hallucinated one. There are certain 
relationships to the non-perception of the own defect, the anosog- 
nosia of Babinski. 

Pitres favors the peripheral theory. He assumes that the phan- 


tom sensation originates chiefly from the excitation of the nerve 
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ends in the scar. Pitres, Souques and Poisot concluded from the 
disappearance of the phantom after anesthetization of the stump 
and the return of the phantom when the anesthesia was no longer 
effective that the genesis of the phantom must be peripheral. When 
the phantom has already disappeared it may be made to reappear 
through peripheral stimuli. The perception of a phantom limb 
already present may be intensified by such stimuli. 


CASE MATERIAL. 


Case 1.—This patient was examined three years after an amputation in 
the knee and later at the middle of the left thigh had been performed. 

Some time after the amputation the patient developed attacks of pain which 
he localized in the amputated leg. Simultaneously with the pains a phantom 


leg was felt, the presence of which was not even indicated in the painfree 
intervals. The phantom persists as long as the pain continues. With the 
disappearance of the pains the sensation of the leg also disappears. At times 
he feels an itching at the edge of the tibia and wants to scratch himself at 
that place. In order to ease the pains he tries to bend the phantom leg at the 
knee. When he wants to bend it, he has to laugh that he has forgotten that 
“the leg is gone.” Before the phantom leg appears there is an indefinite 
sensation of pain which cannot be localized. The pain precedes the phantom 
leg, but both disappear at the same time. At times the size of the phantom 
leg seems to be the same as that of the other leg. Nevertheless, in walking 
(with crutches) he has a feeling as if it did not touch the ground. Frequently 
it seems to be shorter. 

The patient is unable to say when he first felt the phantom leg, at any 
rate, not immediately after the amputation, but some time later. The pains 
in the phantom foot and the itching at the phantom tibia are accompanied by 
pains in the lower end of the stump. He knows nothing regarding the 
appearance and the color of the phantom leg; its spacial boundaries are 
similar to those of the normal leg, but at times seem somewhat indistinct to 
the patient. If he places a pillow against the stump he feels the pillow at 
the sole of his foot. Sometimes it seems to him that the foot begins right 
at the stump, but never when the itching occurs, as this is felt only at the 
tibia. The temperature of the phantom limb is that of the rest of the body. 

The patient feels as though he could move about normally but, as stated 
above, when he is walking on crutches the phantom leg seems to be shorter 
and freely suspended. He feels similarly when walking with the prothesis 
which to him is not animated. No movements in correspondence to actual 
ones are present in the phantom leg. When the patient sits or lies down he 
always has the feeling as if the phantom leg were in a horizontal position. 
In bed it seems to be actually on the mattress, but when he is seated it appears 
to be extended horizontally, even if the other leg is in a normal position. 

The pains in the phantom leg may be relieved by pressing or stroking the 
stump, but the pains and the phantom leg do not disappear entirely. If the 
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standing on his right leg. The leg seems to grow through the bed. With 
slighter pressure on the stump the phantom disappears from the foot to the 
knee. He then has a feeling of being pinched at the phantom knee. 

Without sensory stimulation of the right stump (blanket, touch, clothes, 
artificial limb) the phantom leg is never present. As soon as it is covered 
it reappears, if the cover is removed it again disappears for the moment. 


CAseE 4.—Seventeen years before the examination an exarticulation through 
the left hip joint had been performed. When the patient awoke from the 
anesthesia he felt severe pains in the left (amputated) limb. He asked for 
a hot water bottle on his left leg, but was told that the limb had been 
removed. The patient would not believe it until he lifted the blanket and 
convinced himself with his own eyes. When he got up he fell because he had 
forgotten that one leg was missing and he was trying to walk without 
crutches. 

From the time of the amputation the sensation of the phantom leg has 
remained unchanged. He feels the leg about half its natural length, but he 
very clearly distinguishes the foot, i. ¢., the toes; the heel is less distinct, 
tibia and knee are only felt in the presence of pains. If he feels an itching 
on the edge of the tibia, he slaps the stump. This does not stop the itching, 
but the stronger sensation of the slap distracts from it. Often he feels the 
thigh and closely attached to it the lower third of the calf with the foot. 

The phantom leg hangs down vertically. When the patient lies in bed the 
leg seems to go through the bed. When he sits on a chair it appears to 
extend through the chair. The toes are continuously spread out. The normal 
limb feels “completely, in its entire shape’; the left “rather without shape, 
as if bandaged tightly.” 

He has no idea regarding the aspect and color of the phantom limb. If he 
passes a stone in the garden he wants to avoid it and tries to pull up the 
phantom leg between the crutches with which he walks. 

Patient complained of a constant pain. With increasing pains the phantom 
leg becomes more and more clearly defined, the ankles are only felt in the 
presence of the greatest pain, otherwise never. 


DISCUSSION. 


The phantom limb may appear immediately after the amputation, 
or some time afterward. The defect may be forgotten to such an 
extent that one patient wants to protect his missing leg in a fall or 
prevent it from being touched, another tries to bend his phantom 
knee, etc. We have observed the presence of the well known sen- 
sations of itching and of movements of the toes, the feeling of 
shrinking fingers, but it is characteristic that the thumb is not 
concerned. Stimuli applied to the stump are localized partly in 
the phantom, partly in the stump. The pain is relieved by press- 
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The etiologic importance of sensory stimulation is further shown 
by other facts. Thus in Case I paresthesias over the tibia pro- 
duced the appearance of.this part in the phantom, while otherwise 
the foot appeared to begin directly at the stump. 

We believe that it is evident from our cases that peripheral 
sensory stimulation of some kind—not necessarily pains—is a sig- 
nificant factor in the formation of the phantom limb, and we would 
assign an important role for such stimulation. Even in cases 
where phantom limbs were felt without amputation the peripheral 
factor must be considered important, as one will have to assume its 
presence in lesions of the plexus, for example, just as much as in 
any amputation. 

By placing the main emphasis on the peripheral factor we do 
10t wish to deny the significance of cerebral and emotional mecha- 
nisms in the formation of the phantom, and we would emphasize 
that the phantom must be brought about by a process involving 
the entire nervous system. 

Peripheral stimulation from the stump is eventually carried into 
the same regions which would be reached by peripheral stimula- 
tion from the limb if this were still present ; if we may say so—they 
encounter its old engrams at the place where the “body image” 
(Schilder) is localized. It is no pure chance that its localizations 
coincide to a large extent with those of the highest cortical sensory 
“centers.” The primitive stimuli emanating from the periphery 
are the raw material for the evolution of the phantom. 

We have never observed a phantom after amputation of the 
mamma, penis or facial disfigurement—though this is occasionally 
mentioned in the literature. This is not in agreement with psycho- 
analytical or purely psychological theories for the explanation of 
the phantom. The narcissistic inability to renounce the integrity 
of the body should be even more pronounced after amputation of 
the mamma, penis or face than after the loss of the extremities. 
There can be no doubt that the libidinous significance and cathexis 
of face, mamma and genitals must be greater than that of the 
extremities, but nevertheless there are no phantoms after loss of 
these parts. It seems that the engrams of easily movable parts of 
the body can be more readily reproduced, than those of less easily 
movable parts. 
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and that God’s voice speaks out of his own. God has endowed him with 
special powers and entrusted him with a special mission. The voice of God 
is a small voice, like a woman’s voice. The patient himself can be a man or 
a woman, he is not limited. On the ward he is quiet and cooperative, although 
he claims that he is kept unjustly at the hospital, because his ancestors came 
to this country to enjoy religious freedom. He is happy since he cut off 
his hand. 

Asked about his phantom hand he says: “I know, you doctors call it a 
phantom hand. But it feels different from the way other amputated persons 
feel.” He feels the hand drawn up and is able to move the fingers. The hand 
feels numb, as if asleep, and cold, but he has no impression of its color. The 
phantom hand feels as real as the left hand, but he feels a peculiar constant 
pain in the phantom hand. (Up to this point the patient’s description of his 
phantom hand does not differ at all from the descriptions given by mentally 
sane amputated patients.) He believes that his missing hand is really present, 
but rendered invisible by God. Just as there is a visible and an invisible 
Christ there are visible and invisible hands. On the wrist he feels two 
bracelets and on the first and second joint of each finger he feels rings, so 
that he wears Io rings on the phantom hand. (Actually he wore only one 
ring when he cut off his hand.) God has given him the rings “Yes, sir, 
absolutely, in fact, all of them.” God adorned the phantom hand with these 
rings about a year after he had cut off his hand and the phantom hand had 
made its appearance. The rings are made of metal, “they are gold,” and 
because they are metallic he feels them even more strongly than the hand. 


DISCUSSION. 


We had expected that the hallucinating mental patients would 
experience the “normal” hallucination of the phantom limb differ- 
ently from their pathological hallucinations. When hallucinating 
patients who hear their voices over the radio are questioned about 
these voices they will be found to be able to distinguish between 
the real radio and the hallucinated radio voices. They attribute 
just as much reality to the hallucinations but there is an indefinable 
difference. Such an ability of differentiating does not seem to 
exist between the phantom experience and pathological hallucina- 
tions. In the above described case the phantom limb has all the 
characteristics which it has in the case of normal amputated per- 
sons. In addition to these characteristics, however, additional 
symptoms have been added, which originate from the psychotic 
experience of the patient and are of the same type as his other 
hallucinations. The 10 rings on his hand appeared only a year 
after the phantom. The psychotic hallucination has been super- 
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imposed on the natural one, but though the two symptoms origi- 
nate from different roots they are felt and interpreted in the same 
way. The interpretation is entirely within the range of the 
psychosis. 

Subjective and objective perception which are entirely separate 
from each other in the normal amputat 
fused in the hallucinating 


ive become 
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THE OTHER SIDE OF HALLUCINATIONS.* 
Part II. INTERPRETATION. 
By JONATHAN LANG. 
INTRODUCTION. 


While fully realizing that his opinion based on nine years of direct personal 
experience of hallucinations contains subjective distortions, the writer feels 
that his views on the phenomena possess sufficient value to be recorded. 
He shares the position taken by Karl Mannheim in his book Jdeology and 
Utopia that the integration of diverse perspectives offers a more accurate 
guide to actuality than the concentration upon a single perspective. Hence 
he offers this statement of the viewpoint of one who has actually experienced 
hallucinations in the hope that it may to some extent complement the view- 
point of the psychiatrist and so help in clarifying the actuality behind 


hallucinations. 


I. THE SELF AND THE HALLUCINATION. 


If there is anything that I can say with certainty concerning the problem 
of hallucinations, it is that hallucinations are not the product of the activity 
of the conscious self of the experiencing individual. The conscious self acts 
merely as a spectator. It does not anticipate; it does not initiate; it does 
not control the hallucinations. To the conscious self, hallucinations come as 
phenomena which it experiences. They reach it as already organized con- 
figurations. They are, to the self, phenomena which arise outside its range. 

Further, a series of more than 50 experiments which I have carried out, 
each time with negative results, have convinced me that the conscious self 

not produce hallucinations (using the term in the specific sense of a 
spontaneous false stimulation of the sensory nervous system). While I 
have been able to produce vague affects and vague eidetic images, I have 
never been able to produce a stimulation of the exteroceptive nervous system 
identical with that arising from normal external stimuli such as has occurred 
in the hallucinations which I have experienced. 


* This is the second part of an article on hallucinations written by a patient 
of mine, whose case is one of schizophrenia of about nine years’ standing. The 
first part, describing hallucinatory phenomena as a personal experience, was 
published in an earlier issue of this JouRNAL (94:1089). This part deals 
with the patient’s interpretations of these phenomena and of the formation 
of delusions on a hallucinatory basis. The author’s name, as given here, is 
fictitious AARON J. ROSANOFF. 
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factor of its own organism. The self is forced to the conviction that halluci- 
nations are the product of some external agent acting upon the individual’s 
organism. 


II. FAcTors. 


From my nine years of direct experience, I am inclined to the view that 
this subjective attitude rests upon an objective foundation. While I realize 
that difficulties exist, I believe that it is possible for me to isolate some 
approximately objective factors which support such a conclusion. 

In the first place, hallucinations first appeared in the history of my case 
without antecedents. They appeared spontaneously and without warning. 
The original incidence—an auditory hallucination of a voice claiming to be 
that of God—came without preceding connections. While my general con- 
dition at the time was depressed, due to a hard year at college, it did not 
contain any factor of a seeking of divine aid. In fact my attitude toward the 
existence of a God who made direct contact with man, was one of skepticism. 
The hallucination had no basis in the patterns of my conscious thought. The 
hallucinations did not commence as the end product of a serial change of 
single factors; they started as the spontaneous appearance of an already 
organized configuration. 

Except in so far as one form of hallucination has been anticipated by 
other hallucinations, this absence of antecedents has held true throughout 
my experience. Hallucinations appeared without anticipation in the conscious 
field. Often they lacked any connection with the conscious content present 
at the time of their incidence. 

Secondly, the experiential nature of hallucinations to the self has its 
objective as well as subjective value. The occurrence of the hallucinations 
in the central conscious (intrapsychic) field as already organized configura- 
tions, indicates their origin on the afferent side of that field. The lack of 
knowledge of the self concerning the hallucinations previous to their incidence, 
precludes the possibility that the hallucinations arise from conscious or post- 
conscious processes. As the central awareness—volitional factor of the con- 
scious field, the self would necessarily possess knowledge of activity in the 
conscious field. 

Thirdly, the inability of the self to produce hallucinations experimentally 
has its objective as well as subjective implications. It rests upon an ex- 
perimental basis which the reader can test for himself. This experimental 
inability precludes the possibility that the hallucinations arise from self- 
initiated processes. (In this connection, the reader should remember that 
in this paper the term “hallucination” implies a spontaneously appearing com- 
plexly organized stimulation of the sensory nervous system identical with 
normal stimulations except in its lack of a normal initiating agent. The 
reader should be careful not to mistake affects and eidetic images for hallu- 
cinations. ) 

Fourthly, the intricate pre-existing organization which hallucinations 
possess before reaching the central conscious field, objectively suggests the 
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sensory system, (2) the addition of sj locational factors, and (3) some- 
times the provision of an anesthesia for tors act sting in the ex- 
ternal configuration whi mpat { llu t pattern. It 
is difficult to understar I rises except 
through the operation 

Fifthly, the innervation of factor of the afferent f the nervous 
system possessing the ability prov ternal 1 factors, indi- 
cates the activation of the ext ve nery [The external 
locational factors do not a1 the tral field as t product of faulty 
judgment or reference by t I t tegrated into the 
hallucinatory pattern wl it { tral field. Such inci- 
dence of external locati the over f a basic safe- 
guard of the psychophy the | rganism—the 
afferent-to-efferent princi] luction, without which no distinc- 
tion would exist between s I tion. It this distinction 


that adjustment to the eny verco! thi ecuard, th 
hallucinatory process invol feat of the 1 1r protections of 


the psychophysiological n lt itates t peration of some 
special factor possessing the ver 1 t] resistance 
Sixthly, the hallucinatory in s ir as it t innervation 
of a part of the sensory ’ gical 
mechanism is not a mystic 1 met It 1 iS an energy 


discharge stimulating 


III. PsycHIATRIC AND CH THEO! CONCERNING 


Turning to the the 
psychiatry and abnormal hology, ot kly ferences. A 
fermal discussion of the various npetit t] ps itrists and 
abnormal psychologists lies beyond the sco] this pay [he writer will, 


however, attempt son 


tS upol Val I nt perspective 
of the actual experiencing 

In the first place, his experien nti ts t that hallucinations 
arise as the end of a series tages t f perceptive processes 
from an antecedent stage of illusio1 ’ r as my ov use is concerned, 
noe illusions preceded the | nat hallucinations emerged as an 
already intricately organized pheno thout any tecedent illusions. 

Secondly, his experience d not r t explanation of hallucinations 
as due to lesions of the brain in thalamus or other regions.* The variety of 
the hallucinatory patterns, t ibsence of repetitions and the complexity of 
the specific incidences, sor s with the involvement more than one 
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sense, and occasionally with anesthesia for factors of the actual external 
configuration which compete with the hallucinatory pattern, suggest the 
inadequacy of such a simple explanation. 

Thirdly, his experience does not coincide with psychoanalytical stress upon 
homosexual content as the dominant characteristic of hallucinations.5 In 
his own experience, homosexual content was lacking until a suggestion 
was made by a psychiatrist in the eighth year of the experience. Such 
content was absent during the eight previous years, and it occurred only 
sporadically subsequently to the suggestion. In this connection, reference 
should be made to the frequent influence of suggestion from other persons 
upon the verbal content of the thoughts-out-loud. This change in response 
to suggestion has been experienced by the writer on several occasions. It 
was particularly apparent at one period during which the writer was having 
treatments from a “spiritual healer.” The thoughts-out-loud presented short 
playlets of struggles between good and evil spirits in keeping with the view 
“spiritual healer.” The writer is inclined to 
question the reliability of verbal content of the hallucinations as an indicator 
to underlying mechanisms except in cases in which special precautions are 
taken to avoid all possibility of suggestion. 


of the case advocated by the 


Fourthly, the writer’s experience has made him skeptical of the explanation 
of hallucinations as results of “projection.” With regard to those advocates 
of the “projection” hypothesis who seem to hold that “projection” of the 
hallucinations is a quasi-deliberative process in the central conscious field 
in which the self, through faulty reference “projects” the hallucination,® 7 
the writer has already presented his dissenting argument. With regard to 
the view that the process of “projection” takes place outside the central 
conscious field, but still wholly through the operation of factors of the organ- 
ism,® 92° the writer would point to the difficulty of locating and isolating 
any such factor in the psychophysiological mechanism. He would draw 
attention to the circumstance that such factors as “libido,” “defense mecha- 
nism,” or “autocorrective principle” which have been advanced by various 
schools as factors producing “projection” have as yet only the status of 
ideological theories. For the present, reasonable grounds for doubt certainly 
exist. 


[V. THE Hyporuesis oF Psycuic INFECTION. 


The existing uncertainty of the etiology of hallucinations leaves open the 
way for the suggestion of an alternate hypothesis. Before entering upon 
such an attempt, the writer would like to emphasize two aspects of his 
attitude which otherwise might be misunderstood. In the first place he wishes 
to make clear that he does not claim to present a definitive explanation; he 
merely offers an hypothesis which seems reasonable in the light of his nine 
years of personal experience. He fully agrees that its establishment must 
await the experience and experiment of others. Secondly, the writer does 
not question the pathological nature of hallucinations whether of religious 
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or other types. From 
type, the writer entirely 
ological nature of halluc 
contrary notwithstanding 
writer is raising is that 
the phenomena. 

For such a discussi 
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opinion of the writer, fort 
function formed the cl 
experienced by the writ 
from normal processes, 
normally present in tl 
general nature of this 
overcoming the affe1 
development of this 
may arise as a pat! 
other hand, it is also pos 
originally external agent 
the second of these 
locating a definite fact 
producing the given result tl 
field of somatic diseases 

In somatic diseases 
normal processes of the 
originally external agent 
generation of an agent 
showed that the comm 
taneous development 
universal cause of patl 
sibility that the process 
pathological conditions is 
forgotten that the present 
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somatic pathological co1 


The complexity of the 
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indicates that the agent or agents may be something more complex. Since 
the psychological sphere seemingly deals more specifically with energetic 
aspects of physico-chemical processes, it is likely that the hypothesized 
agent may differ from that of somatic diseases in that whereas somatic 


‘ity within the organism induced 


diseases arise chiefly from chemical activ 

by the infecting agent, the psychological diseases arise chiefly from physical 
activity within the organism induced by the infecting agent. The psychic 
infecting agent may be some form of energy system possessing the capacity 
of entering the orga 


as to produce hallucinations. Specifically there is the possibility that the 


nism and stimulating the nervous system in such a way 
agent may be some form of energized gas which has drifted down into the 
lower atmosphere from the ozone belt and which enters the body through 
the respiratory tract and lodges in the brain or cerebrospinal fluid. 

Such an hypothesis would explain only the final stages of a psychosis, in 
particular the incidence of hallucinations. Before this possible psychic in- 
fective agent can act, a predisposing psychophysiological state is probably 
necessary. The psychic infective agent presumably acts only to extend a 
trend preéstablished by deficiencies or excesses in the structure of the 
organism. The psychophysiological state of the organism may probably 
determine the general nature of the pathological phenomena; the psychic 


infective agent, the degree to which the condition develops. 


CONCLUSION. 


The problem of hallucinations looms as an important one for the under- 
g of the nature of psychopathological conditions. From the view- 
point of actual experience, hallucinations form the epicenter from which the 
psychosis spreads. The clarification of the hallucinatory process will lead 
far toward the understanding of psychopathology. 
Nine years of actual experience have led me to the belief that the crucial 
‘tor of the hallucinatory phenomena is the overcoming of the afferent-to- 
efferent principle. In my experience hallucinations involved complex stimu- 
lations of complex patterns of the sensory nervous system. These stimulations 
were not and could not have been produced by the self of the individual. 
The complexity of the patterns of the hallucinations suggests the existence 
of some form of organizing factor. Already existing knowledge as to the 
physico-chemical nature of the nervous system implies that this factor must 
at least operate as a physico-chemical agent—say some form of energy 
system. Difficulties in locating and isolating such a factor within the human 
Organism suggest the possibility of the entrance of an external agent. The 
question is raised as to whether the prevalent theory of spontaneous genera- 
tion of psychopathological phenomena may not be retarding the clarification 


of the actuality behind hallucinations. The possibility that hallucinations may 
be produced by the intrusion of some psychic infective agent is one that 
requires attention. 
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JOrocecdings of Societies. 


THE AMERICAN PSYCHIATRIC ASSOCIATION 
PROCEEDINGS NINETY-FIFTH ANNUAL MEETING. 
PALMER House, Cuicaco, ILLINOIS, 


May 8-12, 1939. 


TuESDAY MoRNING SESSION. 
May 9, 1939. 


The ninety-fifth annual meeting of The American Psychiatric 
Association convened in the Grand Ballroom of the Palmer House, 
Chicago, Illinois, at ten forty-five o'clock, President-Elect Wil- 


liam C. Sandy presiding. 


dS 


CHAIRMAN SAnpy.—In the temporary absence of the President, it be- 
comes my honor and privilege to open the ninety-fifth annual meeting of 
The American Psychiatric Association. 

If those present will please rise, the Rev. Herbert W. Prince, Rector of 
the Episcopal Church, Lake Forest, Illinois, will give the invocation. 


Rev. Herspert W. Prince.—Let us pray. 

We yield Thee high praise and thanks, O God, for the choice vessels of 
Thy grace and the lights of the world in their assembled generations. In 
the long process of the.development of the human mind, Thou hast step by 
step revealed the infinite treasures of Thy Mind to Thy children. As man has 
learned to reach his capacity, Thou hast filled it. In the fundamental laws 
of being, which is philosophy, and in the fundamental laws of knowledge, 
which is science, and in the application of those laws, which is art, religion, 
Thou hast made Thine infinite mind known to our finite minds. We cannot 
see the end but only the steps along the way. As we, Thy sons and daughters, 
in humble and reverent obedience explore these steps and do Thy will, do 
Thou disclose to all of us the infinite resources of Thy will and Thy mind, 
for Thou art the Fountain of all grace, the Master Light of all our seeing, 
the Master Mind of all our being, that we may by Thy grace and by Thy 
light be illumined to see Thee in all Thy beauty and seeing Thee to come 
to know Thee Whom to know is life forevermore. Amen! 


CHAIRMAN SANDy.—Ladies and Gentlemen: In the absence of the Hon- 
orable E. J. Kelly, Mayor of Chicage, who has been called elsewhere, we 
have the great pleasure and the honor of hearing from the Honorable John 
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J. Sonsteby, Chief Just rt who will 
welcome us to this city 

In our short conversat ti t to | tice Sonsteby 
this morning, I learned ! t { our activities 
for years and really | our family, 


We are, therefore, vet ( 


CHIEF JusTICE JOHN ts the 
City of Chicago: I regret that May I. Kelly is not 
here personally to gt 


In coming on his behalf t ty that is prob- 
ably destined to be the largest city of 1 United St 

We have a great many t that ult tel vertise them 
selves and show that ( tivities of 
our country, not the least I 1 al gaged. 

In selecting me to 1 pl n mind the 
fact that for quite a nu touch with 


your work. As a me! (me! tion and the 
National Conference of S I [ remember the 


days when psychiatry t to be 
on the program of eith 

As an honorary membe1 3rd Degr Masonry 
of the Northern Jurisdicti it associated 
with and have come to | that part of our 
contribution to American | tensive research 
to ascertain the causes, if not 1, of course, 
know something of that t ts that v becoming 


known and which will | t n 1 rs t both in the 
study of and the cure of, t t is, shall ] r condition. 

I became Chief Justi t { 2 About a 
year after that, I orga [Institu nal Court 


of Chicago. Dr David B. ] re 1 g, is Director 
of that Institute. He, as ) t .u Vi ( keeps us 
in touch with all of tl gani s in Cl nd the United 
States dealing with this su that institute w h year over 
2,500 defendants, something that not k1 ene! )f that number, a 
very large percentage ar t institutional 
care. In the case of the we mit tly to t tate insti- 
tutions. If defendants 1 ther tit s, we send 


them to the Psychopathic | tal of Cook County and there, after another 
examination, over 99 per cent those we send are committed to state 
institutions. 

We are increasing the wo! f this department year by year. Last year 
we made quite an intensiy t] that ca to us through the 
automobile safety court. In other words, Dr. Shary ir chief psychologist, 
took the cases from that b: f ou rt and 1 in intensive study 
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to ascertain the causes that brought these defendants into court. Of course, 
she found amongst them dementia przcox cases and other mentally un- 
balanced cases; also the stuttering type, and so on. So that out of that study 
we really got some very valuable information which has been made available 
to the profession. 

We have made an attempt to coordinate our work in this Institute with 
the other clinics and institutes of the city. We are very happy to have the 
new state institution and hospital, the Neuropsychiatric, begun and to have 
the cornerstone laid today. The laying of that cornerstone, I take it, is 
delaying the presence of Mr. Bowen and the others who would have preceded 
me on this program. 

This Institute has been the dream, you might say, of Dr. Singer and 
Mr. Bowen during the last ten years. Now that they have gotten it started, 
it is going to mean a tremendous advance in the work in the City of Chicago, 
because the various institutes and clinics will have some place to send 
children and others requiring hospitalization as well as study. 

We are advancing in the City of Chicago. The last ten years have shown 
tremendous advance in this particular work and I may say we have had the 
support of Mayor Kelly and the City Council in the work we -are doing, 
particularly in the Municipal Court of Chicago. 

I said a little while ago you have not heard much of our Institute. We do 
not advertise it generally. We have refused to let newspaper reporters come 
in. We don’t let them come in and make photographs. We figure that the 
persons involved and the families involved have enough load to carry with- 
out having publicity in all the newspapers in addition. Of course, that doesn’t 
make the newspapers very friendly toward us, so we get very little write-up 
regarding the work of the Institute. But once a month I send a release 
to all the papers and they do publish the number of cases we handle and 
what is done with them. 

The major crimes, such as murder, rape, robbery and holdups, have 
decreased from 45 to 60 per cent in the last ten years in the City of Chicago, 
whereas they have increased throughout the entire United States. That is 
because of the coordination between the Police Department, the Courts, 
and all the other law-enforcing agencies. We have shown to the world what 
can be done when the law enforcement agencies, properly directed, work 
together with the one object in view. 

So I speak on behalf of the Mayor and the citizens of Chicago when I 
welcome you today and hope your visit will be a very pleasant one, and that 
out of the work you do here, from the papers you will hear read and from 
the discussions that will follow, there will be a valuable increase in benefits 
that your various communities will get from the fact that you have been 
here with us. Thank you! 


President Richard H. Hutchings assumed the chair. 


PRESIDENT HutcHincs.—I would like to call upon Dr. Douglas Singer 
to make a few remarks. He is Chairman of the Committee on Arrangements. 
I am asking him to speak out of place for a particular reason. 
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Dr. H. DovuGLas SIN Our 
Committee on Arrangemet \ deep 
appreciation that we feel 9 for 
ward to this for a great 1 t have to 
wait so many years before 

On behalf of tl! | isked 
Dr. Arthur H. Curtis, w { Institute of 
Medicine, to express 

Dr. ARTHUR H. ( f The 
American Psychiat ’n | Institute of 
Medicine, I welcome to be 
the unofficial spokesma vhole, for 
they are well aware of 

Permit me also to greet r our 
gynecological ancestors ntal twists 
and cyclical turns a ¢g till in its 
swaddling clothes. You | t IS per- 
centage of the gynecologis { t linger- 
ing, habitually repeating t You have 
also eradicated some of pain of 
mysterious pelvic origin, t r intangibles 
long recognized solely due to « lacements 
Yet in spite of all this, w 

A closing word. 1 riously, the 
medical profession should t ntific 
growth which has char I We wish 
you a most profitable ti 

Dr. SInGER.—Thank ! 

I would like to say that the | hospitals 
in this state there has | have felt 
we can always turn for t ’ nstitute 
of Medicine of Chicago. Dr. | t that body 
has done for the State of s institu- 
tions. I feel it is a great to 1 that ust recently 
completed a survey of th vice in t institutions, not 
only the state hospitals but t titut the state. Their 
report, I believe, is not qu blica e had some 
indications of what it cont t nths of work 
visiting every one of the t I groups, and 
I know that the report th going to mal t t is one that 
is going to be of the very greatest help to us in dey ng our medical 
services in the state. 

I have long had the feeling Irsé I t alor this—that while 
we as psychiatrists have | ticular ted in intr ng psychiatry 
into medicine, what we 1 ed to do as a « lla f tuation was to 
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introduce a great deal more of medicine into psychiatry. It is for that reason 
that I have always felt we should be grateful for the assistance that the 
Institute of Medicine has been able to give us. 

It is also my prividege to introduce to you to represent the State of 
Illinois, our Director of Public Welfare, a man who has been heart and 
soul in state institution work ever since I came to the state in 1907, when 
I found him already here at that time as secretary to the governing body 
which was then known as the State Board of Charities. Our Governor 
would have been here to greet you were it not for the fact that he is not 
well. He has designated Mr. Bowen to represent him, and I believe that 
nobody more suitable for that purpose could have been found. Mr. Bowen, 
Director of Public Welfare! 


The Honorable A. L. Bowen read his address of welcome. 


A. L. Bowen.—It is not often that this very old and distinguished associa- 
tion—one of the first in the American field of medicine—honors a layman with 
a place upon its program. I am seriously conscious today of the high privilege 
I enjoy as a lay official of Illinois in welcoming you to Illinois for your 1939 
deliberations. 

The welcome I extend is but the reflection of the welcome that Governor 
Henry Horner offers to you. But for a serious illness, from which he is 
making gratifying recovery, he would be here today to make this address 
of welcome on behalf of the state. 

During his long service as Probate Judge of Cook County, he made a 
nationwide reputation by his devoted interest in medico-social problems. His 
concern for the mentally afflicted was shown often by his wise handling of 
the individuals who appeared before him and by his leadership of community 
action, against all forms of human unhappiness. 

His administration as Governor of this state has been characterized by a 
tremendous program of institutional rehabilitation, enlargement of facilities 
for care of mental cases, improvement of personnel, development of the best 
technique in care and treatment—culminating in the decision to erect now the 
Psychiatric and Neurological Institute and Hospital, whose cornerstone we 
laid this morning. 

Few men in public life in this country have shown the intelligence and 
human sympathy that he has shown in dealing with those conditions which 
have called you into the psychiatric field of medicine. It is his regret that 
he cannot be here this morning and he has asked me to extend to you the 
greetings and welcome of Illinois that he would find so much pleasure in 
delivering to you in person. 

Psychiatry and neurology are making fast progress not only in developing 
their sciences but also in establishing a confidence and place in the public 
conscience. The future of medical education and practice is in psychiatry. 
How rapidly this sentiment is spreading among our people, perhaps, the lay 
administrator of great eleemosynary institutions is better able to judge than 
even you who devote your time and energies to your own circumscribed prac- 
tice of medicine. 
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1 as having even been related. We marvel today at the feats of medicine 


and surgery and stand appalled at the precision and celerity of the excision 
of an appendix, the recalling of the dead to life, the patching up of the old 
human machine into a fair operating unit. But these feats and these marvels 
are destined to pale into insignificance when they are put alongside the ac- 
complishments of medical science 25 years hence. Now we deal with the ills 
of human flesh. Then we shall deal with the ills of mal-adjusted human 
beings, the ills of a disturbed and distraught human life, the ills of a social 
order torn and disrupted by the unsatisfactory behavior of its disoriented 
members. In the presence of such an inspiration how can I have patience 
with the pessimistic thought of the da 


nize 


y that there is no future for our youth, 
or that this profession is overcrowded? The day of heroics on the vacant 
plain, of adventure in the unexplored forest, of discovery in unknown lands 
has passed, but the day of adventure, of heroics and of brilliant exploits in 
the mysterious and glamorous realms of human behavior lie just ahead and 
are as real as life itself. 

Again be assured, Doctors of Human Behavior, of Illinois’ cordial welcome 
to you on this auspicious occasion when the world so appealingly extends its 
hands to you and you are able to offer to the world a new hope and a new 
star leading to the manger of human happiness. 

PRESIDENT HutcHInGs.—Thank you, Doctor. 

I will now call upon the President-Elect, Dr. William C. Sandy, to make 
reply to the distinguished speakers who have welcomed us in the name of 
the Association. 


PRESIDENT-ELeEct SANDY.—Chief Justice Sonsteby, Mr. Bowen, Dr. Curtis 
and Dr. Singer: On behalf of the officers and members of the American 
Psychiatric Association, may I express our very deep appreciation of your 
cordial words of welcome. It may be interesting to remind you that this 


being the 47th meeting in 1893, the second the 74th meeting in 1918, the latter 


is the third occasion upon which our Association met in Chicago, the first 


of course during very strenuous times and our program then being charac- 


terized by many military titles. Probably very few of us had, therefore, ex- 
perienced the advantages of your city as a convention city in these meetings, 


ties such as for education, hospitalization, recreation, and so on. 

We are very glad to have these further words of welcome, especially from 
those who are so much interested and more or less intimately connected 
with our own activities. May I, therefore, for the Association thank you again 
for your expressions of gracious hospitality. 


PRESIDENT Hutcuincs.—Thank you, Dr. Sandy! 
Report of the Committee on Program, Dr. Roscoe W. Hall! 


Dr. Hall announced several changes in the program. 


PRESIDENT HutcHincs.—What is your wish in reference to the report 
of Dr. Hall? Shall you adopt it? 


— 
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which he will present. 


Secretary Ruggles 


Council 


SECRETARY RUGGLES.— ( May 
8, 19390, at 5 p. m. Fifte Dr. 
Hutchings, presided. 

The Secretary report 

Two Fellows and one M« t 
be accepted. It was rec to 13 
Members and 14 Fellows Coun- 
cil voted to drop from the er, 4 
Members and 4 Fellows, 1 special 
letter having been sent 

The Council recommended { t M ershit 
who were elected to Active M 

Dr. Dana F. Dow R 
pe. J. S:. De Jar 

Dr. Samuel W. Hamilt New \ N 

Dr. Thomas P. Si 

Dr. D. J. McCarthy, Philade 

Dr. 13 Moorehead N 

Dr. J. Milton Si N 

Dr. G. Kirby Collier, Rochester, N. 

Dr. D. Ewen Cameron pres ymin ers in 
place of the Chairman, Dr. William E. Gardnet whi { Council voted 
to recommend for election 64 \ e M ip, 150 ap- 
plicants for Membership, 33 to be transferred from Ass te Member to 
Member and 14 to be transfert from Member to ] 

The Council also voted the reinstatement 1 Member and 4 Fellows 

The Council approves the Exami: es for 
furthering determining qual ( 

The Council accepted and ‘ os the 
reports of the following Committ namel xecutive, Special Committee 
of which Dr. Chapmar. is Chairman, Psychiatry in Medical | Stand- 
ards and Policies, Ethics, Public Education, Research ( e, Committee 
on Arrangements for 1939 and 1940 meeti! 

The Council recommended that the Chair: f the ( on Psy- 
chiatry in Medical Education be authorized to s inancial assistance from 
some of the interested foundations toward the inauguration of regional insti- 


tutes for instruction in psychiatry in order that 


inger staff members in 
various hospitals may be helped in meeting the requirements of tl 
Board of Psychiatry and Neu: 


e American 
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arrangements for such financing and the personnel of such institutes be ap- 
proved by the Executive Committee. 

In considering the report of the Special Committee of which Dr. Chapman 
is Chairman, it was voted by the Council that a resolution of the Massachu- 
setts Psychiatric Society that a careful study of the Constitution and By-laws 
of the Association with particular reference to the election of officers be re- 
ferred to this Committee and that they should report back to Council at the 
December 1939 meeting. 

The Council also gave authority to this Committee to create the machinery 
for and set up an Editorial Board to supervise the compilation of a biographi- 
cal directory of the Members and Fellows of the Association and it further 
recommended that a sum not exceeding $2500 be appropriated for the accumu- 
lation of the data necessary for such directory so that accumulation of data 
in the offices of the Association may proceed at once. 

The Council adopted the resolution of the same Committee authorizing the 
incoming President to appoint a military mobilization committee, with power 
to represent the Association to the military authorities and to draw up a 
comprehensive plan for the mobilization of psychiatric facilities for the mili- 
tary and civilian needs of the population. 

This Committee recommended that the annual dues of Fellows should be 
raised from $10.00 to $15.00. The Council voted against this recommendation 
but referred the matter of Fellowship dues back to the Committee for further 
study and report. 

The Executive Committee in its report stated that at the December meet- 
ing the Chateau Frontenac Hotel in Quebec City, Canada, was selected as 
the site for the 1940 meeting of the Association and the date fixed as June 10- 
June 14, 1940. 

The Council adjourned at 10.35 p. m. 


PRESIDENT HuTtTcHINGS.—You have heard the report of the Council. It 
is in order to adopt this report and ratify the proceedings, if it is your wish 
Do I hear a motion? 


Dr. WILLIAM L. RusseEtt.—I so move, Mr. President. 

The motion was seconded, was put to a vote and carried. 

PRESIDENT Hutcuincs.—Dr. Ruggles, will you report as Secretary and 
Treasurer ? 

Secretary Ruggles presented his report. 

SECRETARY RucGcLes.—I shall first give the summary of the membership 
of the Association. At present, the total membership is made up as follows: 


19 Honorary Members 
60 Life Members 
4 Corresponding Members 
860 Fellows 
985 Members 
105 Associate Members 
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The report of the 
public accountant and 
1939, Or II months. 


order to conserve time, 


The cash balance ot 


were $18,094.56, makit 


disbursements amounte 


April 14, 19390, of $27, 


The JouRNAL accoun 
total cash receipts durin 
were $11,674.34, maki 


same period were $11, 


$189.93. 


PRESIDENT HUTCHIN 
Treasurer. Will you acc 


Dr. FREDERICK W. 


The motion was s« 


PRESIDENT HUTCHIN 


Committee on Resoluti 
the Association at noon 


Fellows to act as the ( 


The next order on tl 


I will ask the audienc: 


bers who have passed 


The audience 


ceased members by S«¢ 


Samuel Ginsburg, M. ] 


John W. Stevens, M 
Paul C. Lybyer, 


Leon E. Duval, M. D., 
David R. Clark, M. D., 
Frederick Peterson, M. I 
John Levy, M. D., New \ 
Charles L. Vaux, M. D., 
W. Scott Farmer, M. D 


Frederick Tilney, M. 


W. Frederick Dey, M. D 
G. Lef. de 3ellefeuille, 


1938. 
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Jo M. Ferguson, M.D., S. Carrollton, Ky., died Sept. 21, 1938. 
Louis J. Bragman, M. D., Binghamton, N. Y., died Oct. 12, 1938. 
Lionel L. Cazavanette, M. D., New Orleans, La., died Oct. 15, 1938. 
Charles F. Applegate, M. D., Los Angeles, Calif., died Nov. 27, 1938. 
George F. Inch, M.D., Ypsilanti, Mich., died Nov. 29, 1938. 

J. Allen Jackson, M.D., Danville, Pa., died Dec. 1, 1938. 

Richard H. Hutchings, Jr., M. D., Wingdale, N. Y., died Dec. 14, 1938. 
Donald Gregg, M. D., Wellesley, Mass., died Jan. 6, 19309. 

D. Percy Hickling, M.D., Washington, D. C., died Jan. 9, 19309. 
Thomas L. Houlton, M. D., Omaha, Neb., died Feb. 1, 19309. 

Monroe A. Meyer, M.D., New York, N. Y., died Feb. 27, 19309. 
Lesser Kauffman, M.D., Buffalo, N. Y., died Mar. 11, 19309. 
Arthur H. Harrington, M. D., Providence, R. I., died Mar. 12, 1939. 
Frank P. Norbury, M. D., Jacksonville, Ill., died Mar. 15, 1939. 
Charles S. Woodall, M. D., Brandon, Vt., died Mar. 26, 1939. 

Lewis M. Walker, M. D., Cambridge, Mass., died Apr. 4, 1939. 


PRESIDENT Hutcuincs.—Dr. Sandy, I turn the meeting over to you. 
President-Elect Sandy assumed the chair. 


CHAIRMAN SANDY.—Members of The American Psychiatric Association, 
Ladies and Gentlemen: In accordance with an old custom, it is now my 
honor and privilege to present one who needs no introduction to this audience, 
President Richard H. Hutchings, who will give his annual address. 
Dr. Hutchings! 


President Hutchings read his presidential address, following 
which the audience arose and applauded. 


CHAIRMAN SANDy.—By regular custom it is not permitted to have the 
President’s address discussed. We are greatly indebted, however, to Presi- 
dent Hutchings for his contribution, and I am sure that we would like to 
have some comments from some of the Fellows. I shall, therefore, call 
upon Dr. Karl Menninger, of Kansas, for a few remarks. 

Dr. Kart A. MENNINGER.—President Hutchings, Mr. Chairman: When 
a man has worked in his chosen field for over 40 years and has done so with 
a consistency of effort, a devotion of purpose and a cogent application of 
intelligence and foresight and open-mindedness, it is a significant event 
that he should be selected from among his colleagues as President of the 
organization representing his life work. And it is a significant moment in 
that event when this man, this leader, concentrates his ideas, his ideals, his 
vision of the goal of his own life and that of his fellow members in that 
verbal crystallization that we call a presidential address. 

You have just heard the message of President Richard Hutchings. To those 
of us who have walked with him and worked with him and looked for his 
friendly face and presence at meeting after meeting for many years, it is 
just what we expected. It was like the man who wrote it and delivered it. 
It was characterized by clarity, charm, dignity and intelligence, but, above 
all, by a youthful, forward-looking spirit. 
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This, I think, is also characterist f Dr. Hutchings, charm, dignity, intelli- 
gence and a young heart. H is always been known for his open-mindedness, 
for welcoming new ideas, { ipplying new methods. He was one of the 
first American psychiatrists to recognize the importance of psy analysis. 

I sincerely hope that a this address this morning will be sent to 
Professor Freud, for | 

Dr. Hutchings has alv mad ucat is keynot Few living men 
have had buildings dedicated to them, 1 1 for ther voted to the thing 
that they believed in and worked for—t ucation of hiatry. I think 
the State of New Yor s to be « rratulated ot g d this to 
Dr. Hutchings, for the beautiful building at th titutions at which 
Dr. Hutchings has given s 

Dr. Hutchings is alwa terested in psychiatry a everything that 
pertains to psychiatry. H ilwa iraged t ing men, himself 


science. He has done this bravely ersistently ntiously, even 
when the clouds of pers 

The ideas advanced by P t Hutchings, I tl very important, 
the function of psychiat1 education and the psy { education in 
particular, need of mort me provisi t increasing number of patients, 
the need of more trained supervision for the cars t! the importance 
of new viewpoints in our scientific work. I think vy 1 take these ideas 
seriously. I know our Ass vork, the fruits 
of his work, the new suggest ur Pres t has made t morning. 

Dr. Hutchings, I think it ild 41 great meeting e of the finest 
meetings yet, with such a r who has spoken so characteristically this 
morning, with dignity and rm, with intelligence, ar ve all with a 
youthful spirit. 

Thank you! 

CHAIRMAN SANpy.—Before we adjourn, the Secretary has an announce- 
ment to make. 

Announcement by Secretary Ruggles 

CHAIRMAN SANDY.—The morning session is now adjourned 


The meeting adjourned at twelve thirty-five o’clock 


The meeting convened at nine-forty o’clock, President Hutch- 
ings presiding. 

PRESIDENT HuTCHINGS.—The session will please come to order. 

We have some business T ( transacted before the regular program 
begins. First is the report of the Council. The Secretary will please read it. 
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Secretary Ruggles read the report of the Council. 


SECRETARY RucGGLes.—Meeting of the Council was held at the Palmer 
House on May oth at 4 p. m. with President Hutchings in the Chair and 
fourteen members present. 

Dr. Arthur P. Noyes made an additional report for the Committee on 
Standards and Policies reading a letter from Dr. William Menninger for 
the Central Neuropsychiatric Association dealing with a proposed study of 
private mental hospitals. This matter was referred to the Committee on 
Standards and Policies. 

Dr. S. W. Hartwell, Chairman of the Committee on Psychiatric Social 
Service, submitted his report which was accepted for publication and also gave 
a report from a sub-committee, which had drawn up minimum standard 
curriculum for schools on psychiatric social work. The Council authorized 
his committee to send out letters to the various schools on psychiatric social 
work announcing these standards and he was instructed to report back to 
the Council results of such letters. 

Dr. George H. Stevenson, Chairman of the Committee on Psychiatric 
Nursing, presented the report of his committee, which was discussed and 
adopted for publication with commendation for the work of the committee. 

The Council approved a certificate that may be issued to approved nurs- 
ing schools for undergraduate, postgraduate and affiliated courses, such 
certificate to be furnished by the Committee and the Council also approved 
the standard set up by the Committee for undergraduate, graduate and 
affliated courses recommended by the Committee. 

Council also requested that these standards be printed, if possible, in the 
JouRNAL and, if not, to be independently printed. 

Dr. Neil A. Dayton reported for the Committee on Nomenclature and 
Statistics. The report was adopted for printing and it was approved that 
the present nomenclature be preserved intact for the 1940 revision of the 
standard classified nomenclature of diseases. 

Dr. Winfred Overholser reported for the Committee on Legal Aspects of 
Psychiatry, this report was discussed and adopted by the Council for 
publication. 

Dr. Clarence B. Farrar, Editor of the AMERICAN JOURNAL OF PSYCHIATRY, 
reported and announced that a vacancy existed on the Editorial Board due 
to the resignation of Dr. Harry Stack Sullivan. He recommended Dr. William 
C. Sandy for this vacancy on the Editorial Board and Dr. Sandy was duly 
elected by the Council. 

The Council voted to Dr. Farrar authority to obtain necessary editorial 
assistance and to expend for such assistance up to $2000 for the coming 
fiscal year. 

Meeting adjourned 5.20 p. m. 

SECRETARY RuccLEs.—I would like to announce the registration of last 


night. There are 530 Members and Fellows registered and 619 non-members, 
a total registration of 1149. 
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It has been a pleasure indeed to be here this morning and to greet you. 
I hope that during the year that I occupy this office, the members of this As- 
sociation will feel very free to call on me for any help I can be in advancing 
our specialty. Thank you. 


PRESIDENT Hutcuincs.—Thank you, Dr. Sleyster! We, on our hand, 
wish you success and satisfaction in the administration of your office for the 


coming year. 


The meeting adjourned at nine-fifty o'clock. 


ANNUAL BANOUET. 


\t 7 p. m. on Wednesday, May 10, 1939, the Annual Banquet 
occurred in the Grand Ballroom of the Palmer House at which 
500 members and guests had the privilege and pleasure of hearing 
Dixon Ryan Fox, LL. D., Litt. D., present his most stimulating 
address. 

Following the Annual Address, there was dancing until 1.30 a. m. 
with music by the Lew Diamond Orchestra. 


THURSDAY MORNING SESSION. 
May II, 1939. 


The meeting convened at nine thirty-five o’clock, President 
Hutchings presiding. 


PRESIDENT Hutcuincs.—The Secretary has an important announcement 
to make. 


Secretary Ruggles announced a meeting of the Council and sev- 
eral changes in the program. 


PRESIDENT HuTcHINGs.—The next order of business is election of mem- 
bers. I would like to call on Dr. Cameron, of the Board of Examiners, to 
come forward and make a statement. 


Dr. CAMERON.—Mr. President, Members of the Association: You will find 
on the chairs lists of members who have been recommended for your con- 
sideration to various positions within the Association, those recommended 
as Associates and those for Membership and those for Fellowship. I would 
like to emphasize to you that these names have been recommended by the 
Board of Examiners to the Council and by the Council to you for final action. 
Considerable care is taken in collecting data in regard to the various appli- 
cants throughout the year. The Executive Secretary of the Association has 
been in correspondence with many of these people in regard to their various 
qualifications. 
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This year, as those of tte t r | night heard, par- 
ticular care has been direct towards ting for fellowship those people 
who make particularly itstanding contribution t ir Association in the 
field of psychiatry. The Boar: pes that you will give these recommenda- 
tions careful scrutiny as the final d n as to who is elected rests with you 

PRESIDENT HUTCHIN You have before u the mplete list of Asso- 
ciate members, Members a1 Fellows, w ualifications have been in- 
vestigated by the Board of Examiners and w were approved by the Council 
and whose election is recommended to tl \ssociation, also those recom- 


mended for transfer. 


Dr. FREDERICK W. Parson Mr. Chairman, I move the Secretary be in- 
structed to cast one ballot for the election of the lad nd gentlemen on the 
attached list as members and for the election Fellows of those on that list. 
including the entire list, to the classes in wl ly belong 


The motion was seconded by Dr. Stevens, was put to a vote 
and carried. 


\ CIATE MEM 
Abrahamer, Hyman W., Buff N. ¥ 
2. Alderman, Jerome | Syracuse, N 
3. Alexander, Howard G., Marion, I 
4. Anderson, Glenn C., | Angeles, ( 
5. Beanstock, Sam, Danville, II] 


6. Berlien, Ivan Clark, Detroit, Micl 

7. Bernstein, Eric L., Arlington Ht:, Mas 
8. Boldt, Waldemar H., New York, N. \ 
9. Bramkamp, Robert G., 7 %!* Calif 
10. Brill, Norman fig New Yi 

11. Caldwell, John M., Jr. (Captain), ( 
12. Card, John P. San Francisco, Calif 
13. Chase, Louis S., Boston, Mass 

14. Cottington, Frances, Worcester, Mass 
15. Cromwell, James Oliver, Blackfoot, Id 
16. Cushing, Jean G. N., Baltimore, Md 

17. Deronde, Margaret, Norristown, Pa 
18. Des Rochers, Jean B., St. Cloud, M 
19. Diamond, Murray A., Lexington, K 
20. Dub, Leonard M., Columbus, Ohi 

1. Easton, Donald Robertson, Toronto, Ont., Car 
22. Eisenbud, Jule, New York, N. Y. 

23. Eisner, Eugene, Osawatomie, Kan 

24. Felsher, Zachary, Knoxville, Iowa 
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par- 25. Fineman, Leon E., New York, N. Y. 
eople 26. Grand, Henry O., Ward’s Island, N. Y. 
1 the 27. Grossman, Maurice, Palo Alto, Calif. 
onda- 28. Heksh, Bela H., New York, N. Y. 
you. 29. Hieronymus, Ethel E., Lakeland, Ky. 
30. Inburgia, Frank J., Marion, Ind. 
aru 31. Isenberg, Morris, East Moline, Ill. 
a 32. Jenkins, Richard L., Orange County, N. J. 
33. Kaplan, Maurice, Chicago, 
ied 34. Klotz, Maurice, St. Cloud, Minn. 
35. Kupper, William H., Miami Springs, Fla. 
e in- 36. Lang, Leonard C., Buffalo, N. Y. 
n the 37. Lau, Joseph Fook Chan, Kaneohe, Oahu, Hawaii. 
+ list. 38. Lester, David Washington, Compton, Calif. 


39. McClintock, Edward A., Palo Alto, Calif. 
40. Madden, Arthur B., N. Chicago, II. 
vote } 41. Majka, Frank A., Ft. Lyons, Colo. 
42. Mason, Aaron S., Knoxville, Iowa. 
43. Mershon, Ronald B., Canandaigua, N. Y. 
44. Moore, Walter La Mar, St. Louis, Mo. 
45. Morse, Robert T., Rockville, Md. 
46. Pessin, Joseph, Madison. Wis. 
Peterson, Elmer, American Lake, Seattle, Wash. 
48. Pignataro, Frank P., Marlboro, N. J. 
49. Pleasure, Hyman, Dannemora, N. Y. 
50. Plesset, Marvin R., Norristown, Pa. 
51. Rendall, Margaret G., Toronto, Ont., Canada. 
2. Robinson, Joseph Franklin, Iowa City, Iowa. 
53. Ruskin, Samuel H., Eloise, Mich. 
54. Sandy, William Allee, Indianapolis, Ind. 
55. Shawver, John R., Dayton, Ohio. 
56. Stein, Sam I., Chicago, Ill. 
57. Stellner, Howard A., Chillicothe, Ohio. 
58. Stevens, Ralph E., Chattahoochee, Fla. 
59. Sutton, Isaac, Toronto, Ont., Canada. 
60. Turner, William J., North Little Rock, Ark. 
61. Vicary, William H., Bedford, Mass. 
62. Wellman, Marvin, Toronto, Ont., Canada. 
63. Wintrob, Benjamin, Toronto, Ont., Canada. 
64. Yee, Cyrus William, Kaneohe, Oahu, Hawaii. 


MEMBERS. 


Alcorn, Douglas E., Victoria, B. C., Canada. 
Allen, Austen G., Cobourg, Ont., Canada. 

. Anderson, John B., Ft. Monroe, Va. 

. Atkinson, Velma H., Hathorne, Mass. 
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Barbato. Lew} 
Bartle, Harvey 


Barton, John ¢ 
Berger, Benjat 

Beyer, Margaret 

Bigelow, Newto 

Bingham, Roy | 

Binzley, Ri | 
Blankinship, Rex 
Boyd, David A., M 
Brennam, Edwa 

Bridgeman, Ricl 

Brockman, Hele: 
Brosin, Henry W., ( 
Brown, Ralph | 
Cameron, timor M 

Campbell, Howat 
Chappell, Sidney 

Chor, Herman, 

Clinco, Arthur A 

Clouse, Everett 

Corwin, William, W 

Coyne, Anna R., \ 

Craig, Henry R M ) 
Crane, Albert | 

Davis, John E., 

Drysdale, Willi 

Evans, John W 

Ewalt, Jack R., 

Fair, Baxter B.., 

Fialko, Nathan, 

Fingert, Hyman H., } \ 

Ford, Hamilton | 

Foster, Ruth, New \¥ 

Foster, Thomas ] 

Glotfelty, James S., S \ 

Gosline, Anna J., 

Griffin, Edgar D., V D. ( 

Grotjahn, Martin, 

Hamburger, Werner: N. 

Hannett, Frances, 

Harkavy, Edward New \ N. 3 

Hatfield, George C., Fait N 

Hauk, Oscar S., K1 

Hearn, Harry E., | ; Island, N. ¥ 

Heim, Herbert E., Hat urg, | 

Hirrschoff, Ernest A Canandais N. 


448 
8. 
Q. 
10. 

rt. 
13. 
14. 
15. 
10. 
18. 
10. 
20. 
22. 
23. 
24. 
20. 
28. 
20. 
30. 
at. 
32. 
33- 
34- 
35: 
30. 
37: 
38. 
39. 
40. 
4I. 
42. 
43. 
44. 
45. 
40. 
47. 

48. 
49. 
50. 
51. 

| 


Sept. 


1939] PROCEEDINGS OF SOCIETIES 


Holmes, Charles M., Orangeburg, N. Y. 
Holt, William L., Jr., Worcester, Mass. 


Holtz, Edward, Amityville, L. I., N. Y. 
Inman, William C., Danvers, Mass. 


. Jarvis, Marjorie M., Rockville, Md. 

Jensen, Reynold A., Minneapolis, Minn. 

Jensen, Walter S. (Major, M. C.), Hot Springs, 
Johnson, George D., Spencer, W. Va. 


Kerschbaumer, Louise, St. Peter, Minn. 
Kozol, Harry L., Boston, Mass. 
Kwiterovich, Peter O., Danville, Pa. 

La Mar, Norvell C., New York, N. Y. 
Landis, Edward E., Louisville, Ky. 

Levy, Norman A., Chicago, III. 

Lipetz, Basilia, Albany, N. Y. 

Long, Roy Hamilton, Morganton, N. C. 
McCarty, William H., Marion, Va. 
McDowell, James R. (Major), Washington, D. C. 
Marcovitch, Joseph, Dwight, II. 

Markey, James B., Hopkinsville, Ky. 
Marmor, Judah, New York, N. Y. 

Marsh, Ina A., Buffalo, N. Y. 

Meehan, Marjorie C., Princeton, N. J. 
Meister, Franklin O., Madison, Wis. 
Merillat, Herbert C., Sedro Woolley, Wash. 
Meyerson, Solomon B., Menard, IIl. 

Miller, Horace Gilmore, Salem, Ore. 
Mitchell, Henry S., Ft. McHenry, Baltimore, Md. 
Moulton, Lillian G., Indianapolis, Ind. 
Mueller, William D., Denver, Colo. 

Nielsen, Johannes M., Los Angeles, Calif. 
Osgood, Carroll Wilcox, Wauwatosa, Wis. 


. Owen, Joseph Walker, New York, N. Y. 


Peffer, Peter A., Mendota, Wis. 

Perry, Herbert A., Medical Lake, Wash. 
Petty, Alonzo A., Dayton, Ohio. 
Phillips, Charles G., Lexington, Ky. 
Phillips, Paul L., Hartford Conn. 
Pinney, Ione, Stockton, Calif. 


Poliak, Percy P., San Francisco, Calif. 


Porter, William C. (Lt. Col.), Washington, D. C. 


Pouppirt, Pearl S., San Francisco, Calif. 
Preu, Paul W., New Haven, Conn. 
Purmort, William R., Jr., Newberry, Mich. 
Ransone, John Taylor, Kecoughtan, Va. 
Regan, John Francis, Howard, R. I. 

Rehn, Adolph T., Lapeer, Mich. 
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99. Rennell, Edwin J., Traver Cit 
100. Reynolds, Chester L., ( igo, Ill 
101. Rheingold, Joseph C., ¢ 


119 

120. Simon, Alexander, Washington, D 
121. Smith, Beverley E., Pinebluff, N. ( 
122. Smith, Herbert P., St. I s, Mc 

123. Solomon, Joseph C., Baltimore, Md 
124. Stadtherr, Edward F., San Francisco 
125. Steele, Ivan Woodward, Lexingto 
126. Steer, John C. D., New Toronto, O 
127. Steinberg, D. Louis, Elgin, Ill 

128. Stone, Leo, New York, N. ¥ 


. Romano, John, Bost 
. Rose, John Andrew, Ithaca, N. \ 


. Robinson, G. Wilse, Jr., Kansas City, M 
. Roeling, George F., New Orleans 
. Rogers, William D., Chattal 


. Rubin, Emanuel, Canandaigua, N. \ 
. Rubinstein, Hyman S., Baltimore, \ 
. Rudnick, Julius, New York, N. Y 

. Sauriol, Louis E., N. We ter, 

. Savitt, Robert A., Queens Valley, N 
. Sawyer, George J., Jr., Baltimore, 
. Saxe, Louis J., Phoenix, Ariz 

5. Schiller, Maurice A., ( ago, Ill 
. Semrad, Elvin V., Waltham, Mass 
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. Serrurier, Laurence R., Portland, O 
. Shapiro, Louis B., Elgin, ] 
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. Stricklet, Edward J., Manila, P. I 

. Summers, William R., Lakeland, Ky 
. Talkington, Perry C., Dallas, Texas 

. Tillim, Sidney J., Amityville, L. I., N. Y 
. Tisdale, Clifford V., Woodstock, O 

. Trefousse, George, Staten Island, 

. Turner, John W., Sunmount, N. \ 

. Tutunjian, Khacher H., Manteno, II 
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145. Wolfe, Paul S., Pueblo, Colo. 

146. Wolfsohn, Leo, Poughkeepsie, N. Y. 
147. Wortis, Joseph, New York, N. Y. 
148. Young, Bascom B., Wingdale, N. Y. 
149. Young, William G., Hartford, Conn. 
150. Zeifert, Mark, Brooklyn, N. Y. 


TRANSFER FROM ASSOCIATE TO MEMBER. 


1. Barnes, Janet S., E. Gardner, Mass. 

2. Barrett, William G., Boston, Mass. 

3. Brown, Robert W., Rochester, N. Y. 

4. Cameron, Norman, New York, N. Y. 

5. Carlson, Carroll C., Tacoma, Wash. 

6. Carter, Harold R., Washington, D. C. 

7. Duffy, Raymond J., Boston, Mass. 

8. Duvall, Albert Ing, Marlboro, N. J. 

9. Fellows, Ralph M., Osawatomie, Kans. 

10. Glauber, Israel P., New York, N. Y. 
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12. Hecker, Arthur O., Woodville, Pa. 

13. Keiser, Sylvan, New York, N. Y. 

14. Lewis, H. Ryle, Hartford, Conn. 

15. Matthaei, Pearl V., San Antonio, Texas. 
16. Miller, Charles, Jr., Medical Lake, Wash. 
17. Orenstein, Leo L., New York, N. Y. 

18. Pearson, Grosvenor B., Foxborough, Mass. 
19. Phillips, Stonewall Jackson, Pineville, La. 
20. Porter, Marshall E., Mendocino, Calif. 
21. Reider, Norman, Topeka, Kans. 

22. Roback, Harry N., Medical Lake, Wash. 
23. Rogers, Lieuen M., Lexington, Ky. 

24. Rosenberg, Seymour J., Perry Point, Md. 
25. Sugar, Carl, Welfare Island, N. Y. 

26. Thorner, Melvin W., Philadelphia, Pa. 
7. Titley, William B., New York, N. Y. 
28. Wadsworth, Morton L., Brooklyn, N. Y. 
29. Watters, Theodore A., New Orleans, La. 
30. Webb, Robert W., Dallas, Tex. 

31. Wolff, Harold G., New York, N. Y. 

32. Wortis, Herman, New York, N. Y. 

33. Yost, Orin R., Hartford, Conn. 


TRANSFER FROM MEMBER TO FELLOW. 


1. Bloomberg, Wilfred, Boston, Mass. 
2. Braceland, Francis J., Philadelphia, Pa. 
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A communication by Dr. John N. Frederick read suggesting that the 
meeting might be improved by the use of lapel microphones or flash light 
pointers or both. This matter was referred to the Executive Assistant for 
his disposition. 


The name of Dr. Arthur P. Noyes was placed for nomination to succeed 
Dr. Edward A. Strecker on the Board of Examiners for five years. This 
nomination was moved, seconded and voted. 

The Secretary reported the election of the following Section officers for 
the ensuing year: 


ection on Convulsive Disorders: 
C. Wilson, M.D., Chairman, Medical School, Va. 
Albert W. Pigott, M. D., Secretary, Skillman, N. J. 


Section on Forensic Psychiatry: 
James L. McCartney, M. D., Chairman, Philadelphia, Pa. 
Lowell S. Selling, M.D., Secretary, Detroit, Mich. 


Section on Mental Deficiency: 
E. P. Lewis, M. D., Chairman, Toronto, Canada. 
Oscar J. Raeder, M.D., Secretary, Boston, Mass. 


bi sycnoana SIS 

Clarence P. Oberndorf, M. D., Chairman, New York, N. Y. 

Flanders Dunbar, M. D., Secretary, New York, N. Y. 
The retiring President, Dr. Richard H. Hutchings, paid tribute to the 
work during this meeting of the Executive Assistant, Austin M. Davies. 
It was then moved by Dr. Charles H. Dolloff and seconded by Dr. George 
Johnson that the salary of the Executive Assistant be increased from 
$3600 to $4000 beginning May Ist. This was voted. 
15 p. m. 


The meeting adjourned at 5. 

PRESIDENT Hutcuincs.—You have heard the report of the Secretary. 
What is your wish? Shall it be received and placed on file? 

Dr. Kiopp.—I so move. 

The motion was seconded, was put to a vote and carried. 

The business session adjourned at nine forty-five o’clock, and 


reconvened immediately following the scientific session at twelve- 
ten o'clock. 

PRESIDENT HutcHincs.—We have a pleasant ceremony before us, that 
of hearing the report of the Committee on Resolutions. I believe Dr. Myers 


is to present it. 


Dr. Glenn Myers read the report of the Resolutions Committee. 
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sylvania Institution for Male Defective Delinquents. He participated in the 
drive for complete State care and abolishing of County care. He has 
promoted and participated in State-wide mental clinics, that of occupational 
and music therapy in our state and county institutions. He has assisted 
in establishing and maintaining high standards for professional personnel for 
the various institutions for mental patients. He is a member of County, State 
and National Medical Societies, especially those of Psychiatry and Mental 
Hygiene. He is the author of numerous articles dealing with mental diseases 
and the different phases of mental hygiene, published in various medical and 
other journals. 

You have known the man who is about to occupy the chair of President 
in the capacity of Secretary-Treasurer of this Association from 1933 to 1938 
and also as President-Elect. You know his capacity for work and his ability 
as an executive. We have every reason to anticipate and know that he will 
fill the office of President with credit to himself and above all, this associa- 
tion. We, therefore, take great pleasure in presenting to you, Mr. President, 
Dr. William C. Sandy for induction into office of President which you have 
so ably and creditably filled and are about to relinquish. 


PRESIDENT Hutcuincs.—Dr. Klopp, we thank you for the fine account 
you have given us of our new President. We agree heartily with all you 
have said. 

Dr. Sandy, the Association congratulates you upon the splendid record 
which you have achieved as a member and Fellow of this Association. It has 
watched your career with great interest. Five years ago you were elevated 
to this important office of Secretary, which you have fulfilled with the 
highest satisfaction of the membership. So that greater rewards were deemed 


earned by you and you have now reached a point where it is my pleasure, 
and in obedience to the mandates of The American Psychiatric Association, 
to induct you into this. office of President. So with great satisfaction and 
pleasure, it is my privilege to hand you this gavel as a token of your high 
otmnce. 


President Sandy assumed the chair. 


PRESIDENT SANDY.—Dr. Hutchings, Dr. Klopp, Members of the Associa- 
tion, Ladies and Gentlemen: At this time it is quite natural that there is an 
emotional reaction which makes it really difficult to express adequately my 
appreciation of being elevated to this high office at your command. My 
activities with the Association have been among the most satisfactory of my 
professional experiences. It has been stimulating and interesting to pass 
through the various chairs, so to speak. As Dr. Klopp and Dr. Hutchings 
have pointed out, I was a member of the Committee and Committee Chairman, 
and it was in 1933 when you saw fit to entrust me with the responsibilities 
of the office of Secretary and Treasurer, which I had the honor of holding 
until the end of the 1938 session in San Francisco. The past year as 
President-Elect has been one of lessened responsibility and a time for con- 
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PROCEEDINGS SCIENTIFIC SESSIONS 
OF THE 
NINETY-FIFTH ANNUAL MEETING 
OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION. 


May 8-12, 1939, Cuicaco, ILLINOIs. 


Joint SESSION OF THE SECTION ON CONVULSIVE DISORDERS AND THE AMERICAN 


CHAPTER OF THE INTERNATIONAL LEAGUE AGAINST EPILEPSY. 
MonpAy MorninG Session, MAy 8, 1930. 


Dr. Douglas A. Thom presiding. 


lhe Control of Normal and “Convulsive” Brain Potentials, by Dr. Ralph W. 
Gerard. 
Experimental Studies on the Convulsive Mechanisms in Hypoparathyroid- 
m and Hyperinsulinism, by Drs. Irvine McQuarrie and Mildred R. Ziegler. 
Carbon Dioxide and Epilepsy, by Drs. E. L. Gibbs, W. G. Lennox and F. A. 
Gibbs. Discussion by Drs. E. Gellhorn, Irvine McQuarrie, W. G. Lennox, 
Temple Fay, Wilder Penfield and Ralph W. Gerard (closing). 

lhe Spread of the Epileptic Discharge, by Dr. Theodore C. Erickson. Dis- 
cussion by Drs. Stanley Cobb, Ralph W. Gerard and Theodore C. Erickson 


Constitutional Differences between Deteriorated and Non-Deteriorated 
Patients with Epilepsy, with Special Reference to Friction Skin Patterns and 
Nail Fold Capillaries, by Drs. Meyer Brown and Harry A. Paskind. Dis- 
cussion by Drs. W. G. Lennox and Meyer Brown. 


Monpay AFTERNOON SEssIoN, May 8, 1939. 
Dr. Irvine McQuarrie presiding. 


Further Experiences with the Use of Sodium Diphenyl Hydantoinate in 
the Treatment of Convulsive Disorders, by Drs. H. Houston Merritt and 
Tracy J. Putnam. 

Preliminary Report on the Comparative Effects of Phenobarbital and 
Dilantin in the Treatment of Epilepsy, by Drs. Leon J. Robinson and Rudolf 
Osgood. Discussion by Drs. Joseph L. Fetterman, W. G. Lennox, L. Erwin 
Wexberg, J. H. Conn, Jack Weinberg, Charles V. Taylor, H. Houston 
Merritt (closing), and Leon J. Robinson (closing). 
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Psychiatric Approach to t Treatment of ] psy, | s. Stanley Cobb. 
Discussion by Dr. Adolf Meye: 

Important Structural Ir ie at pileptic, with the 
Results of Treatment of C ry ] Temple Fay and Michael 
Scott. Discussion by Dr. W. G. | 

Institutional Epileptics—N ( Studies, by 
Drs. S. M. Weingrow, T. S I \. W. Pi 

Metrazol as a Diagnos by Pr ] lo von 
Meduna. 

Election of Section ( é 

Resolution re Resear 

Monpay |] M 
i 

Panel Discussion—Rou 

The evening was dey s obtained through 
a questionnaire. 

SECTION ON ForENsiIc P { M S! May 8, 19309. 
Dr. Frank J. O’Brie: Dr R M. A. M esiding. 

The threat of Institu by Dr. Harold Discussion 
by Drs. Hyman S. Lippman, ‘ a er, R Clarence P. 
Oberndorf, and Harold B 

The Truancy School, by Dr. Sara G. Gi Di by Drs. Frank J. 
O’Brien, Louis A. Lurie, Fr Curr 1 Sara G. G ng). 

The Juvenile Court Dete H Dr. George M. Lott. Discussion 
by Drs. Milton E. Kirkpat: I s A. Lurie, Fl Clothier, George 
M. Lott (closing), Robert laskell and O 

The Training School r. Ma B. ] Di Drs. S. W. 
Hartwell, R. L. Jenkins, | Hort 

Monpay A Noon § May 8, 193 
Dr. P L. Schroede esiding 

The Period of Observat e P t ( ( by Dr. 
Charles B. Thompson. Dis Drs. Pa eder and Dr. 
Charles B. Thompson (closit 

The Short Term Prisoner Dr. Lowell S. Ss Discussion by Drs. 
Clarke W. Magun, E. J. ( ll and Lowell S. Selling (closing) 

The Incarcerated Ps} ith, by Dr. M: R. King. Discussion by 
Drs. Paul L. Schroeder, R G. Grossman, J. H. Cowan and Marion R. 


King (closing). 
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Psychiatry in Correctional Institutions, by Dr. V. C. Branham. Discus- 
sion by Dr. David Philips. 

The Long Term Prisoner, by Dr. Marvin Sukov. Discussion by Drs. Karl 
Bowman, B. R. Webster, Andrew H. Woods, E. Wexberg and Marvin Sukov 


(cle ). 


Section I, TuEspAY AFTERNOON SEssIoNn, MAy 9, 1939. 
President Hutchings presiding. 


The Desiderata of Central Administrative Control of State Mental Hospi- 
tals, by Dr. Winfred Overholser. 

The Teaching and Research Functions of State Hospitals, by Drs. Frank- 
lin G. Ebaugh and Charles A. Rymer. 

[rends in the Activities of Mental Hospitals, by Drs. Samuel W. Hamilton 
and Grover A. Kempf. 

Discussion by Drs. Ross McC. Chapman, Neil A. Dayton, Roy D. Halloran, 
C. M. Hincks, Nolan D. C. Lewis, Hugo Mella, L. M. Rogers and M. A. 


Tarumianz. 


Joint SESSION WITH THE SECTION ON PsYCHOANALYSIS AND THE AMERICAN 
PSYCHOANALYTIC ASSOCIATION, WEDNESDAY MorNING SESSION, 
May 10, 1939. 


President Hutchings at first presiding, later Dr. Nolan D. C. Lewis. 


\ppointment of Nominating Committee for Section on Psychoanalysis. 


Results of Psychoanalytic Therapy in a Mental Hospital, by Dr. Joseph 
Chassell. Discussion by Drs. Dexter M. Bullard, Robert P. Knight and 
Ernst Simmel. 

Somatic Suicide, Total and Partial, by Dr. Karl A. Menninger. Discus- 
sion by Drs. Nolan D. C. Lewis, Franz Alexander, Karl A. Menninger 


(ciosing 


Analytical Study of a “Cure” at Lourdes, by Dr. Smiley Blanton. Dis- 
cussion by Drs. Franz Alexander, Karl A. Menninger, Nolan D. C. Lewis, 
David M. Levy, Smiley Blanton (closing). 

Election of Section Officers. 


Business Meeting 


WEDNESDAY AFTERNOON SEssION, MAy 10, 1939. 
President-Elect Sandy presiding. 


Historical Reports of the Mass Psychoses. by Drs. E. Messinger and M. K. 
Amdur. Discussion by Dr. Gregory Zilboorg. 

Social Psychiatry—Our Task or a New Profession, by Dr. Samuel W. 
Hartwell. Discussion by Miss Katherine Moore Wickman. 
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Psychiatric Needs i try, by Dr. \ m A I iscussion by 
Drs. Lydia G. Giberson and C. 

The Sociological Implica ft N S Idet Dis- 
cussion by Drs. Sandor | iP 

The Psychiatric Fir the ( Five Hu rt Offenders 
and Accident-Prone D1 I well S. S n by J 


seph L. Gilbert and Low Ss. S 


Results and Observat k Treat phrenia, 
by Drs. Earl D. Bond, Jos H 4 

An Objective Evalu M \ Study,” by 
Drs. Eugene Eisner and W D. ¢ 

A Fatal Emotional Deliriu ( vu vith Neuro- 
pathologic Study, by Drs. A. W. Ha ( i 

Fatal Complication Fol Met eatment { Schizophrenia, by 
Drs. J. Pessin and H. H. ] 

The Histopathology of 1 1] fetrazol Injections 
into Rabbits—A Comparat Sti \rthur \ nd Erich Liebert. 

The Effect of Insulit Cent N t Experimental 
Animals, by Drs. B. Alpers, K. ] \ ppel nd D. W. 
Hastings. 

A Comparative Study of 1 the Cl lectroencephalo- 
graphic and Biochemi ( : H mia, by Drs 
H. E. Himwich, J. P. F1 

Psychological Perforn Pi tic A r Insulin and 
Metrazol Therapy in S$ I ir eph Zubin 
and M. Majorie Bolles 

Electrocardiographic Observat n lsive Nitt n Therapies, 
by Drs. Edward A. Strecker, James A. F1 ty, Howard me and William 
Zintl. 

Evaluation of Therapeutic Factor r ; by Drs. L. S. 
Lipschutz, R. W. Cavell, R r, E. N. Hinko and S. H. Ri 

Metrazol Treatment of Dementia P1 Pre ! eport, by Drs. 
Henry O. Colomb and Geors Wad 

The Results of Shock Thera { reati \ ffect Disorders, 


by Dr. David C. Wils 
THURS M 
A Comparative Study of Hypoglycemic Shock 17 tment and Control 


Observation in Schizophrenia, by Drs Notkin, C. E. N F. J. DeNatale 
and G. Wittman. 
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Use of Metrazol in the Treatment of Acute Alcoholism, by Drs. Leo L. 
Orenstein, Karl M. Bowman, Julia R. Kagan and Walter Goldfarb. 

Regarding Sodium Amytal as a Prognostic Aid in Insulin and Metrazol 
Shock Therapy of Mental Patients, by Drs. M. M. Harris, William A. Hor- 
witz and E. A. Milch. 

Investigations and Hypotheses Regarding Pharmacotherapy in Schizo- 
phrenia, by Drs. Ladislas Meduna and Bela Rohny. 

A Review of the Results of the Pharmacological Shock Therapy and the 
Metrazol Convulsive Therapy in New York State, by Drs. John R. Ross 
and Benjamin Malzberg. 

Vertebral Fractures as a Complication of Convulsions in Hypoglycemic 
Shock and Metrazol Therapy in Psychiatry Disorders, by Drs. Phillip 
Polatin, Murray M. Friedman, Meyer M. Harris and William A. Horwitz. 

Discussion by Drs. Ralph Fellows, Charles P. Fitzpatrick, James P. Case, 
Manfred Sakel, Clarence O. Cheney, Joseph Epstein, Eugene Ziskind, E. 
Gellhorn and Julius Steinfeld. 


FripAY MORNING SEssION, MAY 12, 1939. 
President Hutchings presiding. 


Anorexia Nervosa, by Drs. H. W. Brosin and Walter L. Palmer. Discus- 
sion by Drs. Burtrum C. Schiele, W. W. Young, Benjamin Erps, H. S. 
Ripley, Jr. and H. W. Brosin (closing). 

Prognostic Criteria in Dementia Paralytica, by Drs. Maurice H. Greenhill 
and Morris Yorshis. Discussion by Drs. Joseph R. Blalock and Will Rebec. 

The Non-Criminal Neurotic Character, by Dr. Gregory Zilboorg—read by 
title. 

The Total Push Method of Treatment of Chronic Schizophrenia, by Drs. 
Abraham Myerson and Kenneth J. Tillotson. Discussion by Drs. Clarence O. 
Cheney, Harry Stack Sullivan, Ira M. Altshuler, Richard H. Hutchings and 
Kenneth J. Tillotson (closing). 


Psychoneurotic Manifestations Associated with Somatic Dysfunction, by 
Drs. William E. Gardner and William K. Keller. Discussion by Drs. Wil- 
liam S. Sadler and Solomon Katzenelbogen. 


Section II. CiintcAL Stupres, TUESDAY AFTERNOON SESSION, MAy 9, 1939. 
Dr. William C. Sandy, President-Elect, presiding. 


A Study of Drugs as a Factor in the Etiology of Mental Disease, by Dr. 
Merrill Moore and M. G. Gray, Ph.D. Discussion by Drs. Frank J. Curran, 
Glenn E. Myers and Merrill Moore (closing). 

Psychoses with Myxedema, by Drs. Ralph M. Crowley. Discussion by Drs. 
C. Macfie Campbell and Ralph M. Crowley (closing). 

A survey of Mental Illness Associated with Pregnancy and Childbirth, 
by Dr. John L. Smalldon. Discussion by Drs. Grace Baker, Gregory Zilboorg, 
Jacob Kasanin and John L. Smalldon (closing). 
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Aggression in Schizophre by Drs. H M. ( nd Gregory 
Zilboorg. Discussion by Dr H ! r, A. W. Hackfield and 
Gregory Zilboorg (closi! 

The Language of Phantas Eva Ruth | n, P ind Dr. Jules H 
Masserman. Discussion by Friz Koll ff, Hart t Sullivan and 
Jules H. Masserman (clos 


Sensitivity, by Drs. Eugen |] ind H G. Richter ion by Drs 
John C. Whitehorn and | 

Early Schizophrenia and it lat » t N y Dr. W. R 
Miller. Discussion by Drs. D. Ewen ( iW Miller (closing). 

Affective States and Gast inct rimental St s on Patients 
with Peptic Ulcer, by Drs 1 Mittelma H G. Wolff. Dis- 
cussion by Drs. George S loskins, William Nelson and 
Bela Mittelman (closing 

Psychopathological Disorde: t Mother \ Pr Child Psy- 
chiatry, by Dr. Mabel Hu Discussion by Dr H n S. Lippman, 
Thomas M. French and Ma Huschl 

Dementia Paralytica Accor 1 by Manic-Dept 1 Schizophrenic 
Psychoses: The Significanc their Co-Existence, by D1 vid Rothschild. 
Discussion by Drs. Clarenc« Neyn und David Rot ld sing ) 


Joint SESSION OF THE on Psy \NALY AMERICAN 
PSYCHOANALYTIC A Nn, W 


Dr. Samuel W 


1 


Developments in the Psy inalytic (¢ tion and Treatment of the 
Neuroses, by Dr. Sandor Rado. Discussion by Drs. John A. P. Millet, Bela 
Mittelmann, Thomas M. Fri M. Ralph Kaufman and Sandor ] 

Utilization of Early Current Dreams in Formulating Psychoanalytic Cases, 
by Dr. Leon J. Saul. Discuss by Drs. George E. Daniel 1 Mittelmann, 
Sandor Lorand and Leon J 

The Counter-Transferenc ’r. Robert Fliess. D y Drs. Otto 
Fenichel, Thomas M. Frenc 1 Robert FI 

Psychoanalytic Interpretation of a Court Case of I: liarism, by Dr. 
Ernst Simmel. Discussion by Drs. Robert | ,G M. Lott and Ernst 
Simmel (closing). 


On Extra Murat STvuDI! [THURSDAY MorRNING Si May ITI, 19309. 
Dr. S. W. Hartwell presiding 


Association of the Internist and Psychiatrist in Private Practice, by Drs. 
Clarke H. Barnacle and Ward Darley. Discussion by Drs. Flanders Dunbar, 
A. E. Bennett, Franklin G. | and Ward Darley | 
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The Associations of Former Patients in the Mental Hospitals of Illinois: 
A New Approach in After Care, by Drs. Abraham A. Low. Discussion by 
Drs. Louis Wender, Paul Schilder and Abraham A. Low (closing). 

The Post-Hospital Adaptation of a Group of Selected Cases of Dementia 
Precox: A Preliminary Report, by Drs. Jay L. Hoffman, Ernest H. Parsons 
and Margaret Hagan, B. A. Discussion by Drs. Arthur P. Noyes and Jay L. 
Hoffman (closing). 

An Evaluation of the First Year of a Parole Clinic, by Dr. Martin H. 
Hoffmann. Discussion by Drs. Ira A. Darling and Martin H. Hoffman 
(closing ). 

Treatment in the Psychiatric Outpatient Department of a General Hospital, 
by Dr. O. Spurgeon English. Discussion by Drs. Edward G. Billings, 
Lauren H. Smith, O. Spurgeon English (closing), Temple Fay, S. W. 
Hartwell. 


Joint SESSION WITH THE SECTION ON MENTAL DEFICIENCY, THURSDAY 
AFTERNOON, MAy II, 1939. 


Dr. C. C. Kirk presiding. 


Appointment of Nominating Committee. 

Psychiatric Problems in Diabetic Children, by Drs. Hale F. Shirley and 
Ina M. Greer. Discussion by Drs. Priscilla White, William Keller, Eliza- 
beth Kane and John D. Griffin. 

Behavior Differences in Mentally Retarded Children Measured by a New 
Behavior Rating Scale, by Dr. Alfred A. Strauss and Newell C. Kep- 
hart, Ph.D. Discussion by Dr. Jacob Kasanin. 

Psychotic Behavior in Children, by Dr. Martha W. MacDonald. Discussion 
by Drs. William Malamud, Frank J. O’Brien, Louis A. Lurie, Jacob Kasanin, 
J. M. Murdock, Charles S. Raymond, C. C. Kirk and Martha W. MacDonald 
(closing ). 

Prognosis in Post Encephalitic Behavior Disorder; A Preliminary Report, 
by Dr. Philip H. Heersema. Discussion by Drs. Leslie B. Hohman, Lauren 
Smith, William Holt and Lloyd J. Thompson. 


Section ON MENTAL Dericrency. FrirpAy MorninG, MAy 12, 1939. 
Dr. C. C. Kirk presiding. 


Syphilis in Serum Negative Feebleminded Children, by Dr. Clemens E. 
Benda. Discussion by Drs. Adolf Meyer, Samuel Epstein, Oscar J. Raeder, 
Benjamin Boshes, Clemens E. Benda. 

Differentiation of Symptoms from the Point of View of Therapy in Mental 
Defect and Other Organic Diseases of the Central Nervous System, by Dr. 
Hedda Bolgar. Discussion by Drs. A. W. Hackfield, Alfred A. Strauss, 
Paul L. Schroeder, Benjamin Boshes, C. C. Kirk and Hedda Bolgar (closing). 
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Additional papers read by 

The Predelinquent Child 
Thom. 

Vagotonic Hypostasis in 1 


Section III. Sruptes Fr 


Detoxication in Some N 
Hora, Sherman and Horwitt 
Weil, Roy G. Hoskins, M. K 
man (closing). 

Electro-encephalography 
Cerebral Cortex, by Dr. M 
Lennox, Oskar Diethelm, I: 

Long Term Studies of tl 
Nitrogen and Lipoids in Pati 
Psychoses and in Normal 
Seymour D. Ludlum, Roy G 

Mutism and Resistance 
Drs. Alfred P. Solomon a: 
Diethelm, Seymour D. Lud] 
Darrow (closing). 

The Pharmacology of tl 
Their Effect in Hibernating 
David Slight. Discussion by 


Warren and David Slight (cl 


The Illuminable Brain M 
Drs. Walter L. Bruetsch a: 


OrGANIC BRAIN PATHOLOG) 


Dr. 


The Mental State of Aphasi 


of an unstable mentality to 
cussion by Dr. Kurt Goldst 


Category Behavior and Lesi 


C. Halstead. Discussion by 
Ward C. Halstead (closing) 


A Case of Partial Bilatera 


Report, by Drs. Ira C. Nic 


Adolf Meyer, Raymond W. \ 


and Ira C. Nichols (closing) 


Intracranial Tumors in Mer 


by Dr. Charles P. Larson. Di 
Bruetsch, Clemens E. Benda 
(closing). 
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Pick’s Disease with Temporal Lobe Atrophy, by Drs. N. Malamud and 
D. A. Boyd, Jr. Discussion by Drs. Naomi Raskin, Eugen Kahn and N. 
Malamud (closing). 


THERAPEUTIC AND CLINICAL STUDIES. WEDNESDAY AFTERNOON SESSION, 
May 10, 1939. 


Dr. Franklin G. Ebaugh presiding. 


Hypnotic Suggestion: Its Dynamics, Indications, and Limitations in the 
Therapy of Neuroses, by Dr. Sandor Lorand. Discussion by Drs. Paul 
Schilder and Sandor Lorand (closing). 

Reactive Depression and Involutional Melancholia, by Drs. Henry H. 
Dixon and G. B. Haugen. Discussion by Drs. Harold F. Corson, Jacob H. 
Conn and Henry H. Dixon (closing). 

The Effect of Treatment of Depression with Estrogenic Hormone, by 
Dr. Herbert S. Ripley. Discussion by Drs. John Y. Notkin, Titus H. Harris, 
Henry G. Smith and Herbert S. Ripley (closing). 

Therapeutic Quartan Malaria in the Treatment of Neurosyphilis Among 
Negroes—A Progress Report, by Dr. George C. Branche. Discussion by 
Drs. Walter L. Bruetsch, John E. Lind and George C. Branche (closing). 

A Study of Insight of Psychiatric Patients, by Dr. Carroll W. Osgood. 
Discussion by Drs. Earl D. Bond, Shelton G. Silverberg, W. B. Cline, Jr. 
and Carroll W. Osgood (closing). 


SpecIAL Tests. THURSDAY MORNING SESSION, MAy II, 1939. 
Dr. H. Douglas Singer presiding. 


The Respiratory Responses of Psychoneurotic Patients to Ideational and 
to Sensory Stimuli, by Drs. Jacob E. Finesinger and Sarah G. Mazick. Dis- 
cussion by Drs. Foster Kennedy, Andras Angyal, George E. Daniels, Foster 
Kennedy and Jacob E. Finesinger (closing). 

The Syndrome of Fingeragnosis, Disorientation of Right and Left 
Agraphia, Acalculia, and its Local Diagnostic Value, by Dr. Josef Gerst- 
mann. Discussion by Dr. Kurt Goldstein. 

The Significance of Special Mental Tests for Diagnosis and Prognosis in 
Schizophrenia, by Dr. Kurt Goldstein. Discussion by Drs. C. Macfie Camp- 
bell, Arnold Hackfield, and Kurt Goldstein (closing). 

Rorschach’s Experiment in Traumatic Mental Disorders, by Dr. Emil 
Oberholzer. Discussion by Drs. Oskar Diethelm, S. J. Beck and M. R. 
Harrower. 

An Experimental Study of Age Regression by Hypnotic Reorientation, by 
Dr. Milton H. Erickson. Discussion by Drs. Hans Syz, Lewis B. Hill, Foster 
Kennedy, Sandor Lorand, Alfred Solomon and Milton H. Erickson. 

Autonomic and Respiratory Responses of Schizophrenic and Normal Sub- 
jects to Changes of Intra-Pulmonary Atmosphere, by Drs. H. Freemand 
and E. H. Rodnick. Discussion by Drs. Erich Lindemann, S. Bernard 
Wortis, Alfred Solomon, Lee W. Darrah and H. Freeman (closing). 
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pressive Psychoses 
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A Critique of Some 
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The Educational and 
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LANGUAGE AND THOUGHT IN SCHIZOPHRENIA. 


Moderator: Dr. Jacob Kasanin. 


OccuPATIONAL THERAPY.* 


Moderator: Dr. John A. Pritchard. 


PHARMACOLOGICAL SHOCK THERAPY. 


Moderator: Dr. Solomon Katzenelbogen. 


PsYCHIATRIC EDUCATION. 


Moderator: Dr. Franklin G. Ebaugh. 


PsycCHIATRIC NURSING. 


Moderator: Dr. George H. Stevenson. 


PsyYCHIATRIC SOCIAL SERVICE. 


THE TRAINING AND EMPLOYMENT OF PSYCHIATRIC SOCIAL WORKERS IN 
MENTAL HOSPITALS. 


Moderator: Dr. William A. Bryan.—Dr. S. W. Hartwell presiding in 
Dr. Bryan’s absence. 
PSYCHIATRY IN INDUSTRY—LEARNING TO LIVE WITH THE Jos. 


Moderator: Dr. Lydia G. Giberson. 


PsyCHOSOMATIC RELATIONSHIPS. 


Moderator: Dr. Flanders Dunbar. 


RESEARCH ORGANIZATION. 


Moderator: Dr. John C. Whitehorn. 


THE INTER-RELATION OF SCHIZOPHRENIA AND MANIC DEPRESSIVE PSYCHOSES: 
THE SIGNIFICANCE OF THEIR CO-EXISTENCE. 


Moderator: Dr. Clarence A. Neymann. 


* A report of this round table will appear in the October, 1939, number of 
Occupational Therapy and Rehabilitation. 
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REPORTS OF COMMITTEES. 


The following reports of Committees and of the Secretary- 
Treasurer were presented to the Association and approved by it 
during the convention sessions in Chicago, Illinois, May 8-12, 1939. 


REPORT OF THE EXECUTIVE COMMITTEE. 


Following the personal investigation of hotel facilities in Chicago by the 
Executive Committee and the Executive Assistant and upon their recommen- 
dation, the Palmer House was selected for the 95th annual meeting and the 
time May 8-12, 19309. 

On December 28, 1938, the Council met at 7.30 p. m., at the Hotel Jeffer- 
son, Richmond, Va. Twelve members of the Council were present, the 
Chairman of the various committees, and the Executive Assistant, Mr. Austin 
M. Davies, was also in attendance. 

Richard H. Hutchings, President, in the chair. 

The Executive Committee reported to the Council its approval of the 
retirement and life insurance plan for the employees of the Association. 

Mr. Austin M. Davies, Executive Assistant, gave a report of the activi- 
ties of his office since the last meeting. 

Dr. William E. Gardner, Chairman, reported for the Membership Com- 
mittee that he felt the Fellows should bring to the attention of the Associa- 
tion the names of promising members who might properly be considered for 
promotion to fellowship. It was voted that the Secretary send a letter to all 
fellows asking them to bring to the attention of the Association such possible 
candidates. The matter of a proper ceremonial for the inauguration of 
fellows was discussed and it was voted to refer this to the Membership 
Committee with power to act. 

Dr. Overholser, Chairman of the Committee on Legal Aspects of Psy- 
chiatry, gave his report and stated some money may be forthcoming for the 
survey of criminal courts in connection with the American Bar Association. 
Report accepted. 

Dr. C. C. Burlingame, Chairman of the Committee on Public Education, re- 
ported and made the suggestion that year round publicity in various regions 
of the country through qualified members should be considered. Doctor 
Burlingame also recommended the consideration of proper ceremonial at the 
time of the inauguration of fellows at the annual meeting. The report was 
received and approved as a preliminary report. 

Dr. Roscoe W. Hall, Chairman of the Program Committee, gave an out- 
line of the work already done and stated this was a report of progress. It 
was voted that the Program Committee be empowered to decide about the 
reading of papers by non-members and that they should definitely state on 
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March 25, 1939. It was voted that the President be authorized to appoint 
any member of the American Psychiatric Association who is going to this 
meeting. 

Meeting adjourned at 11.45 p. m. 

On December 28, 1938, at 5.30 p. m., the Executive Committee met at the 
Hotel Jefferson, Richmond, Va. Richard H. Hutchings, M.D., President, 
presided. There were present Dr. Ross McC. Chapman, Dr. William C. 
Sandy and Dr. A. H. Ruggles, Secretary-Treas. 

A plan for the proposed retirement and life insurance plan for the em- 
ployees of the Association in the New York office was presented by 
Mr. Davies. This was approved by the Executive Committee to be effective 
immediately, in order that the advantage of a lower rate could be obtained. 

The report of the proposed changes in the format of the AMERICAN JOURNAL 
oF PsyCHIATRY was presented and discussed at some length. Because of 
the amount of detailed study needed in this matter, it was moved, seconded 


and voted that this matter be left to a committee consisting of Dr. Farrar, 
Dr. Sandy, Dr. Ruggles and Mr. Davis, with power to act. 

Mr. Davies next presented the question of Miss Rubenstein’s salary and 
recommended an increase of $150, in order that this salary might be in line 
with the work she is doing and with other salaries of the medical organiza- 
tions in the New York Academy of Medicine. This was voted. 

Next, the matter of one member and two Fellows of the Association whose 
dues had been remitted by the Action of the Council, was taken up. It was 
voted that the Secretary should write to these members and state that unless 
the 1939 dues can be paid the Council must consider dropping their names 
from the rolls. 

Authorization was given the Secretary-Treasurer to have available re- 
porting facilities at future meetings of the Executive Committee and 
Council. This was approved. R 

A report was made on the Symposium on Mental Health which was 
then taking place at the Annual meeting of the American Association for 


the Advancement of Science. This report was accepted and ordered referred 
to the Council. 

Meeting adjourned at 6.30 p. m., for dinner of the Council. 

Meeting of the Council held at 2 p. m., Thursday, December 209. 

Report of the Secretary-Treasurer was presented and accepted. 

It was voted that the 1940 meeting be held at the Chateau Frontenac, 
Quebec ; the exact date to be decided by the Executive Committee. 

Resignation of five members with one year of unpaid dues was received. 
It was voted that these five members be dropped from membership. 

A letter was read from Dr. Rosanoff, who has recently been appointed 
Director of Institutions in California, asking the American Psychiatric 
Association to endorse plans submitted by Dr. Rosanoff for the erection of 
an acute psychiatric unit to be established in San Francisco on the grounds 
of the University of California Hospital; (2) that a sum be added to the 
maintenance budget for the next biennium for salaries and traveling expenses 
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March first stating that the Executive Committee regrets that action cannot 
take place on their applications until the annual meeting in 1940. 

It was next moved and voted that Mr. Austin M. Davies be authorized 
to pay back assessment of Social Security and also to pay future increases. 

It was next moved, seconded and voted that at the 1939 meeting in Chicago, 
certificates be presented to Fellows elected in 1938 and to those reinstated 
who are present; and that the President be requested to make it clear at this 
meeting that in the future certificates are to be presented only to Fellows 
attending in person, unless exempted from personal attendance by action 
of the Executive Committee. 

After some discussion concerning a proposed Fellowship oath, it was moved, 
seconded and voted that two copies of the Fellowship oath be sent to appli- 
cants for Fellowship; that one of these be signed by the applicant and 
returned with their signed application and payment for the Fellowship certifi- 
cate to the office of the A. P. A. and there retained; that the other copy be 
held by the applicant. 

Meeting adjourned at 3.45 p. m. 

A meeting was then held of Dr. Chapman’s Committee at which the 
members of the Executive Committee were present. 

ArtHUR H. Ruacies, M.D., Secretary-Treasurer. 


REPORT OF THE SECRETARY, 1938-30. 
The following is a statement of the membership of the American Psychiatric 


Association as of April 15, 1939: 


HONORARY MEMBERS. 
Present number 


LIFE MEMBERS. 

CORRESPONDING MEMBERS. 
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Fellows to Life Members 


Resigned ......... 4 
Dropped { 

20 
Present number ...... 860 
Former number 328 
Associate Members t { 
Reinstatements 

Total 
Members to Fellows I 
Resigned ...... 
{ 


Present number .... o&< 


Former number 


34 

132 
Associate Members to M 24 

27 
Present number ..... 105 
FHIONOEALY 19 
Life Members 
Corresponding Membe: { 
985 
Associate Members ... 105 

Total membership A , 193 2,033 

Total membership May 15, 1939 1,880 
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REPORT OF TREASURER. 


)F CASH RECEIPTS AND CASH DISBURSEMENTS FOR PERIOD FROM 
MAY 15, 1938 TO APRIL 14, 1939. 


(For Eleven Months.) 


Exhibits—1939 Convention. 1,377.00 
Committee on Arrangements—1938 Convention....... 172.92 


$56,498.7 


wn 


San Francisco Special Train Account...... $17,132.30 
— 9,751.35 
John and Mary R. Markle Foundation................ 2,483.47 
Symposium on Mental Hygiene............ $4,941.19 
357.87 
Mental Hospital Survey Committee.................. 363.07 
AMERICAN JOURNAL OF PsycHIATRY—Subsidy........ 4,600.00 
Convention Expenses—1939 389.73 
Reporting—1938 Convention 856.67 
Insurance and Annuities.................. $600.19 
561.94 


‘ash Rec eipts. 
Cash Disbursements. 
= 
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Statement of Cash 


Cash Balance—May 


Subscriptions ...... 
Back Numbers 


Advertising 


Total Cash Receipts 


Ni | Sept. 
4 \ 
1 From 
38 $370.7 
} 
4.33 
1,074.34 


$12,045.10 


Printing (Volume 94, N \ No. 3 87.2 
Editorial Assistance 757.38 
Telephone and Telegray 72 
1.43 
Mailing Back Numbers 
Office Supplies ...... 26.65 
Miscellaneous Expenses 
Total Cash Dis 11,855.17 
Cash Balance—April $180.03 
SCHED 
Public National Bank $1,877.44 
Bank for Savings..... 324,532 3,035.33 
Union Dime Savings B 78 621.70 
Emigrant Savings Bank 7,048 8,073.53 
Bowery Savings Bank 8 6,412.98 
Total $27,520.98 
American Psychiatric Association (as abov $27,520.98 
AMERICAN JOURNAL OF PSYCHIATRY 180.93 
$27,701.91 
\ M. D., Treasurer. 
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Mr. Austin M. Davies, Executive Assistant, American Psychiatric Associa- 
tion, 2 East 103rd Street, New York, N. Y. 
DEAR SIR: 

As per your request, I have made an audit of the books and records of 
The American Psychiatric Association and of the AMERICAN JOURNAL OF 
Psycutiatry for the period of May 15, 1938 to April 14, 1939. 

Attached herewith you will find a report containing the following: 


1. Statement of Cash Receipts and Cash Disbursements of The American 
Psychiatric Association for Period from May 15, 1938, to April 14, 1939. 

2. Statement of Cash Receipts and Cash Disbursements of the AMERICAN 
JouRNAL oF Psycuratry for Period from May 15, 1938 to April 14, 
1939. 

3. Schedule of Cash Balances of The American Psychiatric Association as 
of April 14, 1939. 

Please note that these statements represent the cash transactions only for 
the period under review. No consideration has been taken for accrued 
expenses. 

In connection with the audit, I added all cash books, reconciled your bank 
statements, examined all vouchers and analyzed all items of receipts and 
disbursements. 

Should you desire any further information upon any item in this report, 
please do not hesitate to call upon me. 

Respectfully submitted, 
A. A. TuROFF, 
Certified Public Accountant. 


Ri 


ORT OF THE EXECUTIVE ASSISTANT. 


Your Executive Assistant herewith submits his annual report: 

Among the outstanding new features during the past year, was the adop- 
tion of a compensation plan for the employees of the Association, which be- 
came effective January 1, 1939. The total cost of the plan, which will provide 
$100.00 monthly for the Executive Assistant at the age of 65 and $50.00 
monthly for the Secretary at the age of 60, is $600.19. However, the Execu- 
tive Assistant is to contribute $108.00 and his Secretary $45.00, which will 
make the total net cost to the Association of $447.19. The refunds from 
employees are being deducted from monthly pay checks. 

The funds from the John and Mary R. Markle Foundation, the Symposium 
on Mental Hygiene, were completely disbursed and the balance paid to the 
Mental Survey Committee, completing the payment over a three-year period. 

I am glad to report that the financial condition of the JouRNAL has been 
considerably improved and, at the end of the fiscal year, only two issues 
are owed to The Lord Baltimore Press. In order to bring about this improve- 
ment, it was necessary to take a subsidy of $4600 from the membership fund. 

There has been an increase in JoURNAL subscriptions and we now have a 
total of 666. Advertising revenues are running about the same as previous 
years. 
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about. What we have tried to contribute in this direction has been based 
on three basic ideas: 


1. The minimizing of personalities and the emphasizing of the scientific 
work being done. 

2. Stressing the standards of the organization and its professional require- 
ments for membership. 

3. Creation of an orderly and dignified method of news distribution, by 
requiring all material to be canalized through this committee and by 
discouraging personal interviews, except in rare instances. 


To be sure, the efforts of this committee would have been fruitless if the 
membership of the Association had not cooperated with it as heartily as 
they have, both in furnishing copies of their manuscripts to the committee 
and in the observance of the Association’s rules regarding personal interviews 
and informal dissertations. An infraction of these rules is now a rarity 
and when it does occur, investigation usually discloses misunderstanding 
rather than specific intention to break the rules. 

Another contributing factor to progress along these lines has been the 
increasingly fine work of the Program Committee in formulating programs 
which have consistently stressed the sound investigative aspects and has 
eliminated the unsound. A perusal of the program of the Association for 
the past five years will show an increasing emphasis on laboratory and 
clinical work and a steady diminution of the metaphysical, the unscientific 
ir the purely philosophical. 

In any event, the work of the Program Committee has made the work 
of the Committee on Public Education much easier, and with little necessity 
for anything that even borders on censorship. 

The five-year period just ending has been one full of satisfying progress 
by the Association, both in growth of its membership and in the quality 
of members. As it has grown in size, and as the work of its members has 
become more widely known, we have come to be regarded more and more 
as the official organization to speak on matters psychiatric. The time must 
come when, if we are to assume our proper role in the field of medicine, 
and exercise the leadership which our membership strength and representa- 
tion could earn for us, we must give attention to a more regular program 
of public education. In our last report we pointed out this need for re- 
vamping the public education work of the Association on a wider base, 
and with much closer rapport with local and regional events. At that time, 
we recommended the creation of regional sub-committees to cooperate 
actively in the work of public education, both as an outlet for psychiatric 
information, and as a source of information concerning local conditions 
throughout the country. 

We realize that the matter is receiving consideration, together with other 
suggestions that have been made pointing toward a more cohesive organi- 
zation, and have no desire to be importunate in pressing the point. However, 
it is suggested that such a plan could easily be put into effect in a semi- 
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REPORT OF THE AMERICAN PsyCHIATRIC ASSOCIATION REPRESENTATIVE 
IN THE NATIONAL RESEARCH COUNCIL. 


The annual meeting of the Division of Medical Sciences of the National 
Research Council was held April 22, 1939, for the discussion of activities, 
projects and budgets. As your representative is this year an executive 
member of the division, the expense of attending the meeting was defrayed 
from Council funds. 

The most notable activity of the National Research Council concerned 
with psychiatry this year has been the launching of the Journal of Psycho- 
somatic Medicine, made possible through the activity of the committee on 
problems of neurotic behavior. The first number of this journal has been 
issued and has probably come to the attention of all members of our Asso- 
ciation. It may be expected to accelerate the growth and diffusion of knowl- 
edge in one of the fields of psychiatry of great importance to medical edu- 
cation. The joint committee on problems of neurotic behavior, in the report 
to the National Research Council, also emphasized the significant apprecia- 
tion of such studies by the American Association for the Advancement of 
Science which at its Richmond meeting not only sponsored a symposium on 
mental hygiene but also gave its annual scientific award for work on the 
experimental production of neurotic behavior in rats. 

The committee on problems of sex continues to emphasize the psychobio- 
logical aspects, as indicated perhaps most notably by the publication of 
Terman’s study on marital adjustment. 

The committee on drug addiction has had the satisfaction of seeing a still 
larger portion of its program, and important personnel, taken over by the 
government in the Public Health Service. This National Research Council 
committee, it is planned, will continue, in an advisory relationship, its im- 
portant correlating functions—integrating the chemical, pharmacological 
and clinical studies on morphine derivatives. 

One field of potentially great psychiatric significance under consideration 
by a committee of the National Research Council is concerned with the bio- 
logical processes of aging. A program for the support of research in this 
field is now being formulated. 

Respectfully submitted, 
JoHn C. WHITEHORN. 


REPORT OF THE COMMITTEE ON NOMENCLATURE AND STATISTICS. 


To the Council of The American Psychiatric Association: 

In the 1938 Report this Committee recommended (1) that the preliminary 
work in preparation for the 1940 Revision of the Standard Classified Nomen- 
clature of Disease be done during 1938, and (2) that a report of recommended 
changes be made to the Council at the 1939 meeting. This report also re- 
quested that members of the Association send into the Committee suggestions 
for changes. Notification of the new revisions was printed again in a later 
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There were graduated 475 students, 93 men and 382 women, an increase, 
as compared with the preceding year, of 38 (30 men and 8 women). 

With one exception, all accredited schools are cbserving satisfactory stand- 
ards and practically all graduates become registered. There is a growing 
tendency for the general hospital affiliation to be taken in the second year, 
more than two thirds of the schools having this arrangement. 

Greater emphasis is being placed on good academic and health environment 
for student nurses, with a steady reduction in the number of hours of duty, 
restriction or elimination of night duty, adequate vacations and satisfactory 
recreation facilities. Although the majority of schools have suitable residences 
for students, it would appear that further improvement should be made by 
some of the schools in their residence and dining accommodation. Very few 
schools appear to be having difficulty securing suitably qualified applicants. 
Practically all give candidates physical and psychological examinations. 
Nursing school committees have been organized in the majority of schools. 

Although many hospitals report difficulty in securing graduates for staff 
needs, nevertheless there is a steady improvement in the increasing numbers 
of graduate registered nurses employed. In our report last year, the ratio 
on the women’s wards was I to 35.6 patients. This year the ratio is 1 to 
33.6 patients. There are marked variations among the hospitals in the ratio 
of nurses to patients, however, and many hospitals should add to the numbers 
of graduates employed. 

Although no general survey has been made of the number of affiliate and 
post-graduate courses in psychiatric nursing, as was done in each of the two 
preceding years, nevertheless your committee is aware more affiliate courses 
are being crganized and more general hospital students are being given the 
opportunity of psychiatric experience as a part of their basic training. Twenty- 
six of the hospitals which operate undergraduate nursing schools accredited 
by our association, also operate affiliate courses in psychiatric nursing and 
report an ever increasing demand for psychiatric nursing experience from 
general hospital schools. 

Our committee held only one meeting during the year, at the San Francisco 
Convention, although the chairman met informally with several members of 
the committee later in the year, and all have been assisting with the work of 
the committee through correspondence. A successful round table on psy- 
chiatric nursing was held at the San Francisco meeting and a similar round 
table is being planned for the Chicago meeting. The chairman contributed 
a paper to the symposium on mental health arranged by the American Asso- 
ciation for the Advancement of Science at Richmond, Virginia in December 
1938, entitled, “The Present Status of Psychiatric Nursing in the United 
States and Canada.” Dr. Fitzpatrick is to present a paper at the Chicago 
meeting on the subject of psychiatric affiliations. 

There have been a number of requests for information as to organization, 
content, and certificates of approval for affiliate and post-graduate courses. 
If the outlines of standards we have prepared for these courses are accepted 
by Council, it is planned to issue certificates of approval at an early date to 
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of the representatives of the eight participating agencies that the work of the 
Survey Committee should be continued. On January 18, 1939, the Board of 
Directors and the Scientific Administration Committee of the National Com- 
mittee for Mental Hygiene held a conjoint meeting in New York to which 
the National Committee invited such members of the Mental Hospital Survey 
Committee as reside within convenient distance of that city. Inasmuch as 
several members of the Mental Hospital Survey Committee have also official 
connection with the National Committee organization eight of the thirteen 
members of the Mental Hospital Survey Committee were present at this 
meeting. The committee was informed that the grant by the Rockefeller 
Foundation would not be renewed and would therefore terminate June 30, 
1939. It transpired, however, that the United States Public Health Service 
was sympathetically disposed toward the work of the Mental Hospital Survey 
Committee and might entertain a request to take over its activities. Since 
it seemed improbable that further large sums would be otherwise available 
for continuing the work of the Survey Committee it was unanimously agreed 
to request the United States Public Health Service to take over and continue 
its work. The following resolutions were therefore adopted and subsequently 
forwarded to the Surgeon General of the United States Public Health Service: 


Wuereas, In 1936 under the leadership of Dr. Walter L. Treadway, 
Assistant Surgeon General of the United States Public Health Service, 
there was organized a Mental Hospital Survey Committee, consisting of 
representatives of: The United States Public Health Service, The 
National Committee for Mental Hygiene, The American Psychiatric As- 
sociation, the American Medical Association, the American Neurological 
\ssociation and the American Board of Psychiatry and Neurology, and 

WHEREAS, Since July 1, 1936, the mental hospital survey work of this 
Committee has been made possible through a three-year annual grant of 
$16,000 from the Rockefeller Foundation to The National Committee for 
Mental Hygiene, a one-time grant of $5,000 from The American Psy- 
chiatric Association and the assignment of psychiatric, statistical and 
clerical personnel by the United States Public Health Service to the work 
of the Mental Hospital Survey Committee, and 

WuHeErEAS, The Rockefeller Foundation has informed The National 
Committee for Mental Hygiene that its three-year grant of $16,000 a year, 
which terminates on June 30, 1939, will not be renewed because it is the 
belief of the Rockefeller Foundation that the value of the work has been 
demonstrated and that its continuation should be the responsibility of the 
United States Public Health Service, and 

WHEREAS, During the past two and one-half years the Mental Hospital 
Survey Committee has conducted surveys in 169 mental hospitals in 40 
states, and 

WHeErEAS, The Governors and Legislatures of a number of states, 
notably Kentucky, Michigan and Virginia, have been so responsive as to 
put into effect many of the recommendations in our survey reports, thus 
materially improving the care and treatment of the mentally ill in their 
states, and 
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Education and Hospitals, consider opportunities for graduate training in 
psychiatry with special reference to such standards. 

Of interest to the medical profession was the National Health Conference 
held July 18-20, 1938, by the Interdepartmental Committee to Coordinate 
Health and Welfare Activities. On December 15, 1938, the Technical Com- 
mittee on Medical Care requested representatives of various psychiatric or- 
ganizations and committees including the Committee on Psychiatric Standards 
and Policies, to submit suggestions for a ten year program for the prevention 
and treatment of mental disease. Among the suggestions submitted at that 
meeting was one recommending that an institute for research in mental 
disease comparable to the National Institute of Health of the United States 
Public Health Service be organized by that Bureau. With the great need for 
research in the subject of mental disease such a national research institute 
under proper control with the resources of the United States Public Health 
Service available could not only focus on specific lines of research but cooper- 
ate with or otherwise promote research elsewhere. Such an institute could also 
serve as a central bureau for the collection of data dealing with past and pres- 
ent studies in psychiatric and allied fields as recommended by Dr. Chapman in 
his Presidential Address. The committee recommends that the policy of the 
Association relative to the establishment of properly controlled research insti- 
tutes be one of sympathetic support. 

The committee feels that the present annual meeting should not pass without 
special reference to the Symposium on Mental Health presented by Section 
on Medical Sciences of the American Association for the Advancement of 


Science, Richmond, Virginia, December 28-30, 1938, with The American 
Psychiatric Association, United States Public Health Service, Mental Hos- 
pital Survey Committee and the National Committee for Mental Hygiene as 
collaborating agencies. The comprehensive program, very ably prepared by 
Dr. Walter L. Treadway, included such subjects as Orientation and Methods 
in Psychiatric Research, Sources of Mental Disease: Their Amelioration 
and Prevention, The Economic Aspects of Mental Health, Physical and 
Cultural Environment in Relation to the Conservation of Mental Health, 
Mental Health Administration and Professional and Technical Education in 


Kelation to Mental Health. In an address, Human Needs and Social 
Resources, Dr. C. Macfie Campbell presented an excellent summary of the 
Symposium. The Symposium may well be regarded as the most compre- 
hensive contribution to the subject of mental health yet made in America. 
ArtTHUR P. Noyes, M.D., Chairman, 
FREDERICK W. Parsons, M. D., 

Rock Steyster, M. D., 

JoserH E. Barrett, M. D., 

D. Bonn, M. D., 

WILLIAM C. GArvIN, M.D., 
CLARENCE B. Farrar, M. D., 

Morcan B. Hopskins, M.D., 
WALTER L. Treapway, M.D., 
APPLETON H. Pierce, M. D. 
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the case of The People versus Robert Irwin, a New York case which had 
attracted national attention. The report of the Commissioners, which was 
couched entirely in legal language, was a most unjudicial document and went 
so far as to express an opinion concerning the insanity of the defendant in 
spite of the fact that the defendant had not conversed with the Commission 
at all. Furthermore, any evidence, of which there was in fact an ample 
amount, which would tend to indicate mental derangement on the part of the 
defendant was glossed over by the Commission in such a way as to appear to 
justify their report. The report seemed to call for comment, and the Chairman 
of this committee, after consultation with the other members of the com- 
mittee, drafted a letter to the Editor of the JouRNAL, which was published in 
the November, 1938, issue, pointing out the serious defects of the Commis- 
sion’s report. An interesting sequel of the case is that the District Attorney, 
apparently convinced that the Commission’s report would not be sustained as 
a result of a trial, accepted a plea of guilty in the second degree, and that 
within about ten days of the prisoner’s reception at Sing Sing he was found 
by the prison physicians to be psychotic and was transferred to the Dannemora 
State Hospital. An attempt was made last year to secure the legal abolition 
of these lunacy commissions, which have served no useful purpose but have 
been a source of great expense to the taxpayers, particularly in New York 
City. A bill which passed both houses of the Assembly was vetoed by the 
Governor on technical grounds, as recorded in this report last year. Three 
bill are now pending before the Assembly with a similar purpose of abolishing 
these cumbersome and inefficient Commissions. 

The work of the Committee of the American Law Institute appointed 
tc consider the possibility of a change of procedure dealing with young 
criminals continues. No report has yet been published, but the findings of the 
committee will undoubtedly be of great interest to psychiatrists as well as 
to students of the law and all of those interested in the improvement of 
criminal procedure. 

In the midst of popular clamor, which sometimes tends to discouragement, 
it is promising to note that the Commissioners on Uniform State Laws have 
drafted a Uniform Expert Testimony Act which is now pending before a 
number of state legislatures and which if adopted will do much to overcome 
the objections frequently heard in opposition to psychiatric expert testimony. 
It is of interest likewise to notice that the Rules of Civil Procedure for the 
District Courts of the United States which became effective September 16, 
1938, authorize the court on its own motion to direct the attorneys for the 
parties to confer with it, among other things, on the limitation of the number 
of expert witnesses and on the reference of issues to a master for findings. 
Such a rule is an encouraging recognition of the court’s right to step in 
in matters involving expert testimony and to avoid some of the unsavory 
features which now obtain too often and too flagrantly. 

The committee repeats its recommendation of Jast year that no psychiatrist 
enter or appear in a criminal case for one party or the other unless as a 
condition precedent it is agreed that he may and shall examine the defendant 
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The committee reports that the American Association of Psychiatric Social 
Workers and the American Association of Schools of Psychiatric Social 
Work are definitely requesting help from The American Psychiatric Asso- 
ciation in three definite directions: 


1. These groups wish suggestions and counsel in setting up and improving 
the formal curricula in schools of training, and a more positive interest 
on the part of psychiatrists in acting as teachers or advisors on course 
content. 

2. These groups wish a more general interest and drive on the part of 
the profession of psychiatry toward encouragement of the employment 
of psychiatric social workers at adequate salaries for trained workers, 
especially in mental hospitals. 

3. They wish the development of an increased number and more adequate 
training centers, especially in mental hospitals, where the students may 
get a thorough and vital field training under staffs who are experienced 
in the training of, as well as working with, psychiatric social workers. 


The committee wishes to express its gratitude for the increased interest 
of the Council and individual members of the Association in its focal problem 
of whether or not a definite profession of psychiatric social work, closely 
knit to the profession of psychiatry, will develop out of the present confused 
situation, which has arisen largely because of the demand for psychiatric 
social workers in widely diversified fields. The committee feels that there 
is a definite danger that the psychiatric profession will surrender in some 
measure its leadership in the broad field of mental hygiene, unless the 
integration between psychiatry and psychiatric social work progressively 
materializes. 
S. W. Hartwe tt, M. D., Chairman, 
W. Futter, M.D., 
Mesrop A. TARUMIANZ, M.D., 
Georce S. STEvENSON, M.D., 
E. Kusitscuexk, M. D. 


COMMITTEE ON PsyCHIATRY IN MEDICAL EDUCATION. 


The Committee on Psychiatry in Medical Education has engaged largely 
in generalities in the past years. This year it is unanimous in the recom- 
mendation that post graduate institutes be created and offered to state hospi- 
tals in appropriate geographical areas where such work is not now available. 

In January of this year a questionnaire was sent to superintendents of 
178 state hospitals of whom 157 replied. This questionnaire with its finding 
is as follows: 


1. Of the 157 questionnaires returned 155 or 98.7 per cent were in favor of 
the Institute; while 2 or 1.3 per cent had no interest in the plan. 
The communities selected: Chicago or Elgin 21 (in addition Chicago, 
Elgin or Colorado 5); Colorado 17 (in addition Colorado or Elgin 5); 
Baltimore 17; Worcester 11; California 9; Louisville 7; Galveston 8; 
other areas 22. 
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inauguration of this work. A budget estimate covering traveling expenses, 
maintenance and a honorarium for a group of four teachers will amount to 
the sum of $8385 per year based on the organization and operation of four 
two week institutes in four geographical areas each year. 

It is the belief of the committee that the organization of these institutes 
would pave the way to other educational procedures which would integrate 
further the teaching and research of state hospitals. 

Respectfully submitted, 
Dr. FRANKLIN G. EsaucGu, Chairman, 
Dr. Epwarp A. STRECKER, 
Dr. Harry A. STECKEL, 
Dr. Tirus Harris, 
Dr. ADOLF MEYER. 


REPORT OF THE COMMITTEE ON RESOLUTIONS. 


The Committee on Resolutions have considered various matters with ref- 
erence to resolutions to be submitted to the Association and beg to present 
the following, the appropriateness of which is sustained by long established 
custom : 

1. Be it Resolved, That the Association express its warm appreciation of 
the superior character of the leadership and administration, during the past 
year and through the remarkably successful annual meeting that is about to 
close, of the President, Dr. Richard H. Hutchings; and of the able collabora- 
tion of the President-Elect, Dr. William C. Sandy, of the Secretary-Treasurer 
Dr. Arthur H. Ruggles, of the members of the Council and of the Chairmen 
and members of the various committees. 

2. Be it Resolved, That the Association acknowledge with deep appreciation 
the indispensable contribution to the success of the annual meeting of Dr. 
H. Douglas Singer, Chairman, Dr. David Slight, Vice-Chairman, and the 
members of the Committee on Arrangements. They extend this appreciation 
to Mrs. Leon J. Saul, Chairman, and to the members of the Ladies Com- 
mittee for their friendly attention to the ladies attending the meeting, 
and for the attractive entertainment provided for them. The entertainment 
provided for the members of the Association by the Illinois Psychiatric So- 
ciety must also be mentioned with thanks and appreciation. 

3. Be it Resolved, That special commendations be extended to Mr. Austin M. 
Davies, Executive Assistant of the Association, and to his Secretary, Miss 
Dorothy Rubenstein, not only for their indefatigable, patient and remarkably 
efficient service in preparation for and during the annual meeting, but for 
their more enduring, faithful, and successful attention to the business affairs 
of the Association throughout the past year. 

4. Be it Resolved, That the Association express its appreciation of the 
interest, skill and labor of Dr. Walter L. Bruetsch in preparing and in the 
administration of the Scientific Exhibit, and of the service of Dr. John D. 
Reichard in the management and display of the interesting moving pictures 
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reby LEBANON HOSPITAL FOR MENTAL DISEASES. 
man, ASFURIYEH, NEAR BEYROUT, SYRIA. 


August I2, 1939. 
The Editor, American Journal of Psychiatry. 
SIR, 

In THE AMERICAN JOURNAL OF PsycuiatTry, Vol. 95, No. 6 of 
May 1939, there is an article entitled “Psychiatry in Syria” by 
E. Lennard Bernstein, M.D. This article professes to speak of 
the position of “Psychiatry in Syria” without making any mention 
of the Psychiatric Hospital at Damascus or of its head—my friend 
and colleague, Dr. Assad El Hakim. Secondly, it is not correct to 
state that there is no practising psychiatrist and neurologist in 
Aleppo. My esteemed colleague, Dr. Boghossian, has been engaged 
in this particular branch of medicine for many years, and is the 
specialist to the Aleppo Courts of Justice. 

The Lebanon Hospital for Mental Diseases, of which I am the 
medical superintendent, situated at Asfuriyeh, Beyrout, in the 
Lebanon Republic is not in any way affiliated to the American 
University of Beyrout. It is a British institution, controlled by a 
General Committee sitting in London, with such distinguished 
{ psychiatrists as Sir Hubert Bond, Senior Medical Commissioner 
| on the Board of Control, Dr. Percy Smith, late of Bethlem 

Hospital, Dr. J. Whitwell, Hon. Librarian to the Royal Medico- 
Psychological Association, etc., on its Board. The hospital under 
my charge is a 450-bed hospital, and it is not supported mainly by 


private endowments but by fee-paying patients who are drawn 
f chiefly, of course, from the Lebanon Republic, but also from Syria, 
| Irak, Palestine, Cyprus, Transjordan, Egypt, etc. The staff here 


consists of two assistant medical officers and the senior holds the 
Diploma of Psychological Medicine of the University of Edin- 
burgh. The matron has two assistants by day and one by night, 
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Comment. 


A WORD FROM THE PRESIDENT. 


The Editor has afforded this opportunity to bring to the attention 
of the membership several matters of interest and importance. 

The place of meeting for the 96th annual meeting of the Associa- 
tion originally scheduled for Quebec, Canada, in 1940, has had to 
be changed owing to disturbed conditions occasioned by the war. 
Please note that The American Psychiatric Association will meet in 
Cincinnati, Ohio, May 20-24, 1940, with headquarters at the Neth- 
erlands Plaza Hotel. 

In the current and subsequent numbers of the JouRNAL, there 
will be comments, reports and papers from the 1939 meeting in 
Chicago. Members are urged to review the proceedings, especially 
the reports of committees. The reports contain important state- 
ments of accomplishments, proposed plans and suggested policies, 
indicating trends in various psychiatric fields. 

The membership is indebted especially to the Arrangements and 
Program Committees, and also to the management of the Palmer 
House Hotel for the success of the Chicago meeting. At the meet- 
ing, however, some of the readers of papers were criticized by the 
members because they could not be understood or heard. It will add 
to the enjoyment and comfort of the listeners if readers will make 
a special effort to speak the English language distinctly, carefully 
utilizing the amplifying facilities always available. Electric pointers 
have been purchased which will enable readers to direct attention 
to charts without leaving the microphone. 

Those who wish to present papers should observe the regulations 
and suggestions of the Program Committee, especially the fol- 
lowing : 

1. Brief, informal abstracts (a letter paragraph is usually sufficient) should 
be sent to the Chairman of the Committee on Program before December 15, 
1939. At its semi-annual meeting during Christmas week, the Committee will 
consider these contributions and then notify the sender. 

2. The time allowed by the rules of the Association for the reading of a 
paper is 20 Minutes. Contributors are encouraged, instead of reading the 
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entire manuscript, to present tl ssentials their pap either reading an 
abstract or giving the « exten 

3. While all papers a ted | me the property of the Association, 
publication in the JouRNA nnot be promised, and by arrangement with 
the Editor, papers may aj elsewhere. The average number of printed 
pages for articles in THE AM N JOURNAL OF Psy y does not exceed 
20 pages. 

4. Papers will not be accepted for the program if they have either been 
previously published or presented at other meeting 

W IAM C. SANDY. 
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HospITAL ACCOMMODATION IN CALIFORNIA.—In his monthly 
report for August, 1939, Dr. Aaron J. Rosanoff, director of insti- 
tutions, comments on the construction program for state institutions 
for the biennium 1939-1941. With a present hospital population 
of 22,608 it is estimated that the population at the end of the 
biennium will be 24,294. With a present bed capacity in the seven 
state hospitals of 17,870, the degree of overcrowding which now 
exists is 23.49 per cent. 

Despite a cut of $3,143,733 by the legislature from a total of 
$4,500,000 in the Governor’s budget for the biennium, allotted for 
new construction, the building program already under way is ex- 
pected to provide during the two year period a net increase of bed 
capacity of 3800. While, therefore, the problem of overcrowding 
will not be solved during the biennium its gravity will be con- 
siderably alleviated, with an estimated reduction from the present 
23.49 per cent overcrowding to 11.26 per cent in I194I. 


MEETING OF THE NATIONAL ASSOCIATION OF PRIVATE Psy- 
CHIATRIC HospiTaLs:—At the annual meeting of the National As- 
sociation of Private Psychiatric Hospitals held in conjunction with 
The American Psychiatric Association in Chicago, May, 1939, the 
president, Dr. Clifford W. Mack, reported good progress in organi- 
zation. The Association wishes more members. There are 250 
private hospitals caring for over 11,000 patients. This makes one 
private hospital patient to every 36 in public hospitals. First ad- 
missions to private hospitals numbered 18,212 in 1936, which was 
one to every 5.5 admissions to public hospitals. 

A very high plane of medical practice is urged. A certificate of 
membership in this organization should be of great value to any 
institution because it signifies that standards have been adhered to. 
A registration board is desired. Endowment of these institutions 
should be encouraged. There should be cooperation with the 
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central Neuropsychiatric Hospital Association. Minimum stand- 
ards should be formulate: [he speaker hoped that the association 
would become an integral part of The American Psychiatric 
Association. 

The possibilities of a survey were discussed. Since then, we hear, 
arrangements for such a survey have been made with the American 
College of Surgeons. 


Mount ZION HospiTaL (SAN FRANCISCO) PSYCHIATRIC SER- 


VICE.—With the increased recognition of the importance of psy- 
chiatry in general medicine and with the growing demand for more 
psychiatric service, a separate psychiatric department was organized 


at the Mount Zion Hospital in San Francisco, California, by re- 
organizing the department of neuropsychiatry into two independent 
services—the neurological service and the psychiatric service. 
Dr. J. Kasanin, director of the psychiatric department of the 
Michael Reese Hospital, Chicago, Illinois, and assistant professor 
of psychiatry at the Rush Medical College, University of Chicago, 
has been appointed as chief of the service. Associated with him will 
be Dr. Mervyn Hirschfeld, assistant professor of neurology at the 
University of California Medical School, who for many years has 
been interested in the development of such a service. Special 
attention will be paid to the development of child psychiatry which 
will be under the direction of Dr. Joseph C. Solomon, formerly on 
the staff of the Baltimore Child Guidance Clinic 

In its research program the clinic will attempt to perfect more 
effective methods of therapy of the various neuroses both in adults 
and children which are commonly found in medical practice. 
Especial attention will be paid to the field of psychosomatic medicine 
which is coming into prominence at the present time. 


THE JouRNAL OF ENDOcRINOLOGY.—The first issue of this new 
British quarterly bears the date of June 1, 1939. The Journal of 
Endocrinology has been founded to bring together the work of 
British investigators in this field which hitherto has been scattered 
among other scientific publications. The first issue contains I10 


pages and includes 11 contributions, several of which are illustrated. 
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The editorial staff consists of Professor E. C. Dodds, editor, 
Dr. R. L. Noble, assistant editor, and an editorial board which in- 
cludes Dr. P. M. F. Bishop, Professor C. R. Harington, Professor 
G. F. Marrian, Dr. A. S. Parkes, Dr. F. G. Young and Dr. S. 
Zuckerman. 

Contributions from all countries will be received. 


This Journal is a publication of the Oxford University Press. 


THE CATHOLIC UNIVERSITY OF AMERICA, WASHINGTON, D. C.— 
The Catholic University of America in its 1939-40 prospectus an- 
nounces a new combined course of instruction in the department of 
psychology and psychiatry. The experiment of this union into one 
department has been made possible by a grant from the Rockefeller 
Foundation for further teaching and research in psychiatry; and 
it is undertaken in the hope that two sciences which have so much 
in common will attain a more normal and homogeneous develop- 
ment by being closely associated. Undergraduate and graduate 
courses are included in this program. 

The department of psychology has been in existence at the Uni- 
versity since its foundation in 1889. In January 1916 a psychiatric 
clinic was opened at Providence Hospital in which the mental prob- 
lems of children and adults were dealt with until September 1937, 
at which time the clinic was transferred to St. Thomas Hall on the 
University campus. 

Rev. Thomas V. Moore, O. S. B., Ph. D., M. D., is head of the 
department, and professor of psychology and psychiatry. 


CuiL_p Psycu1atry AT MAupsLey Hospitat.—lIn the new build- 
ing program at Maudsley Hospital provision has been made for both 
in- and out-patient children’s services. Hitherto no in-patient facili- 
ties have been available in Great Britain for the treatment of the 
psychological and psychiatric disorders of childhood not coming 
under the head of mental deficiency. The new children’s block at 
Maudsley is therefore an entirely new departure designed to meet 
this very palpable need, and is significant of the modern trend of 
psychological medicine. The new building is quite detached from 
the rest of the hospital. 
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ANNUAL MEETING, AMERICAN ASSOCIATION OF PSYCHIATRIC 
SocrAL WorkKERS.—The American Association of Psychiatric So- 
cial Workers reports a year of progressive activity for 1938-1939. 
Concentration of effort has centered upon the subject of profes- 
sional training in psychiatric social work and the issuance of a 
statement entitled, ‘Curriculum for Professional Education in Psy- 
chiatric Social Work,” outlining minimum standards for training 
in this specialized area to combine with the usual related courses 
of an acceptable graduate school curriculum. The curriculum, as 
presented, is the result of several years of study by successive 
Professional Education Committees of the American Association 
of Psychiatric Social Workers and the Committee on Psychiatric 
Social Work of The American Psychiatric Association. It has been 
offered in response to requests from the American Association of 
Schools of Social Work, professional schools of social work and 
others, for a statement of standards on this subject. During the 
year the Committee on Psychiatric Social Work of The American 
Psychiatric Association has convened jointly with the Committee 
on Relationship with Psychiatry of the American Association of 
Psychiatric Social Workers to discuss problems of mutual interest 
to the two Associations, especially those concerned with the train- 
ing of psychiatric social workers. Both Committees are acting to- 
gether in the process of distributing the “Curriculum for Profes- 
sional Education in Psychiatric Social Work” to professional 
schools of social work in an effort to gain their reactions and sug- 
gestions concerning its practicability as applied to the current cur- 
ricula of schools. The round table on psychiatric social work 
conducted at the annual meeting of The American Psychiatric As- 
sociation May 1939, was also chiefly devoted to a discussion of this 
subject. Other subjects of mutual interest to the two Associations 
include the consideration of the organization and personnel of 
psychiatric social service departments in mental hospitals and clinics, 
standards for civil service requirements in psychiatric social work, 
and ways and means for extending facilities for field training in 
psychiatric hospitals and clinics to students of psychiatric social 
work. Committees and studies have been fostered by the American 
Association of Psychiatric Social Workers to gather information 
and consider problems related to these subjects. 
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The membership of the American Association of Psychiatric 
Social Workers has steadily increased during the past few years, 
its membership committee having reported on June 15, 1939, a 
total membership of 535, of whom 402 were active and 133 junior 
members. 

The National Conference of Social Work, held in Buffalo, June 
18-24, 1939, indicated a persistent interest in the subject matter 
of psychiatric social work when the Tuesday afternoon program 
of the American Association of Psychiatric Social Workers drew 
an attendance of nearly 1200 persons. The Association’s program 
covered two regular open sessions and included a closed session for 
members, the latter to consider special committee re ports and to 
offer opportunity for members’ expression of interests and ideas 
regarding future Association activities. The papers * of the regular 
program were concerned with psychiatric social work as influenced 
by agency function, drawn from experience represented by a chil- 
dren’s clinic and a mental hospital; and case work process con- 
sidered from two viewpoints—the developing experience of the 
worker-client relationship and the clarification and meeting of the 
client’s problem or “need.’’ The topic of the dinner speaker, Robert 
Waelder, Ph.D. of the Boston Psychoanalytic Institute, was 
“Some Psychoanalytical Aspects of Education.” 

Among the amendments to the by-laws passed at the annual busi- 


ness meeting of the Association, at which seventy-two active mem- 


bers were present, is the provision permitting the establishment of 
district branches, their incorporation dependent upon their con- 
forming in membership requirements to the by-laws of the National 
Association. A vigorous negative vote on a proposed by-law con- 
cerned with membership requirements, which substituted experience 
in community social agencies for that gained from a psychiatric 
clinic or hospital, left no question that in the minds of the member- 
ship psychiatric clinic and hospital experience is regarded as essen- 
tial and basic to member: ship requirements. 

The American Association of Psychiatric Social Workers wel- 
comed the invitation of The American Psychiatric Association to 
provide a representative to discuss Dr. Samuel W. Hartwell’s chal- 


*“Function and Process in Psychiatric Social Work,” The News-Letter, 
Summer 1939, may be obtained from The National Committee for Mental 
Hygiene, 50 W. soth Street, New York City 


nior 


une 
itter 
ram 
ram 
d to 
deas 
‘ular 
nced 
chil- 
con- 

the 
the 
ybert 
was 


busi- 
nem- 
nt of 
con- 
ional 
con- 
ience 
iatric 
nber- 


ssen- 


wel- 
on to 
chal- 


Letter, 
Mental 


1939] NEWS AND NOTES 505 


lenging paper “Social Psychiatry—Our Task or a New Profes- 
sion,” presented by him at the annual meeting of The American 
Psychiatric Association in Chicago, May 1939. In response Katha- 
rine Moore Wickman acted as guest discussant. 

The newly elected officers 1939-1941, and the executive com- 
mittee of the American Association of Psychiatric Social Workers 
are as follows: president, Leona M. Hambrecht; vice-president, 
Glee Hastings Dervend ; secretary, Amelia Igel; treasurer, Mary B. 
Laughead ; executive committee members: Clara Bassett, Hester B. 
Crutcher, Christine Robb Thompson, Anna Belle Tracy, Katherine 
Moore Wickman, ex-officio. 


LEONA M. HAMBRECHT. 
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Book Reviews. 


THE GENETICS OF S¢ n, J (New 
York: J. J. Augustit 38 

This study of schizoph1 patients and their fan was undertaken by 
the author in 1929 in collaboration with the Germar rch Institute for 
Psychiatry in Munich, and with tl pport of the former Central Medical 
Bureau of the city of Be Ph irpose of the st was to assemble 
conclusive proof of the inheritar f scl rel 1 thus to aid in 
establishing a dependable basis for t ise of clinical and eugenic psy- 
chiatric measures. 

Before beginning the stu the it thorou nvinced of the 
correctness of the assumption of | rnst Rudin that hizophrenia is 
inherited as a recessive trait in accordance with Mendelian laws. The 
probands forming the basis of tl tudy were the patients that had been 
committed to the Herzberg: spital of r] luring the ars from 1893 
to 1902. They were all su 1 to be scl phri : which the disease 
onset had occurred before the age of 4 In describing the selection of the 
cases, the author states t t t I pital 1 rds nt entries of 60.000 
cases. Of these, he select t 15,000 cases that were received in the 
hospital between 1893 and 1 Taking the latter and without ref- 
erence to the diagnoses ma by the psychiatrist t hospital, he ex- 
amined the case histories with respect to neurol 1 psychiatric find- 
ings together with data « rning the onset and progres f the psychosis 
Autopsy findings were al nsidered whenever tl were available. It 
will be noted that the author made hi ignosis of the ca from 27 to 36 
years after the patients had been 1 ved in the hospital. He states that 
“out of conscientious scruples and it ler to obtain the highest possible 
clinical and biological uniformity of out urce material we finally ruled 
out all cases in which exogenous factors might have played a decisive réle 
in the origin or development of a psychosis that resembled schizophrenia.” 
He finally assembled a group of 440 male cases and 647 female cases, the 
smaller number of male cases being due to the fact that exogenous factors 
appeared more frequently in male cases than in femal Presumably other 
selective factors were used by the author in choosing his group. Of the 
15,000 cases examined, it is probable that about 25 per cent, or 3,750 were 
schizophrenic. The number chosen by the author was less than one-third 
of this number. It may reasonably be questioned, therefore. whether the 
sample chosen by the author for study represented a fair sample of 
schizophrenics. 
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After choosing cases to form the basis of his study, the author pro- 
ceeded to make a thorough-going study of all available relatives of the 
probands. From the data he was able to collect by interviewing various rela- 
tives and other persons, he made diagnoses of all disorders reported. Such 
diagnoses in some cases were the results of personal interviews with the 
afflicted persons but in other cases were based on information derived from 
other persons. All diagnoses were merely the individual determination 
of the author. Several years were required to amass the data and analyze 
them for presentation in book form. 

lhe completed study before us is an extremely difficult treatise to read 
and understand. Likewise the statistical treatment leaves much to be de- 
sired. There is also a grave question whether the conclusions arrived at 
by the author are justifiable by the data presented. However, the author 
apparently is conscientious and desires to reach conclusions that will be 
confirmed by the reader. In material of this kind, of course, various inter- 
pretations are possible. The following are some of the principal conclusions 
arrived at by the author: 

1. The predisposition to schizophrenia is specific, but leads as in the case 
of tuberculosis, through the interplay of furthering and resisting somatic 
processes to various disease forms in the phenotype. These clinical varia- 
tions seem to depend on qualitative genetic differences and can be classified 
as a nuclear and a peripheral group of schizophrenia. 

2. The pathogenesis of schizophrenia represents a complex hereditary 
process which cannot yet be described in its detailed ramifications. 

3. The mode of manifestation seems to depend on the total constitution, 
which probably determines the disease-form in the individual and is in turn 
conditioned by special hereditary factors. 

4. These heredito-constitutional elements may also be responsible for the 
less favorable hereditary prognosis among the blood-relations of the pro- 
bands in the nuclear group than that among those in the peripheral group. 
5. The finding of various taint differences in the descent groups of schizo- 
irenia, according to the original disease-form, by no means disagrees with 
1e assumption that the genotype of schizophrenia is a single-recessive trait, 
penetrating only with a probable manifestation of approximately 70 per 


lhe book as a whole is worthy of the attention of all persons interested 

in the genetics of mental disease. One need not agree with the author’s 

point of view or his final conclusions in order to appreciate the tremendous, 

painstaking work that is represented by the data presented in this volume. 
Horatio M. Pur. D., 

New York State Dept. of Mental Hygiene, Albany. 


THe Primate THALAMUS. By A. Earl Walker, M. D. (Chicago: The 
University of Chicago Press, 1938.) 


This comprehensive work on the structure of the thalamus and on the 
fibre-tracts connecting this organ with other parts of the central nervous 
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system is based on the ital study 
of the macaque monkey 

Following preliminary investigations 
of the thalamus and w t subject, a 
detailed description of tl the macaque 
thalamus is given. This trated cl nd dia- 
grams. The afferent c noting 
degeneration in the thalamus follow f very many 
sensory pathways. 

The relationships « the cerebral 
cortex form the largest hips were 
investigated mainly by il areas, 
with subsequent study of t lls in the 
thalamic and geniculate nuc!l 

There is a final chapter on the s 

Each chapter has a comprehensive bib! ling with 
the various phases of th 

The book will be most to the « mental physiolo- 
gist. It is well illustr experimental 
lesions and of the thalar generati 

A. Lip 
University of Toronto. 
THE 1938 MENTAL MEA \ Epuca- 
TION, RutTGers Unni B sen litor. (New 
Brunswick; Rutgers Univ 38 

The series of annual test bibliographies, 1 School of Edu- 
cation of Rutgers University since 1035, has | vn and has 
proved to be of great servi is the most 
recent contribution to that series 

The scope of this issue is much enlarged over earl It includes 
original reviews of standard tests, a bibliography, and book review-excerpt 
section of statistical and 1 irch method y books, 1 rts of regional 
programs, periodical directory and index, publishers’ directory and index. 

It is not possible for a single reviewer to evaluat in extensive work 
in detail. Undoubtedly this issue will be even mors t earlier num- 
bers in the series. It is a monumental piece of cooperative effort, and the 
author and his collaborators naturally welcome suggestions for future issues 
and knowledge of errors of omission or commission 

The reviewer would like to see a section setting forth lain systematic 
trends from time to time, and a critical evaluation of the major signs of prog- 
ress, both in test construction and in researches involving test usage. If pos- 
sible, some of the more qualitative and hig} sigt ssychological tests 
might also be included, with particular reference to their research application. 
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The author and his collaborators are certainly to be congratulated on the 
excellence of their product, and on the service they are giving to all work- 
ers in this field. 

W. Line, Pa. D., 
University of Toronto. 


ANALYSIS OF PARERGASIA. By Gladys C. Terry and Thomas A. C. Rennie, 
M.D., (New York: Nervous and Mental Disease Monographs, 1938.) 


This book is divided into three sections with an introduction by Adolf 
Meyer. After presenting their material and method of study the authors 
discuss the clinical types, variety and range of clinical reaction patterns, 
and the life history of the parergasic patient. There is a final section on 
outcome, assets and summary. Seventeen individually coded and charted 
cases are appended. 

In this analysis of parergasia, a term originated by Adolf Meyer to replace 
that of dementia przcox, the psychobiological approach in psychiatry is very 
clearly outlined. As Meyer points out in the introduction, psychiatry at 
the end of the nineteenth and beginning of the twentieth century was pre- 
occupied with the concept of dementia and deterioration rather than with 
the study of the life history of the individual patient in terms of mental 
health and recoverability. It was because of his great dissatisfaction with 
the purely descriptive psychiatry of Kraepelin that Meyer introduced his 
psychobiological concepts. 

The authors elaborate these concepts by stating that equal emphasis is 
placed on the specific development of the case in which all the factors at 
hand, prognosis and assets, are given equal consideration. With such an 
emphasis on synthesis and adjustive factors, any fatalistic concept is avoided. 
That deterioration is not an inevitable end-stage of the psychosis is one 
of the main theses of the psychobiological approach. 

With this as their formulation the authors studied 77 cases of parergasia. 
The detailed nature of the anamnesis, which is undoubtedly superior to the 
older methods of history taking, is indicative of the absence of any rigidly 
preconceived theories as to the mechanisms of the psychosis. Every factor 
which may have a possible bearing in the development of the abnormal 
reaction, including heredity, constitution, inferiorities, conditioning environ- 
mental influences, family interdependence, difficulties of adaptation, extra- 
familial difficulties and personality assets, is evaluated. Although the authors 
state that the great majority of the cases analyzed fall into several groups, 
the aggressive reaction, conversion reaction, deliroid reaction, affective reac- 
tion, and defeatist reaction, they are quick to point out that no rigid nosologi- 
cal system can do full justice to the ever-changing aspects of the parergasic 
reactions. 

The outstanding data elicited in the histories of the 77 cases were: (1) 
the great incidence (60 cases) of odd personalities in the relatives; and 
(2) the presence in early life of personality trends which later caused diffi- 
culties. The reviewer feels that control studies would be definitely worth- 
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current mode being “pastoral psychiatry.” Here we have the phenomenon 
of a layman writing a treatise on a medical subject, and to add emphasis 
to his authority the publishers suggest on the cover that within one may 
learn “How to make psychiatry a servant of religion.’ That should make 
the other medical disciplines look up respectfully. With calm disregard of 
the established scientific use of the term, the author justifies his employment 
of the word “psychiatry” to signify “spiritual healing to the soul” by citing 
the several definitions of “psyche” in Liddell and Scotts’ Greek Lexicon. 
The author’s position recalls that of Heinroth who wrote about Sceelen- 
stOrungen in 1818. 

The publishers state that Dr. Bonnell, who is presently pastor of the 
Fifth Avenue Presbyterian Church, New York City, brings to the writing 
of this book “a background of thorough training in a mental hospital.” The 
author himself makes specifically no such claim. His father had been super- 
visor of attendants at the provincial mental hospital at Charlottetown, Prince 
Edward Island, and at the age of 17 the son entered upon the duties of an 
attendant at that institution. The training, as he tells us, consisted of the 
lectures given by the superintendent during a two years’ course for the 
nurses. 

The technique discussed in this book is essentially the technique of the con- 
fessional. The author gives as examples the case of a teacher who had had 
an affair with a married man and whose conscience troubled her (but only 
after the man’s sudden death) ; the case of a young man with a fear of death 
who was a victim of shame over “hidden sin”; the case of an unmarried 
socialite who at the age of 55 began to blame herself for an illegitimate 
child she had had at 20; the case of the pair of lovers who were in a dither 
as a result of “petting parties.” In all these cases there is the implication 
of sin from which release must be had through confession and prayer. 
In some of them the author describes what seems to be a sort of “conver- 
sion” experience. 

Without doubt there are those who find satisfaction in confessing their 
“sins” and in the authoritative assurances of priest or clergyman; and the 
pragmatist may argue that any method that works is a good method. That 
faith healing is a form of psychotherapy to be recommended is however 
another question. Problems such as those under discussion can be dealt with 
in simpler ways and in common physiological, psychological or social terms 
without the artificial concept of “sin” and the consequent necessity for “for- 
giveness.” Moreover faith healing cannot avoid emphasizing the passivity of 
the subject, his own inadequacy and dependence; whereas psychotherapy 
should stress the active role of the patient in his own treatment and endeavor 
to build up his own self-sufficiency. In fact ideas of sin, pangs of conscience, 
guilt, remorse are often themselves symptoms against which the efforts of the 
therapist have to be directed. 

Medical reports of treatment methods usually have to record failures as 
well as successes; by the Bonnell method there are apparently no failures. 
He offers a series of cases with uniformly satisfactory solution of personal 
problems. Some of these accounts are highly dramatic, they suggest com- 
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In Memoriam, 


EUGEN BLEULER. 
1856-1939. 


After a short illness of about three weeks, Eugen Bleuler died 
at the age of 83 at his home in Zollikon, Zurich, on July 15, 1939. 
He was seemingly convalescing from grippe when he was overcome 
by weakness and gradually sank into a comatose state three days 
before his death. 

Through his death The American Psychiatric Association has 
lost one of its most prominent honorary members and the psychi- 
atric world its most outstanding representative. For Eugen Bleuler 
was an active and energetic worker and a prolific contributor to his 
chosen science for over half a century. Shortly before he became 
comatose he discussed agonal hallucinations with his son, Dr. Man- 
fred Bleuler. 

While still a student Bleuler chose psychiatry as his life’s work, 
and in 1883 he became assistant to Schaerer in the psychiatric clinic 
at Bern. After a year’s work in this clinic Bleuler was attracted to 
Paris, where he attended Charcot’s and Magnan’s clinics. It was 
there that Bleuler became impressed with the value of hypnotism 
and suggestion, not only as a method of therapy, but also as a 
process of investigating mental mechanisms. His work, A ffectivity, 
Suggestibility, Paranoia, was undoubtedly stimulated by Charcot’s 
clinics. Following his sojourn in Paris, Bleuler spent some months 
in England where he oriented himself on the psychiatric work in 
English speaking countries, and then took a six months’ course in 
cerebral anatomy with Gudden in Munich. 

In 1885 Bleuler became an assistant to August Forel at the clinic 
of psychiatry at Burgholzli, Zurich. August Forel, the most pro- 
gressive psychiatrist of his time, sociologist and naturalist of no 
mean ability, soon realized that he had found a worthy assistant 
in Eugen Bleuler, who resembled him in many respects. They were 
both versatile and broad-minded, both dared go beyond the narrow 
confines of pre-Kraepelinian psychiatry. Just 50 years ago, they 
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organized the Trink: it Elikon, Zuricl It is still the 
best institution of its kind for the treatment of alcoholism and an 
examination of its mode of operation shows that |] land Bleuler 
anticipated by half a cent what we nov nsider the most 
modern way of treatin; lism. Bleuler was the leading spirit 
of this institution until lied. On the not his death one 
reads: “The deceased 1 iested that inst rs, checks be 
sent to the secretary of t Sv Societ r Abst 

In 1886 Bleuler becam rectot the P itric Hospital 
at Rheinau, a position for h he had been highly recommended 
by August Forel. He remained thet \ intil 1898, when 
he succeeded to the directo the Clini ult Izli, Zurich, 


on the retirement of Au { re] leulet in Burgholzli 


for almost 30 years, unti 


That Bleuler made : rtant | origi contributions 


to psychiatry is known t ry student this field. Throughout 
the whole scientific worl ; knov t] reat pioneer in 
modern psychiatry. A g! t his prolific product hows that 
Eugen Bleuler anticipated ny 1 problet | the courage 


to put them into operatior ng tl psychiatrists, 
if not the first, to recognize tl rtar tional therapy, 
while he was still the director « thet With Professor von 
Monakow he founded t ‘urich § ty { ychiatry and 
Neurology, and throug! life he was o1 ts most active 
members. He was one of rst psychiatrists t pt and de 
fend Emil Kraepelin’s new formulatio1 But, n be seen 
from his work, Schizop! (1911), and 1] f Psy 
chiatry, Bleuler made extensi nd yortant ifications and 
additions to Kraepelin’s original vie le broadened and clari- 
hed the concept of dement reco when he chat y 1 its name to 
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“schizophrenia,” which st1 the element of splitting, rather than 
the elements of dementi nd precocity ; and he put new life, new 
interest and new meaning in schizophr nd into 1 hopathology 
in general by applying to it Freud’s “depth-psychology”—Tiefen- 
Psychologie, as Bleuler often referred to psycho lysis. 

It was a daring undertaking to take Freud seriously at a time 
when all the leading psychiatrists either ignor r scoffed at 
everything that came from that investigator. Bleuler was the first 
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psychiatrist who had the great vision to appreciate the importance 
of the psychonanalytic concepts, and in his courageous and ener- 
getic manner resolved to test them in his hospital. Anyone con- 
versant with the history of the psychoanalytic movement knows 
the important part played by the Zurich School in the introduction 
and promulgation of Freud’s works. 

Although Bleuler played a great part in the beginning of the 
psychoanalytic movement and accepted Freud’s basic principles, he 
never agreed with everything that came from Freud and his School. 
He himself clarified his position in this respect in two papers: 
Freudian Mechanisms in the Symptomatology of the Psychoses 
(1906) and his Critical Remarks on Freud’s Psychoanalysis. These 
works are masterpieces of psychoanalytic exposition and clear 
thinking which could be read by the psychiatrists of today with 
interest and benefit. 

Professor Bleuler published over 150 psychiatric works and 
many semi-scientific papers dealing with the psychological and 
social phases of psychiatry. For the last two decades of his life 
he devoted himself to the relation of biology to psychiatry. He 
wrote a very profound and interesting book, “The Natural History 
of the Psyche,” (Die Naturgeschichte der Seele—2 editions), and 
numerous papers which embody these views. He was particularly 
impressed by Richard Semon’s Mnemism, some of whose views and 
terminology he incorporated into psychiatry. In my paper, Deter- 
minism in Psychiatry and Psychoanalysis,* I gave a review of this 
phase of Bleuler’s works. 

Professor Bleuler was appreciated and honored in his homeland 
and abroad. He was professor of psychiatry in the University of 
Zurich until his retirement, when he was appointed honorary pro- 
fessor. He was the “Rector” of the University of Zurich from 
1924-26, and held many other scientific and honorary positions. 
But of all these distinctions I know that he prized most highly the 
honors that came to him from this country—namely, his honorary 
membership in The American Psychiatric Association, and his two 
invitations to the opening ceremonies of the Phipps and New York 
Psychiatric Institutes. At the opening of the Phipps Institute, to 
which he was invited in 1913 by his friend and colleague, Dr. Adolf 


* AMERICAN JOURNAL OF PsycuHratry, Vol. 95, No. 3, November, 1938. 


pt. 
he | 
ler 
OST 
rit 
me } 
be 
tal 
led 
ch, 
ms 
in 
4 
i 
ive 
TS 
\ 
rs? 
] 
en 
nd 
rl 
to 
lal } 
ew 
me 
at 
rst 


516 N MEMORI 


Meyer, he spoke on “Autistic Thinking 
chiatric Institute to which he was invit 


Kirby, he spoke on “Psyche and P 


of the Relation between Psyche and 


Eugen Bleuler was 
father, a friend and 1 


who were in touch with | He rep 


in the history of psyc 
interpretative psychiatry 


| Sept. 


N \ York Psy- 


1930 by Dr. George H. 


Scientinc 4 onceptions 
ind and 
rous pupils 


portant epoch 


dy Iper to thos } 
the spiritual father of 
\ \ By 
1 
} ( 
| 
| 


THE DESIDERATA OF CENTRAL ADMINISTRATIVE 
CONTROL OF STATE MENTAL HOSPITALS.* 


By WINFRED OVERHOLSER, A.B., M.D., 
Superintendent, Saint Elizabeths Hospital, Washington, D. C., 


Formerly Commisstoner of Mental Diseases, Commonwealth of Massachusetts. 


\mong the startling phenomena connected with the growth of 
this country since the time of the Civil War few are more strik- 
ing than the tremendous development both in numbers and in 
size of state institutions for the care of the mentally ill and the 
mentally defective. Today, indeed, the operation of state mental 
institutions may well be classed as “big business,” with an invest- 
ment in the physical plants of probably over one-half a billion 
dollars, and an annual cost for maintenance of over one hundred 
million dollars, not to mention capital charges, such as interest 
and depreciation and cost of new construction. Such a growth was 
entirely unforeseen in the early days of this Association. In 
1851 the Association of Medical Superintendents of American 
Institutions for the Insane (as this Association was then known) 
set 250 beds as the desirable upper limit of size of mental hospitals, 
but within 15 years, owing to what was even then considered rapid 
growth, and after careful deliberation, they raised this limit to the 
huge number of 600 beds! In 1870 the United States boasted 50 
public asylums, as they were then called, and 16 private, with a 
total number of 17,735 patients and an annual admission rate of 
slightly over 10,000.7 By contrast we find in the year 1936,f ac- 
cording to the United States census, 176 state and federal hos- 
pitals, together with 25 mental hospitals operated by the Veterans 
Administration, 67 city and county hospitals, 8 state psychopathic 
hospitals and 199 private hospitals, or a grand total of 523. At 
the beginning of the year 1936 there were under care in all of these 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 

7+ See “Report of E. T. Wilkins, Commissioner in Lunacy for California.” 
Sacramento, 1871. 


t See Patients in Mental Hospitals: 1936. U. S. Bureau of the Census. 
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tance was manifested on the part of the superintendents and 
trustees to the establishment of any type of control from above, 
and the proceedings of this Association in 1876 were considerably 
enlivened by the introduction of some resolutions presented by 
Dr. Isaac Ray. From the context, and from some of the discus- 
sions which followed the introduction of the resolutions, it is 
apparent that one of the advantages alleged for central control 
was that by it “railroading,” as it was called, would be prevented. 
Obviously, however, this was not the sole reason, or perhaps even 
the principal one. Dr. Ray’s resolutions recommended as the best 
means of government of mental hospitals, vesting the control of 
the whole establishment in an “eminently qualified” physician as 
superintendent, and a board of directors or trustees. He proceeded 
with the eloquence of which he was a master, as follows: “Re- 
solved, that any supernumerary functionaries endowed with the 
privilege of scrutinizing the management of the hospital, even 
sitting in judgment on the conduct of attendants and the com- 
plaints of patients, and controlling the management, directly by 
the exercise of superior power or indirectly by stringent advice, 
can scarcely accomplish an amount of good sufficient to compen- 
sate for the harm that is sure to follow.” * These resolutions 
were overwhelmingly adopted by the Association ; subsequent ex- 
perience in a number of states, and notably recently in one in which 
an excellent system of central control has suffered considerable 
damage, thanks to a similar attitude on the part of some super- 
intendents, leads one to believe that human nature has not changed 
greatly since the time of the founding fathers! While it is unfor- 
tunately true that in a considerable number of instances the stress 
has been on the material aspect of the operation of the hospitals, 
and that in some states a premium seems to have been placed, par- 
ticularly by the lay Boards of Control, upon a low per capita 
cost, to the detriment of the standards of care of the patient, 
the development of the state hospitals has demonstrated in general 
the advantages of central control. 

I am indebted to Dr. Grover Kempf, of the Mental Hospital 
Survey Committee, for data concerning the various types of cen- 
tral control which have developed and which are in force today. 


* Am. Journal of Insanity, vol. 32, pp. 346-348, January 1876. 
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the welfare of the patients. A group of six states,* rather widely 
scattered from Oregon to Florida, control the institutions through 
a central board made up of the governor and members of his cabi- 
net ex-officiis. Obviously a board made up of elective officials can 
have no continuity of interest, and the very set-up renders the risk 
of political considerations high. A department of welfare or a 
bureau of a department not headed by a psychiatrist is found in 
nine states.f Some of these have been notoriously political in 
their operation of the hospitals, but this appears to be a difficulty 
which may be encountered in any type of central organization, or 
indeed in solitary institutions! Five more states { have a depart- 
ment of welfare not usually in control of a physician, but with a 
bureau within the department headed by a psychiatrist which 
controls the mental hospitals. Two of these, Ohio and Kentucky, 
have been set up within the past two years. Three states § have a 
state hospital commission which in turn appoints a director (in 
one case not a psychiatrist), one (Maryland) has a conglomerate 
and unclassifiable arrangement with a commissioner, board of 
managers and a board of mental hygiene, and only two states || 
have a separate state department of mental health or of mental 
hygiene at the head of which is found a psychiatrist. Obviously 
this latter type of organization, which in many ways has much to 
be said for it, is available only for states of a large population, 
perhaps two and one-half million or over, or states which have a 
very considerable number of hospitals and patients. In those states 
which have a department of welfare there is considerable room 
for expansion and development, and if three hospitals or more 
exist within the state, a division of mental hygiene headed by a 
psychiatrist may properly be established within the department. 
One extremely interesting and not entirely explicable fact is that 
no state, so far as can be learned, has ever placed its mental 
hospitals within the department of health, which in most states is 
the only strictly medical department ! 


* Arizona, Florida, Montana, Nevada, Oregon, Wyoming. 
+ California, Colorado, Georgia, Idaho, Illinois, Maine, Rhode Island, 
Tennessee, Vermont. 
Indiana, New Jersey, Pennsylvania, Kentucky, Ohio. 
Michigan, Virginia, Wisconsin. 
Massachusetts, New York. 
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aggrandizement, and who can deal with his colleagues and the 
public on a basis of esteem, affection, respect and mutual helpful- 
ness. Those of us who were privileged to know the late Dr. 
George M. Kline realize full well that he embodied these ideal 
qualities, which are all too rare. Fortunately for the progress of 
psychiatry, there are still those who share his ideals of service, 
progress and square dealing. The board should have the power to 
formulate general rules and regulations upon the recommendation 
of the director, which would be binding upon the several institu- 
tions. Finally and importantly, a state-wide civil service merit 
system is desirable if the proper sort of personnel is to be attracted 
and held. 

A word should be said about the place of local boards of trustees 
in states where some type of central control exists. A number of 
states in setting up their central board have abolished the local 
board of trustees. However, I am convinced that the local boards 
of trustees have an important role to play even though a strong 
central control organization exists. They should be, and frequently 
are, made up of representative citizens of the community, men 
and women with a public interest, willing to give of their time and 
services. In the public mind they represent the public, and being 
unpaid may properly be looked upon generally as more truly dis- 
interested than any paid public official, no matter how high his 
ideals may be. The trustees may well be given advisory power 
and to some little extent may be allowed to share with the central 
board the responsibility for the government of the local institution. 
The final decision in matters of policy should rest with the central 
board, but there is no reason why cordial relations should not exist 
between the trustees and the central authority. Most importantly, 
they stand as an added bulwark against political interference with 
the several hospitals and can, if they have those ideals which the 
boards of trustees in the time of Isaac Ray obviously had, be 
extremely helpful in upholding high principles of administration 
in the event of public criticism or if the inroads of spoilsmen 
threaten. 

It may be helpful to summarize rather briefly the types of activ- 
ity which may suitably be undertaken by well organized central 
administrative departments, functions which may be referred to as 
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supervisory, coordinating ntegrating the medi 
cal care of the patients naturally first in tl peration of 
mental hospitals, the ad trative aspect certainly can not be 
overlooked.* It is only | r to remind t p that this 
Association started as rganizatiot tat pital super- 
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tive problems as well as in the welfare of their ] ts. At times 
in recent years it has sé a grouy the members of this | 
Association that too little referet has | le to the various 
administrative functions mental hospitals, and it is partly for 
this reason that this symp¢ is been organized today. Let us 
consider first, then, some of t! lministrati\ tivities and func- 
tions which may well be exe 1 through a central department. 
First of all, perhaps, c the budgetary requirements. Experi- 
ence has shown that unless some type of central supervision of 
budgetary requests from a number of mental hospitals is exercised, 


certain institutions may get more than their s] of funds, 


whereas others represent y less it tial t r other 
protagonists will be somewhat slighted. Favoriti is prone to 
develop without a central check, and standards of care depending 
in large measure on the s uila tend to be | remain 
discrepant in the several hospitals. The budget requests should be 
prepared by the superintendents of the various hospitals, and due | 
consideration should be given to tl pe need the various | 
institutions, their tradition: their spe ictivities. The cen- ) 
tral control, however, furnishes at least a rough standardization 
and tends to promote unif« ty. In this manner, furthermore, the 
budgetary requirements of the hospital may be brought into line 


with the general fiscal pol 

Of equal importance is 1 matter of construction. Building 
plans should be elaborated in cooperation with t hospitals in 
question and in conformity with the local needs as expressed by 
those who are most familiar with the nd who are, so to speak, 
on the grounds. A uniform basis for estimating capacity should be 
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institutions for the mentally ill and for the feebleminded should 
be undertaken and an attempt made to foresee the development 
of the needs of the state. 

Important corollaries of this function of planning are the col- 
lection and analysis of adequate statistics. These statistics should 
be gathered both as to the operation and finances of the hospital, 
and as to the patient population, with reference to trends, age dis- 
tribution, diagnoses, length of stay and similar items of informa- 
tion. Comparative data showing the functioning of the various 
institutions with regard to such matters as visits and discharge 
rates and seclusion and restraint, may be utilized for the pur- 
pose of stimulating friendly competition among the hospitals. 
The very valuable statistical work which has been undertaken in 
New York under the direction of Dr. Horatio M. Pollock, and in 
Massachusetts under that of Dr. Neil A. Dayton, deserves special 
mention. Massachusetts, indeed, is unique in preparing at the cen- 
tral office the complete statistical reports of each of the state hos- 
pitals. Attention may be called to the detailed study now nearing 
completion under Dr. Dayton’s supervision, subsidized by a large 
grant from the Rockefeller Foundation. When completed this 
study will furnish a mass of data regarding the epidemiology of 
mental disorder such as has never before been accumulated, and will 
be extremely practical not only in the State of Massachusetts but 
in other states as a guide to future planning. 

In a number of states the central control board has instituted 
cooperative or central purchasing, and in many other states state 
purchasing bureaus have been set up. The savings from this type 
of purchasing are substantial, provided always that the specifica- 
tions are agreed upon by the institution and that the final accep- 
tance or rejection of the purchased article is dependent upon the 
approval of the institution. Central purchasing when organized 
on a strictly price basis may result in the long run in inefficiency ; 
properly handled it can be a great advantage both from the points 
of view of economy and of efficiency. Uniform systems of account- 
ing are highly important in order that statistics of costs may be 
comparable and in order that an adequate check on expenditures 
may be kept. The laws of many states properly forbid exceed- 
ing the amount appropriated, and frequently control from a source 
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provisions of that state. This question, however, is one which 
should be determined after the patient arrives at the hospital 
rather than before. In some states, unfortunately, the patient who 
cannot prove a state residence is cared for in a correctional insti- 
tution or county infirmary rather than being sent to the hospital. 
Such an arrangement hardly comports with modern concepts of 
humane care. 

Finally, on the administrative side a central organization would 
seem to be the logical agency to recommend changes in the laws 
in accordance with local needs. Certainly no better agency can 
be conceived that is equally familiar with desirable legislation con- 
cerning such matters as the commitment of the mentally ill and 
defective, and other provisions of law relating to their care. It is 
to be expected that the legislature would pay considerable attention 
to the recommendations of such a body. 

On the medical side, coordination and integration would seem 
even more important for the welfare of the patient than the activi- 
ties which have heretofore been enumerated. All activities of 
institutions, no matter how remote they seem from the patient, 
affect his welfare. It is a corollary which follows necessarily that 
a psychiatrist should be in complete charge of the individual hos- 
pital as superintendent, and perhaps a fortiori a psychiatrist should 
be in charge likewise of the state’s coordinating activities as direc- 
tor or commissioner. It is an aphorism that bricks and mortar 
do not make a hospital, but rather the men and women who care 
for the patients. The most important single problem in mental 
hospitals today is that of personnel, particularly medical and 
nursing. A central department can well set up standards for 
initial appointment and for promotion, preferably under civil ser- 
vice, particularly if the civil service of the state is intelligently and 
non-politically operated. The personnel of the hospital should be 
made to realize that they are part of a system and that their eligi- 
bility to promotion is not confined to the institution in which they 
are working. In such a manner the prospects for promotion are 
considerably increased, likewise serving as an added force for a 
healthy morale. Uniform and adequate salaries should be estab- 
lished by the central organization, as where institutions set their 
own salaries one hospital is likely to be put in the position of com- 
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regress toward a frank spoils system in the mental institutions. 
The individual initiative of the superintendents should be encour- 
aged—they should not be forced to conform to too rigid repression 
of individual and progressive ideas. There is a danger of stifling 
such initiative if too centralized a control is exercised, and such a 
danger should be strictly avoided. 

Standards of medical care should be set up for the purposes of 
uniformity involving such matters as clinical records and rules 
regarding the limitation and recording of restraint and seclusion. 
In some states the matter of family care, something which has 
recently received considerable attention as a result of economic 
pressure, is dealt with by the central organization rather than by 
the various hospitals. It would seem that if family care is a proper 
method of treating mental patients, it can properly be handled 
by the separate hospitals which are responsible for the welfare of 
those patients. It is questionable whether any central organization 
needs to be called upon to supervise family care. 

Again, it is a helpful thing for patients in hospitals to feel that 
there is a higher authority to whom they may appeal in the event 
that they consider themselves to be unfairly dealt with. The com- 
plaints of patients are not always unfounded and cannot always 
best be investigated by those involved in the allegation. Investiga- 
tion not only of alleged abuse, but of alleged wrongful detention, 
is a matter which is properly handled by a central organization. 
Furthermore, such an- organization can well act as a sort of court 
of appeal for the release 


)f patients about whose dangerousness 
there may be some doubt. Any hospital should welcome the oppor- 
tunity to divide the responsibility of releasing such patients. 

Training schools for nurses may be developed by a central 
organization, since it is in a position to determine which institu- 
tions are best equipped to operate such schools. Curricula and 
standards may be set up, not only for nursing care, but for social 
service and occupational therapy training, and the work unified and 
coordinated. 

Another function of the central organization consists in trans- 
ferring patients from one hospital to another, making adjustments 
of population dependent upon crowding of institutions, and setting 
up hospital districts in order to provide a more equitable distribu- 
tion of hospital loads. 
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The supervision and the licensing of private hospitals is an 
important activity of a central control body. In altogether too 
many states private mental hospitals are unsupervised, with the 
result that some are found to be operated by wholly unqualified 
persons. Under such cit tances the hapless patient receives 
a minimum of attention, little, if any, therapeutic interest is 
taken in him, and the | charged may be wholly inordinate. 
Only private institutions which are licensed and regulated by the 
state should be permitted to hold themselves out for the care of 
the mentally ill and the 1 tally defective. Supervision can thus 
be maintained not 01 ipon the physical featur uch as the 
fire hazards, but upon the type of care rendered, the existence of 
undue amounts of seclusion and restraint, and t ualifications 
of the physicians in charge. From the public point of view it is 
equally important that there shall be so rt control in order 
to avoid the suspicion that ents al mmitted and detained for 
ulterior reasons. “Railroad as if lloquially termed, is vir- 


tually unknown, particularly in public institutior nevertheless, 


it is not enough that there shall no such conspira the public 
must be satisfied that there are none. Inspection and supervision of 
private mental hospitals by the state can do much to assure the 
public on this score. 

The maintenance of the st ! f car t for the hospitals, 
public and private, may | | by reports and by the estab- 
lishment of an inspectio: | inspectors should be well 
trained, mature and tact while alert should avoid the ten- 
dency to “snoop.” Incide1 , such a service, while of value to 
the central body, is likew useful for the training of the psy- 
chiatrists selected for tl 

The importance of e ural activities has grown almost 
beyond belief in the past two decades, and is still growing. Ex- 
perience has shown, however, that if the organization and main- 
tenance of out-patient clinics of one sort and another is left to 
the individual hospitals, some institutions will neglect or will not 
attempt this work, whereas in other instances, unless there is cen- 
tral control and planning, the functions of the several hospitals 
may overlap. In one or two instances an attempt 
to organize the state in such a way that the central body would 
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have control of the clinics only but not of the hospitals, and it is 
understood that at least one other state is now contemplating 
such a change. The desire of state hospital superintendents to 
avoid the supervision of trained central bodies is perhaps under- 
standable, even though the preponderance of evidence seems to 
point towards the desirability of such oversight and assistance. 
There are other reasons, however, why the clinic program cannot 
well be divorced from the administration of the hospital. In the 


first place, the training in extra-mural psychiatry is extremely 


valuable for the members of hospital staffs. It directs emphasis 
upon the earlier and non-institutional types of cases and broadens 
the perspective of the state hospital physicians. Fully as important 
is the fact that by using the hospital as the nucleus much valuable 
educational work can be done in the community which will result 
in breaking down still further the barriers which exist between the 
community and the hospital, and toward removing the supposed 
stigma which attaches to care in a mental hospital. Again, the 
state hospital may, by organizing clinics outside of the institution, 
accomplish the added incidental purpose of providing a place where 
patients on visit may report for examination and consultation. 
Many community clinics started with this as the primary func- 
tion, although such limitation is far from desirable. The great 
importance which has been attached in the public mind to mental 
hygiene and particularly to the preventive aspects of mental hygiene 
activities, assures a ready welcome for the establishment of such 
clinics in almost any community. The hospitals may be assigned 
districts and serve as focal points for this important service. In 
this manner too the expense of travel may be considerably cur- 
tailed. The clinics fall into two general groups, those for chil- 
dren, that is, in the nature of’child guidance or habit clinics, 
and those for adults. There is no need to expatiate upon the func- 
tions of such clinics, for they are well known to this audience. 
Massachusetts was probably the first state to start such a program 
on a state-wide basis in 1922 under the commissionership of 
Dr. George M. Kline and under the immediate supervision of 
Dr. Douglas A. Thom. Some individual hospitals in other states 
have been especially active, one of the most effective hospital pro- 
grams having been that of Danville, Pennsylvania, under the late 
35 
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tricts, establish standards of examination, and make the data uni- 
form, comparable and available for study. 

The entire problem of mental defect has been largely neglected 
in many states. There are reported to be about 84 public institu- 
tions for the mentally defective, with a population of over 43,000, 
but this number of inmates represents but a small fraction of all 
the feeble-minded. No state, indeed, provides institutional facili- 
ties for more than Io per cent of its mentally defective. The ma- 
jority, of course, do not require institutional care, but probably 
every state could report a substantial waiting list, if the facts 
were available. A state program, which can only be carried out 
effectively by a central administrative body, should include, ac- 
cording to Raymond: (1) early identification; (2) central regis- 
tration of all known feeble-minded; (3) educational facilities 
in the public school system and in the institutions ; (4) protection, 
particularly during the formative years; (5) segregation for those 
who are incapable of living at home; (6) supervision of those in 
the community (90 per cent or more) and those who are paroled 
from state institutions; (7) research into the causes and preven- 
tion of mental deficiency; and (8) public information. That the 
problem is primarily a psychiatric one need hardly be argued; 
that it is large, and capable of efficient handling only on a state- 
wide basis is fairly clear. 

As another example of activities whereby state hospital sys- 
tems may be made available to other agencies of government may 
be mentioned the services to be rendered to the courts, both civil 
and criminal. Primarily it is the personnel of the state hospitals 
which will be used in making examinations and advising the 
court. Nevertheless, a central administrative body (where there 
are several hospitals) can mobilize these activities, making the 
assistance available through existing facilities and exercising a 
general supervisory control over the standards of examination 
and reporting. The valuable results of the Briggs Law in Massa- 
chusetts may be mentioned as a sample of the sort of service which 
may be rendered. 

In the papers which follow Dr. Ebaugh will present some cen- 
sideration of the functions of mental hospitals regarding research 
and the training of students and personnel. Dr. Hamilton, who 
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TEACHING AND RESEARCH IN STATE HOSPITALS.* 


By FRANKLIN G. EBAUGH, M. D., anp CHARLES A. RYMER, M. D., 
Denver, Colo. 


The problem of mental disorder is so extensive as to give all 
thoughtful persons pause in its consideration. Only those who are 
acquainted with large state hospitals can have a grasp of the magni- 
tude of this problem, and we might logically expect that those 
persons would be the most concerned with its solution. That this 
is not necessarily true is probably due to the fact that state hospital 
administrators and physicians are literally swamped by the mere 
physical needs of their patients. There is little time, energy, or 
money left for investigation of the fundamental psychiatric prob- 
lems. However, there is general agreement that more bricks and 
mortar added to our state institutions are very little safeguard 
against the ever increasing number of mentally sick seeking admis- 
sion, and that we must intensify our efforts to solve those problems 
of mental illness which make custodial hospitals necessary. Psy- 
chiatry differs little from the other medical sciences in the basic 
principle that without teaching and research, progress is limited 
or even absent; only throcgh advancement in the understanding 
of mental disease can we alleviate, and eventually even prevent 
mental illness. 

The National Committee for Mental Hygiene *® has given us a 
fairly clear picture of the present status of teaching and research in 
mental hospitals through its questionnaire to all state hospitals and 
its personal appraisal of some of them.f Of the 127 state hospitals 
considered in the report, 33 reported no members of their staff had 
research interests; II reported more than 7o per cent of their 
staff with such interests ; the remaining hospitals fell between these 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, IIl., May 8-12, 19309. 

From the Colorado Psychopathic Hospital, University of Colorado School 
of Medicine and Hospitals, Denver, Colo. 

7+ This survey was sponsored through a grant to the National Committee 
for Mental Hygiene by the John & Mary Markle Foundation to present the 
pertinent facts of the facilities now available in these institutions. 
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extremes. Even among tl staff members who professed an in- 
terest in research, only a relatively few showed irked interest 
in, and ability for, such work. With reference to facilities for 
research, the hospitals reported 4o per cent witl | facilities, 
24 per cent with fair facilities, and 24 per cent with no facilities.’ 
The number of publications f: ny institution may serve as a 
tentative gauge of research pursued. Using this criterion, we not: 
that not a single publicat ppeared during the last three years 
from almost half of the st pitals, and that the median num- 
ber of publications was about one 

Teaching facilities, too, vary markedly in the different institu- 
tions. One third of the | tals reported having close university 
contacts ; 22 per cent reported occasional contacts ; per cent re- 
ported no contacts. The provisio1 r undergraduate, interne, 
postgraduate and staff tea x will be discussed in greater detail 
later. 

Many factors stifle tea gs and research activit in state hospi- 
tals. Among these are attitudes and misconceptions relative to men- 
tal disease, inadequate staff, insufficient financial resources, lack 
of equipment and research facilities, the basic org ation of the 
state hospital itself and certain important psychol | factors. 

If we consider these in greater detail, we note that among the 
attitudes and misconceptions relative to mental disease may be 
mentioned (1) the pessimistic view taken by the medical profession 
in relation to nervous and mental disease ; (2) the notion that psy- 
chiatry can be and is isolated from general medi 
eral stigma associated with mental disease; (4) the lack of any 
understanding of the mental and emotional life of man; (5) the 
view that any sum of money granted for the study of the mentally 
sick is wasted money; (6) the belief that a low per capita cost is 
the best evidence of proper administration. These attitudes are 
not necessarily those of persons responsible for the care of the 
mentally sick; however, such views held both in and out of state 
hospitals do tend to retard progress. 

Inadequate medical, nursing and attendant personnel retards 
teaching and research prog 


itals. Custody and 
emergency care have been the primary responsibilities of state hos- 


* Twelve per cent of the hospitals did not respond to tl 1estion 
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pitals ; treatment and restoration have often been secondary. Ac- 
cordingly, the size of the hospital staff has been limited to the custo- 
dial function, and most hospitals are understaffed even by this 
standard. The patient load per assistant physician should not exceed 
150 according to the standards of The American Psychiatric Asso- 
ciation ; yet in 1937 the median state hospital had a load of 293.4 
patients ; seven hospitals had a load of 100 to 150 patients, while 
nine hospitals had a load in excess of 500 patients. 

The nursing and attendant staff, too, is overloaded. In contrast 
to the accepted standard of eight patients per nurse and attendant, 
the patient load in the median state hospital in 1937 was nearly 
12; only one fourth of the hospitals maintained the standard, while 
18 per cent had patient loads double the standard. Hence, any 
research undertaken must often be done singlehanded, without the 
helpful cooperation of a nursing staff. 

Aside from the quantitative inadequacy of the staffs of state 
hospitals, there often exists a qualitative inadequacy which is even 
more serious. We all recognize that while there are excellent men 
in state hospital work, in many cases this field is looked upon as 
simply providing temporary positions for men looking for some- 
thing better. All too frequently, these men have an interest only 
in the custodial care of the patients; all too frequently, they have 
had little or no training in psychiatric work ; all too frequently, they 
care not whether they receive any sort of psychiatric training. It 
is difficult to conceive. of physicians so little challenged by disease 
that they fail to ask themselves its cause or cure, but if such a 
sterile condition exists, we need not only a teaching program in 
our state hospitals, but a radical revision of teaching in our medical 
schools. 

Budgetary deficiency is one of the chief factors which militates 
against teaching and research. Inadequate funds mean a lack of 
facilities and a shortage of personnel for therapy, teaching and 
research. Inadequate funds provide salaries too low to attract com- 
petent men. Inadequate funds explain the failure to budget definite 
funds for research. With state hospitals now on an approximate 
budget of $140,000,000 a year, scarcely more than I per cent is 
set aside for research, and one half of this comes from foundations 
and other private sources. No wonder state hospital superinten- 
dents are unsympathetic to research projects which might increase 
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their budgets when they cannot find sufficient funds to care ade- 
quately for patient and w 

A serious handicap w1 tten arises from budgetary deficiency 
is the lack of adequate facilities for both teaching and research. As 
we have noted, a rather large percentag: the hospitals surveyed 
present conditions not favorable for the pz of research, 
However, this absence of adequate facilities cannot be urged as an 
extenuating circumstan ll ¢ ince not infrequently this 


] 


is a result of, rather than the cau t, a lack of interest in both 
teaching and research. Not infrequently it is tl pathetic atti- 
tude of the staff itself rather than budgetary deficiency which 
accounts for the relatively little progress in these hospitals. 

The fundamental organization of the state hospital itself militates 
against teaching and research. State hospitals are organized to 
care for large groups of patients, many of whom] e permanent 
residents since the yearly turnover is only about 35 per cent. More- 
over, state hospitals are orga | along the | f low mainte- 
nance cost and the mere pl il preservation of the patient. Fun- 


damental psychiatric tr¢ 


1ncon- 
sistent with this type of organization. In addition, the interests of 
state hospital superintendents have often n along quite different 
lines. State hospitals tend ttra capable in the field of 
organization and administratior \lthough thes n originally 
may have research and teaching ability, little time 1 ; for its 
development after engaging in the field of administration. In still 
other cases, men with few te ing and research propensities enter 
state hospitals in the belief that this field requires little facility in 
teaching or research. 

Finally, certain psychological factors lie behind the apathy toward 
teaching and research. There is great suspicion on the part not 
only of lay people but of the medical profession with reference to 
the care of patients in state hospitals. This has often resulted in 
external antagonisms, and there is a more or less constant fear of 
political reprisals because of this persistent suspicion. This has led 
hospital people to be wary of stirring up more antagonisms through 
new procedures which might be termed experimental. In addition 
to this potent factor, there are other psychological influences which 
play a part. These are the deadening influence a large resident hospi- 
tal population exerts on the staff, the hopelessness of working in 
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a place so overcrowded that facilities even for adequate segrega- 
tion of patients are lacking, and the disheartening effect of large 
blocks of hopeless organic and functional cases. 

However, although all these factors in state hospital organiza- 
tion and administration do militate against teaching and research, 
they are not necessarily insurmountable, as is shown by the hospi- 
tals which do excel in teaching and research. Even with all its 
shortcomings, the state hospital organization is the principal func- 
tioning unit in our attack on mental disease, and this organization 
has already accomplished much in this field. 


TEACHING IN STATE HOSPITALS. 


Let us now turn to a more detailed consideration of teaching in 
state hospitals. This teaching will be discussed under several 
headings: teaching of the undergraduate ; training of the graduate 
and postgraduate ; instruction and review for the hospital staff. 

The teaching of undergraduates is often limited to the occasional 
medical student who finds his way to a state hospital during the 
summer months, and about 28 hospitals offer this training to medi- 
cal students. These externeships are often open to criticism on 
the basis of inadequate supervision of the student, but they have 
the value that through them not infrequently the student develops 
such an interest in psychiatry that he later enters this branch of 
medicine. Some state hospitals, in conjunction with medical schools, 
offer demonstrations, clinical clerkships or residential clerkships for 
medical students. In all, 20 medical schools * use state hospitals to 
varying degrees for their psychiatric teaching ; eight f of these offer 
resident clerkships of different lengths. In these latter hospitals, 
of which Worcester is an outstanding example, teaching is carried 
out through case assignments, ward walks and interviews, staff con- 
ferences, assigned reading, discussion of treatment procedures, his- 
tory taking, child guidance, social service procedures, and legal and 
administrative considerations. However, the state hospitals that 


* Arkansas, Boston, College of Medical Evangelists, George Washington, 
Hahnemann, Howard, Indiana, Kansas, Long Island College of Medicine, 
Meharry, Minnesota, New York Homeopathic, Ohio, Oklahoma, South Caro- 
lina, Tufts, Vanderbilt, Vermont, Virginia and Wisconsin. 

+ Boston, Hahnemann, Kansas, South Carolina, Tufts, Vermont, Virginia 
and Wisconsin. 
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a place so overcrowded that facilities even for adequate segrega- 
tion of patients are lacking, and the disheartening effect of large 
blocks of hopeless organic and functional cases. 

However, although all these factors in state hospital organiza- 
tion and administration do militate against teaching and research, 
they are not necessarily insurmountable, as is shown by the hospi- 
tals which do excel in teaching and research. Even with all its 
shortcomings, the state hospital organization is the principal func- 
tioning unit in our attack on mental disease, and this organization 
has already accomplished much in this field. 


TEACHING IN STATE HOSPITALS. 


Let us now turn to a more detailed consideration of teaching in 
state hospitals. This teaching will be discussed under several 
headings: teaching of the undergraduate ; training of the graduate 
and postgraduate ; instruction and review for the hospital staff. 

The teaching of undergraduates is often limited to the occasional 
medical student who finds his way to a state hospital during the 
summer months, and about 28 hospitals offer this training to medi- 
cal students. These externeships are often open to criticism on 
the basis of inadequate supervision of the student, but they have 
the value that through them not infrequently the student develops 
such an interest in psychiatry that he later enters this branch of 
medicine. Some state hospitals, in conjunction with medical schools, 
offer demonstrations, clinical clerkships or residential clerkships for 
medical students. In all, 20 medical schools * use state hospitals to 
varying degrees for their psychiatric teaching ; eight 7 of these offer 
resident clerkships of different lengths. In these latter hospitals, 
of which Worcester is an outstanding example, teaching is carried 
out through case assignments, ward walks and interviews, staff con- 
ferences, assigned reading, discussion of treatment procedures, his- 
tory takin 


g, child guidance, social service procedures, and legal and 


administrative considerations. However, the state hospitals that 


* Arkansas, Boston, College of Medical Evangelists, George Washington, 
Hahnemann, Howard, Indiana, Kansas, Long Island College of Medicine, 
Meharry, Minnesota, New York Homeopathic, Ohio, Oklahoma, South Caro- 
lina, Tufts, Vanderbilt, Vermont, Virginia and Wisconsin. 

+ Boston, Hahnemann, Kansas, South Carolina, Tufts, Vermont, Virginia 
and Wisconsin. 
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have either the time or personnel to ma h cler] ps an attrac- 
tive part of teaching 

Up to the present ti te1 tal is ap- 
proved by the American Medical A tion,* but cording to 
the report of the survey « ttee, 43 per cent the hospitals do 
offer training periods called inter he number of men in 


these so-calied interneships uite riable and may run as high 
as 75 per cent of the n | staft. However, the interneship 
should avoid specializatio1 spitals to 
offer training designed to 1 the pl the ¢ ral interneship, 
since in all probability 1 terne finds himself deeply involved 


in the psychiatric aspects the patient long before he is ade- 
quately grounded in general licit not preclude the 
possibility that under the super trong « | director. 
a worthwhile medical servic | bot r the 
interne and resident. 

One of the most effect means trainings | selecting men 
for state hospital work is through the 1 ul! = residency, 
and 53 of 180 state hospitals a1 proved for 1 ncy by the 
American Medical Ass itior I lency should be con- 
sidered a graduate disciplit 1 definite trait pecialty 
in contradistinction to the int which is 1 losely identi- 
fied with undergraduate trainit lo supply this graduate instruc- 
tion, there are not enough psychopathic nor ad equipped 
private hospitals for training n wl re needed te hospitals 
and other fields of psychiats N ne type of institution can 
assume the burden of tra psychiatric edu r, child gui- 
dance worker, state hospital administrator, psychother st, juvenile 
court counselor, mental hygienist, or allied worker in the field of 
psychiatry, but the state hospital can and should hay rreater part 
in this training program. The state hospital teaching program must 
be so developed as to offer to a graduate a progress educational 
experience designed to enable him to become pri ent in psy- 


chiatry and to give him the intellectual trainit g nec ry for con- 
tinued development within this field. The hospital which has pro- 
*It should be noted that this statement applies t itals: certain 
mental hospitals financed by 1 fed oOVE pproved for 


interneships. 
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vided such a teaching program will reap a three-fold benefit: (1) 
the improvement in the care rendered its patients; (2) the in- 
creased number of good men desiring staff appointments; and 
(3) the greater interest of the staff in the patients and the hospital. 

The development of this postgraduate training for residents and 
for permanent staff members is far from being as complete as we 
desire. However, some progress has been made in this direction. 
Massachusetts, New York, Illinois and Pennsylvania have pro- 
vided an excellent type of postgraduate teaching for state hospital 
staffs. While the instruction and the organization of subject matter 
vary, these states achieve essentially the same goal of offering to 
state hospital staffs courses of instruction that create new interest 
in the field of psychiatry. 

‘he program developed by the Massachusetts Department of 
Mental Health * ** includes instruction in (1) subjects in which 
there are adequate facilities for teaching; (2) subjects which have 
the most practical applications in state hospitals; (3) subjects with 
which the average state hospital physician is likely to be unfamiliar 
and with which he has difficulty in acquainting himself without 
special aid; (4) subjects which are specifically required by the 
American Board of Psychiatry and Neurology. The first courses 
were given originally as “refresher’’ courses for those who antici- 
pated taking the Board examinations ; they proved so popular that 
later seminars were developed to include other subjects. 

Under the supervision of the Director of the New York State 
Psychiatric Institute and Hospital,’ ** a well-rounded program has 
been developed.* This consists of (1) intensive courses covering 
a great variety of subjects related to psychiatry given at the Psy- 
chiatric Institute for ten weeks for state hospital men and other 
interested physicians; (2) semi-annual interhospital conferences 
on current problems for state hospital men; (3) quarterly confer- 
ences, chiefly on administrative problems, for superintendents and 
directors. 

The Psychiatric Institute at Chicago, under the direction of 
Singer,’® offers courses twice a year of two months duration to 
state hospital men. One or two physicians from each state hospital 

* This program had its inception in the postgraduate courses originally 


organized in 1902 by Adolf Meyer when he was Director of the Pathological 
(Psychiatric) Institute, New York State Hospitals. 
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New York, Illinois and Pennsylvania, and cannot be considered 
adequate from a postgraduate standpoint. 

It is probably true that the majority of state hospital superin- 
tendents are anxious to strengthen postgraduate teaching for their 
own staffs, but on the whole they are confronted with the difficulty 
ipplying this instruction. With this in mind, the establishment 


os 


of institutes organized through the Committee on Psychiatry in 
Medical Education of The American Psychiatric Association was 
suggested as a means of bringing to each state hospital some type 
of instruction which would enhance its position as a teaching center, 
h a better relation with medical schools, improve research, 
develop out-patient departments and community organizations and 
improve all forms of therapy. It was suggested that these insti- 
tutes be composed of four qualified men representing various as- 
pects of psychiatry. Certain strategic areas could be designated 
from which the state hospital men and probably the teachers would 
be drawn. 

In order to determine the demand for, and need of, such an 
institute for postgraduate psychiatric training, we addressed a 
questionnaire to 180 state hospitals, of which 160 or 8g per cent 
replied. This questionnaire attempted to ascertain among other 
things (1) whether state hospital superintendents are interested in 
such an institute, (2) the subjects to be considered by this insti- 
tute, and (3) the locations preferred. 

Exclusive of New York and Massachusetts, which already have 
well organized training institutes, all state hospitals answering the 
questionnaire except two were in favor of the organization of a 
postgraduate institute as it would correlate with their hospital 
programs. Even institutions in other states in which some form 
of postgraduate instruction is now offered were interested in the 
project. Of the subjects suggested for consideration, the newer 
forms of therapy were mentioned 79 times; clinical psychiatry, 
69; clinical neurology, 62; psychopathology, 55; hospital adminis- 
tration, 46; organization for research, 44; neuropathology, 37; 
community organization, 33; legal aspects psychiatry, 30; out- 
patient department, 26; psychobiology, 2; and neuro-anatomy, I. 
Most of the superintendents felt that if the institute were held in 
their respective states, many more men could take advantage of 
the instruction. However, California, Colorado, Illinois, Maryland, 
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subject eventually falls into the trap of saying what should be done 
and the way in which it should be accomplished. Innumerable sug- 
gestions as to method and content of research have been made, and 
considerable discussion has arisen as to the most vulnerable aspect 
of mental illness to attack. For example, it is questioned whether 
we should stress the study of the child or the adult, the normal or 
the abnormal, therapy or etiology, organic or functional compo- 
nents, to mention only a few. Some authors feel that psychiatric 
research is conducted best by a number of skilled workers in the 
laboratories of the more exact sciences; others feel that the only 
logical laboratory for the study of mental illness is society itself. 
Some have suggested cooperative research with workers in allied 
fields as being the most efficient way of studying problems of the 
maladjusted ; others hold that observation and experiment by indi- 
vidual psychiatrists produce the best results. The answers to these 
questions concerning the method and content of research lie between 
the various extremes and yet encompass all of them. No one project 
for research or no one method of attack can meet the multiplicities 
of the problems of mental illness. 

The problems suggested for research are as numerous as the 
writers themselves. Among these are the part played by genetics 
and heredity as contrasted with environment, the importance of the 
chromosomes and cell structure, the nature of the nerve impulse, 
the relation of hormones and enzymes to emotion, the chemistry of 
the brain, and the type of experience enjoyed by one individual as 
contrasted with another. A special problem which deserves atten- 
tion in any research program of state hospitals is a systematic fol- 
low-up of all cases. State hospitals should know more about the 
type of adjustment former patients make when returned to society. 
In this way we may learn the factors which permit a person to 
remain well following his discharge from a state hospital. From 
studies ® already conducted on a systematic follow-up method, it 
appears that satisfactory studies can be made only through a 
thorough clinical examination by a competent observer. Other 
methods commonly used in follow-up studies, such as social inves- 
tigation and the questionnaire, while valuable, have definite limita- 
tions. Perhaps the most important problem in the field of psychi- 
atric research concerns the mechanisms that permit the development 
of an illness irrespective of the precipitating or concomitant cir- 


540 TEACHING 


cumstances. The factors t 


of behavior before it is t1 


starting point to det 
seems premature to s] 
known of progressiot 
much of human behavi 
tutions can do more t 
The answer to this vi 
be found beyond the vy 
these institutions too 
Such studies as hay 
tion of many discipli1 
the cooperation of 
human being. Becaus 
broad, research in hu 
cipline concerned with 
simply the socio-econ 
mechanisms of repressi 
the study of life and 


trained observers and 


would result in the syntl 
in the different fields of | 


understanding of the « 


fields ; and it would result i1 


in other fields who may 
standing of mental illn 
of the study of mental 
part of state hospital 
quainted with the valu 
theology, education and 


At the present time 


common with many othe 
No one has attempted unt 


for Mental Hygiene t 
It is unlikely that any 


ganize and direct all the 


ever, because extensive 


requires the cooperation 
the whole program of res 


i \ Nov. 


nd evaluation 
nto dissoluti em the logical 


ntally sick. It 


vestigating 

the 

means 

tior For this work we need 
research 
1 coordination of facts discovered 
would promote a better 

their influence in related 

i more tolerant attitude toward workers 


e under- 


less. An understanding of the ramifications 
tesal orizon on the 
ns; they must become better ac- 
medicine, 

U 
( of psychiatric research, in 
sv t any central organization. 


s survey by the National Committee 

n the problems being considered. 

one individual or agency could possibly or- 
s which need investigation ; how- 

1 in nality adjustment often 

than one discipline, and because 

1 mental hospitals would be guided 


IQ 

lez 
Re 

more 1S 
Tet 
mpas he 
Fy 

ntually 
pital. but 
| 
bu 
l lZa- or 
mean 
in of 
I I the 
‘ 4 
1S SO +1, 
Lili 

each dic- 

i sti 
fo 
th 
ul 

th 
SU 

dal 

bt 

ca 

al 

us 

al 

a 

be 

hi 
al 

re) 

ir 
as 


1939 | F. G. EBAUGH AND C. A. RYMER 547 


and strengthened by some form of central organization, many 
leaders in this field have suggested the formation of a Council on 
Research. This is not new to any of us. It has been suggested and 
recommended by nearly each president of this association; it has 
been urged by practically every one who has written on psychiatric 
research ; outstanding in this respect are the reports of Chapman,’ 
Fitzpatrick,* and Whitehorn and Zilboorg.*® 

The value of a central organization for research cannot be denied. 
The Council would know not only the facilities of each hospital, 
but also the projects under investigation. Further, it would have as 
one of its major functions the gathering of data on the true extent 
of mental diseases. While a fairly clear picture of the etiology and 
epidemiology of the majority of medical conditions exists at present, 
this is scarcely true with reference to mental illness. There are few 
studies available wherein whole communities have been surveyed 
for the purpose of determining the prevalence of psychotics among 
the population. The Council could serve logically as an integrating 
unit between state hospitals for the purposes of solving mutual 
problems, of coordinating and guiding research and of correlating 
the teaching in medical schools and state hospitals. Furthermore, it 
could organize postgraduate teaching for state hospital staffs ; help 
supply this teaching personnel; coordinate the work of the other 
disciplines to psychiatry ; enlist private and public funds for further- 
ing research activities in public institutions ; investigate the contri- 
butions which psychology, sociology, anthropology and education 
can make in a frontal attack upon mental illness; encourage any 
and all types of research ; maintain a bibliographical service for the 
use of any interested group; record all research work done to date 
and abstract all literature which pertains to psychiatric research ; 
publish the activities of the Council through a quarterly journal as 
a supplement to the AMERICAN JOURNAL OF PSYCHIATRY. 

No discussion of teaching and research in state hospitals would 
be complete without some mention of psychiatric or psychopathic 
hospitals. These institutions are state hospitals of a special kind, 
and they, too, are concerned with many of the problems which face 
other state hospitals that we have already considered. No one can 
question the influential part these institutions are playing in teach- 
ing, therapy, research and prevention of mental disease. Situated 
as these units are as a part of medical schools, they play a unique 
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bility. Also we are mindful that some will emphasize unduly their 
financial and personnel handicaps. While we are cognizant of these 
and other criticisms, we abhor taking a temporizing position in this 
discussion by merely patting everyone on the shoulder and pleading 
for more and better work. We beg instead for cooperation by all 
those concerned to develop their teaching and research programs in 
order that they may make a worthwhile contribution to the solution 
of mental disease. No one can question that within a short time, 
if indeed it is not already true, state hospital administrators will 
become more cognizant of their position as directors of teaching and 
research institutions. This means changes in personnel and organi- 
zation, and a shifting of the emphasis on the functions of a state 
hospital. Naturally the state hospital must take the lead itself in 
initiating and developing these changes. 
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TRENDS IN THE ACTIVITIES OF MENTAL 
HOSPITALS.* 
By SAMUEL W. HAMILTON, M.D., Director, 
AND 
GROVER A. KEMPF, M.D., Associate Director, 


Mental Hospital Survey Committee, New York City. 


In 1936 this Association with others set up a Mental Hospital 
Survey Committee. Its history is so recent that it hardly needs be 
repeated. The United States Public Health Service and The Na- 
tional Committee for Mental Hygiene contributed either personnel 
or money for running expenses. This Association financed addi- 
tional field work. Other representation on the committee was from 
the American Medical Association, the American Neurological As- 
sociation, the American Board of Psychiatry and Neurology and 
two Canadian organizations—the Canadian Medical Association and 
The Canadian National Committee for Mental Hygiene. The latter 
financed two surveys in Canada. Other funds came from communi- 
ties and individuals. Surveys and shorter visits have been made 
in 45 states, the District of Columbia, and three provinces of 
Canada. A grant from the Rockefeller Foundation through which 
The National Committee for Mental Hygiene was able to participate 
comes to an end with the current June, and the present organization 
breaks up. Fortunately, the United States Public Health Service 
will salvage as much of the project as possible, and will continue 
the existence of the Survey Committee. 

As regards the locale of our surveys, they have been made from 
Maine to California and from Florida to British Columbia. One 
hundred fifty-seven hospitals have been studied with care and 69 
have been visited once or more and partially studied, making a total 
of 226. 

The appropriation made by this Association financed surveys of 
34 institutions in 16 states; 26 hospitals and 8 institutions for 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, Chicago, Ill., May 8-12, 1939. 
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mental defectives as well. In several instances our official invitation 
took us to all the psychiatric institutions in a state including hospi- 
tals for mentally ill, hospita r epileptics and schools for defec- 
tives. Detailed reports have been filed with the C 

Some official invitations re routed from governors to the 
United States Public Health Service. Again appeals for survevs 
were made to The National Committee for Mental Hygiene or the 
Canadian National Committee for Mental Hygiene. In laving out 
our trips to reach all sections of the country we 1 free use of 
the fact that we are representatives of this Association, which has 
pitably received, our requests met patient compliance nd when our 
reports had been prepared and revised along the lines acceptable 
to the executive group of our Committee, our 1 mendations 
were pleasantly received, and in many instances led to early action. 
The broad base of our organization, all these associations, was very 
advantageous and our voluntary constitution seems to have pro 
tected us from any suspicion of jealousy or self-seeking. Seven- 
teen members or fellows of this Associati 

It is common knowledge in this Association that the widest varia- 
tion of standards exists in the mental hospitals of this countrv. 
The Association adopted in 1926 some standards, grouped under 


mentioned in or r to emphasize 


Ig points. A few of these will be 
the great range of organization and facilities provided for the 
treatment of the mentally il] \ colleague said of one institution: 
“Time and seclusion seem to be the therapeutic agents that bring 
about recovery, although the general physical welfare of the patient 
receives fair attention.”” In contrast, many states maintain very 
fine hospitals. 

Tenure of office in most states depends on professional qualifica- 
tions, but there are several in which not only the political party but 
also the political faction favored by the appointee is more important 
than his ability to do good to human beings in his charge. This 
applies to physicians and to all other employees. In former days it 
was customary to dismiss the superintendent and depend on the 
new appointee to choose subordinates would strengthen the 
local political machine. Of late a new technique evolved in Illinois 


has been adopted in other places as well. The medical staff are left 


in their positions, thus giving the institution a better appearance 


| 

( 

i 

a 

7 

| 

i 

n 

p 

b 

a 

d 

W 

h 

re) 

h 

t1 

Pp 

} 


1939] S. W. HAMILTON AND G. A. KEMPF 553 


before the public, but the appointment of many subordinates is 
dictated. One need not discuss where the loyalty of such people 
points, nor how patients are made to suffer from neglect and even 
brutality that such a superintendent is hardly able to control. There 
is a considerable number of poor institutions, and a very few of the 
better ones in which dual control exists, the superintendent and the 
steward being both directly responsible to the same appointing 
authority. Pennsylvania has now turned its back on this system. 

Medical staffs we have found ranging from I :125.2 up to I :1O1I. 
The nursing personnel ranges from I :5.3 up to 1:23.7. Dentistry is 
probably the most consistently well-supported specialty ; not only 
is every medical organization interested in having good dental ser- 
vice for public patients but the dental organizations also exercise a 
weighty influence in this direction. Consulting staffs range from 
nothing up to an organization patterned on that of the general hospi- 
tal where the monthly meeting of the attending physicians is a 
professional function of much consequence. 

Many medical staffs are very well organized and the young phy- 

sician can enter on his work with every confidence that he will not 
only learn from experience but that his work will also be carefully 
scrutinized by one or more senior physicians and that he will be 
guided towards the goal of professional excellence. 
There is usually some sort of room on every medical service 
where patients may be examined but sometimes this room is shared 
with the attendants and with whoever comes into the ward on any 
business errand. 

Clinical histories are of all grades. In some places very little is 
available except one statement from the patient himself ; in others, 
documents are very fine bodies of information about the patient on 
which thorough understanding and adequate treatment can be based. 
Filing of histories in these days is usually satisfactory. The clerical 
help necessary in order to prepare them is sometimes more easily 
obtained than the physicians to make the observations. 

Classification of patients is ordinarily fairly good but institutions 
have been seen where there was so much crowding that two or three 
transfers were necessary in order to place a single individual in his 
proper environment. Under such circumstances patients of dis- 
cordant types get quartered together. Many hospitals have separate 
reception buildings, others designate special wards, and in a very 
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life has been extended as far as possible will this cause of increasing admis- 
sions terminate, unless someone discovers how to prevent the psychoses of 
the senium. 

(b) Hospitals are better than they used to be, and therefore more persons 
are willing to enter them. To some harried administrators it would seem that 
this is a penalty rather than a reward for bettering the equipment, personnel 
and administration of their hospitals. This situation is not limited to mental 
hospitals, for every other type of hospital is busy and often overcrowded. 

(c) Urbanization still extends and the person who acts queerly has less 
opportunity of escaping unfavorable attention from his neighbors. 

(d) The economic status of families is changing. Fewer have their own 
premises, and not infrequently two families live together because employment 
is low. Under such circumstances a person who cannot contribute to the 
family life and perhaps to the family income is unwelcome as a member of 
ld; accordingly patients who might under better circumstances 
be cared for at home are sent to the hospital. 


1 
ousene 


(e) Great economic depressions increase all the frictions of the family, 
exaggerate individual tensions, and thus accentuate the trend towards 
hospitalization. 

Until we know where the increasing average of human longevity 
will end we cannot begin to estimate how many beds we shall need. 

2. Overcrowding increases in many places. Institutions that 
formerly were comfortable residences for their patients have suc- 
cumbed to the rising tide of admissions. The figures offered in many 
states are unscientific and quite misleading because wherever a 
bed is placed that much capacity is assumed. On the other hand 
the best organized states and the federal government have definite 
standards of floor measurement on which figures of capacity are 
calculated. Taking the country-wide figures as given, the over- 
crowding is said to have amounted in 1936 to 11.4 per cent. Prob- 
ably this is to some extent an underestimate, for any inaccuracy is 
on the side of claiming too great a capacity rather than too small. 

Overcrowding has cursed many institutions, broken down one 
function after another and decreased the effectiveness of treatment. 
Certain commonwealths in spite of the depression have made a 
serious and apparently successful effort to overcome overcrowding : 
Delaware, Illinois, New York, Mississippi, Louisiana, Montana. 

The following named hospitals recently had empty beds: 
Delaware State Hospital, Delaware, Boston State Hospital, Massachusetts, 
Evansville State Hospital, Indiana, Ypsilanti State Hospital, Michigan, 

Eastern State Hospital, Washington. 


Of course this condition may change from month to month. 
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We have divided the public mental hospitals according to size, 
using the figure 1500 beds as a measuring rod. We find that hos- 
pitals of 1500 or less number 46, of 1500 to 3000 number go, of 
3000 to 4500 are 26, of 4500 to 6000 are 7, and those over 6000 are 
already three in number, in the states of New York and Georgia. 
The wealthier states put their salary schedule on a level where very 
experienced and well trained men are in charge of all important 
divisions of the hospital. Even such men have been known to get 
bogged down in a big service with many patients and few assistants. 

4. More physicians and more employees of many grades are 
engaged in the care and treatment of the mentally sick in hospitals. 
A mere increase in personnel, however, may not signify an increase 
in the ratio of physicians or other employees to patients. Indeed 
there are probably some hospitals in which increases have been 
made in numbers but the ratio has grown poorer. The declarations 
of this Association, made in 1926, become effective at a very slow 
pace. We must bring repeatedly to the attention of governors, com- 
missioners and members of appropriations committees that the mini- 
mum ratio of assistant physicians to patients should be 1: 150, and 
the minimum ratio of nursing personnel to patients should be 1: 8. 
The general physician-patient ratio is improving, as the following 
table shows: 


Ratio of 
patients to 


No. of state Total Assistant assistant 
Year. Patients hospitals. physicians. physicians. physicians. 
ee 225,430 153 962 809 278.7 
245,007 155 1,108 953 258.1 
357,801 I7I 1,600 1,429 250.4 


The same advance may be noted in the ratio between patients and 
nursing personnel as the following table shows : 


Ratio of 
patients to Percentage 
: : No. of Nurses and nurses and graduate 
Year. Patients. hospitals. attendants. attendants. nurses. 
225,430 153 19,643 Q.2 
245,997 155 21,687 11.3 8.3 
era 357,801 171 35,187 10.2 10.1 
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institutions the dream of doing research is apparently an effort to 
look away from the inadequacies that have been forced upon the 
physician by parsimonious legislatures. The traveller finds here and 
there a new plant or some new payroll positions allocated to re- 
search. In this connection there seems to be an increasing number 
of hospitals that have developed and prize a university connection. 
Some of the best hospitals, and particularly the small ones closely 
associated with schools of medicine, are well equipped with per- 
sonnel and apparatus to probe carefully and thoroughly any project 
that it may seem wise to undertake. 

7. Nurse training seems to be more difficult and in my opinion we 
are slowly losing ground. There seem to be few places where a full 
course is not given now but is planned for the near future. There 
are institutions that are likely to drop their full course as soon as 
employment conditions again become more difficult. More affiliate 
pupil nurses are coming in for a two-, three- or four-month course, 
and this is to the advantage of nursing education but is not so 
important for the proper care of our patients as is the full course 
of training. There is a tendency to employ more graduate nurses 
but it has to be done without much regard to the standards of psy- 
chiatric service that these young women have. (See previous table. ) 

The formal training of attendants proceeds very well in some 
places, but does not go ahead in others. There is perhaps a slight 
trend towards emphasizing it and towards strengthening the 
courses given. 

8. The trend towards the development of special therapies in 
competent hands goes back some years. It is still strong. Occupa- 
tion therapy, powerful or feeble, is found everywhere. Physical 
training is much more used than formerly, and superintendents who 
already have an occupation therapy department not infrequently 
say that they must as soon as possible get a salary for a physical 
training aide. 

The introduction of hypoglycemic treatment came just before 
this survey started, and we have watched with great interest the 
spread of the practice all over the country. There are still some 
hospitals that do not employ it. In certain places it has been an acid 
test of the capacity of the physicians and nursing staff. It is scan- 
dalous that there should be institutions named hospitals by their 
state legislatures that do not have enough physicians or nurses to 
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institute a type of treatment that is likely to mak material im- 


provement in the condition of its patients. No matter what be the 
ultimate decision as to the value of hypoglycemic treatment for the 
individual, its value to some hospitals has been great because it has 
focussed attention on weak in organization and has led to 
their correction. 

Metrazol treatment also has been widely used. The simplicity 
of its administration made it easier to institute in understaffed hos- 
pitals. The care with which it has been administered in some hospi- 
tals and the crudity in ot has been enlighteni1 g to the visitor. 

Prolonged narcosis is used in a considerable number of institu- 
tions but is not popular nless proper psychotherapy is added 
the procedure seems to be disappointing and hospitals that are weak 
in psychotherapy are unlikely to make use of this treatment. Hos- 
pitals that are relatively strong in psychotherapy sometimes think 
that prolonged narcosis adds little to their existing effectiveness. 

9. Psychotherapy in one form or another has always been prac- 
ticed by able physicians. There is a tendency to organize it better 
now. General psychiatry owes much to psychoanalysis in this re- 
gard. Indeed there are several hospitals that have one or several 
competent psychoanalysts on their staff. Such hospitals are of 


course in a small minority but there are many whose older staff 
members are quite competent psychotherapists 

10. Pathological work tends to be more actively pursued. The 
spur to clinical pathology seems to have come largely from the 
American Medical Association. There are far too many institutions 
that have little or no equipment tor neuropathology Eve ry full- 
time pathologist is likely to develop his laboratory for procedures 
in this special field. 

11. The demands upon the state hospital staffs for advice and 
treatment of patients young and old who are not and perhaps never 
need to be within the hospital are always in excess of the amount of 
time that can properly be taken from the needs of the patients in the 
institution. Generally speaking, the trend of twenty years ago to 
meet these requests continues unabated. One finds various hospitals 
extending their out-patient service. The tendency is to give pref- 
erence in this work to the needs of children apparently because it 
is believed that on the whole a larger return for the investment of 
time and effort can be got from the early age groups. Social agen- 
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cies and children’s courts appear to be asking and receiving broader 
service. There is increasing penetration of psychiatric methods into 
educational activities in the community. 

12. Quite recently there developed in Chicago an interesting effort 
to mobilize the recovered patients of the Psychiatric Institute to 
create a public attitude more matter-of-fact towards the problem of 
mental illness. Removing the stigma of hospitalization was taken 
as the object of this work. No little attention has been attracted, 
and there are other regions where similar efforts are under way. 

13. A vast amount of new building has been done. Credit must 
be given to the federal government for insisting on good standards 
of construction wherever governmental funds are spent. Many of 
the new buildings are well planned. Not all had criticism from men 
with special knowledge in this field, and therefore some new build- 
ings are not very well designed to accommodate the special groups 
for whom they were built. 

Former practices regarding the height of buildings seem to be 
carried out in the new ones and in some places one finds three- and 
even four-story structures. On the other hand, the bungalow is 
being more widely used. In California it is especially practical 
because of earthquakes. Illinois, which does not suffer from 
ground tremors, has used many in its newest institution at Manteno. 
One may venture to hope that more one-story structures will be 
built, particularly in these days when the number of old and feeble 
patients is increasing. Such persons should be kept near the ground, 
and bungalow construction is very suitable for them. 

The movement for separate reception buildings is still in prog- 
ress. There is an unfortunate tendency in many places to combine 
accommodations for the new patient with accommodations for the 
physically ill—an arrangement that is good for neither group. 
Many beautiful special buildings for the physically ill have been 
added to mental hospital plants. 

The tendency in dining rooms is to have fewer and to equip them 
for cafeteria service. This involves the construction of corridors 
either out of doors or underground to make passage to and from the 
dining room safe and simple at all hours of the day. 

14. The economic depression brought some political raids in 
places where relative stability had existed. It is to be expected that 
local leaders interested in obtaining work for their constituents who 
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have supported the suc ful party faithfully and who need help 
in supporting their own families should look upon work in a public 
institution as something t parcelled out on political grounds. 
It is believed that this trend not ne vel r. The greatest 
barrier is a public opini 
ing medicine and politics without ging tl lfare of the 
patients. Another prot n in sot mmuniti tandard of 
relief sufficiently liberal that tl ry jobs it ntal hospital 
are not attractive. 

15. There has been s t t rds better standards of 
administrative control. In one state 1 was taken so late in 
the term of an expiring nistration that the political overturn 
of November has destro\ the better organization. Some of the 
boards of control have |} broket | [heir interests were too 


1 


varied, and the mental have sel ved t considera- 


tion from them. Where there are enough hospitals and schools to 
justify the existence of rate board, better results are likely. 
Professional directio: the mental hospitals has received attention 
in Kentucky, Michiga ginia and W nsin, and the central 
board or department has been implemented with an official who 
could give real psycl 
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DISCUSSION. 


Dr. Ross McC. CHApMAN (Towson, Md.).—Dr. Overholser makes a 
strong case for central administrative control. I agree with him that the 
central authority should be a psychiatrist; and that the leadership should be 
essentially medical. This leadership obviously should have the respect and 
confidence of the State Medical Society which in time of political danger 
may well be a tower of strength. It is regrettable that politics must creep 
into this discussion of administration, and I have no doubt Dr. Overholser 
will agree that there is danger in too powerful central authority. A middle 
road should be followed, developing team work but giving plenty of authority 
to the superintendents of hospitals. 

lhere is a great advantage in having a central authority to speak for the 
various hospitals in dealing with legislative committees and with other state 
departments, particularly the Department of Education. 

\s for the political dangers, the only way in which they may be slowly but 
surely eliminated is through the patient, constant education of the public 
to the fact that mental disease is a public health matter, that the state 
hospitals with their intramural as well as community activities are deeply 


concerned with the public health. 

In Dr. Ebaugh’s excellent presentation I was taken back at first with the 
impression that there was too much talk of apathy, lack of sympathy on the 
part of the state hospitals; but that impression was corrected in the last 
part of the paper most emphatically by the response made by a large number 
of hospitals to his proposition as to the inauguration of institutes. I am in 
complete sympathy with that idea, as I believe we all are. 
lo carry out their expanding programs the state hospitals will need money, 
and they will get it in proportion as the public realizes that they are dealing 
with the most important of all public health problems and gives them adequate 
rt. It is in the state hospital that teaching and research must finally be 


gely done. 

It is not a waste of time for all of us to talk to church organizations, civic 

ganizations, parent-teacher organizations, about the facts of personality 

development, mental health and the prevention of illness, in an effort to 

promote a wholesome attitude on the part of the public which is so essential. 
As to Dr. Hamilton’s paper, his work is not completed; it will go on 

and the effect of his and Dr. Kempf’s surveys, the facts they have assembled, 


the basis they have laid for sound teaching and research in the state hospitals 


of this country, will endure after all of us have moved on. I feel that when 
one looks back over the past twenty years, taking note of what has been 
accomplished and what efforts are being made today, we shall find reason 
for encouragement and hopefulness. 


Dr. Nem A. Dayton (Boston, Mass.).—Dr. Overholser mentioned our 
centralized statistical system in Massachusetts. This has been in operation 
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The actual situation is that mental disorders are increasing in persons 
over fifty years of age far in excess of any increase in the population, and 
we can only say that the economic and social conditions that have prevailed 
in this country in the past twenty years have had a particular selective effect 
on persons over fifty years of age, both physically and mentally. 


Dr. Roy D. HaAttoran (Waltham, Mass.).—I consider it a distinct 
privilege t 


have this opportunity to discuss Dr. Ebaugh’s comprehensive 
paper. It is my purpose to offer the substance of a paper prepared by Dr. Paul 
I. Yakovlev and the reader, covering our experiences of three years with 


post 


graduate seminars for physicians in Massachusetts. Time permits here 
only a general summary but it is hoped that a later opportunity may provide 
a full description of this project. 

Examinations by the American Board of Psychiatry and Neurology not 
only pointed out the immediate need for practical post-graduate review 
courses in this field but have indirectly placed in our hands a valuable and 
timely implement for raising the standards of specialized practice in both 
hospital and community. 

A state hospital forming a link in a large system of such hospitals in 
close proximity to a large academic medical center is the ideal place for 
building the post-graduate training of the entire system. Here both instructors 
ind material are available. The first step in the realization of such a plan 
is the organization of yearly seminars in neuropsychiatry. 

Several attempts in various places throughout the country were made in 
ing the last year. We felt, therefore, that a brief account of 
our experiences with the organization, management and development of 
seminars in Massachusetts might interest the section on psychiatric education. 

The program developed from what originally was intended as a “refresher” 
course in those subjects required by the American Board of Psychiatry and 
Neurology which are difficult to prepare without assistance. The subjects 
were neuroanatomy, neuropathology and neuroroentgenology. However, the 
growing interest in and popularity of the courses from year to year clearly 


indicated the need of a broader training program and accordingly the number 


of lectures and of subjects taught each year were increased. Thus, the first 
seminar held in the fall of 1936 was attended by nine physicians and the 
program consisted of ten two-hour lectures. The second seminar was at- 
tended by twenty-five physicians; the number of lectures was increased to 
fourteen. The third seminar held in the fall of 1937 was attended by thirty- 
six physicians. The program included neuroanatomy, neurophysiology, neuro- 
pathology, roentgenology, clinical neurology and clinical psychiatry, and 
consisted of a total of forty-seven lectures given one day a week through 
eleven weeks. The fourth seminar, held in the fall of 1938, was attended by 
forty-eight physicians. Only twenty-one of these were primarily interested 
in preparation for the Board examinations. Several physicians in the class 
came from other New England states. The program was enlarged to sixty 
two-hour lectures, distributed through twelve weeks, Thursday evenings and 
all day Fridays each week. 
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The first relates to reception services, to diagnosis and treatment arrange- 
ments for the first year of hospitalization. We all realize that, while recovery 
from mental illness may take place two, three or more years after the ad- 
mission of the patient to the hospital, nevertheless, on the basis of averages 
we can expect higher recovery and improvement rates when illness is in its 
incipiency, within a year of its onset. This being the case, it seems to me 
that we are justified in focussing attention on the first year of hospitalization. 
During this year, there should be no such thing as overcrowding, no herding 
together of incompatible types, no pious gestures in the direction of occupa- 
tional therapy, but carefully conceived programs. There should be no 
psychological abuses—abuses that are bound to occur when patients are 
treated en masse with a minimum of individual attention. 

Dr. Hamilton and Dr. Kempf found in their surveys that very few hos- 
pitals in America measure up to the minimum standards advocated by the 
Association and, while we would like to have all our institutions living up to 
the minimum standards or requirements that we consider desirable, neverthe- 
less, we are forced to be realists—we are forced to make progress by stages, 
if we cannot initiate comprehensive programs all at once. 

And the logical first stage would seem to be the improvement of reception 
services. To abet progress in this direction, it would seem to be a sound 
move to rate the mental hospitals in America with reference to reception 
services, and to accredit only those institutions with adequate arrangements 
for scientific, humane and understanding treatment of patients during the 
first year of treatment and hospitalization. Ultimately, the rating of hospitals 
should extend of course to all the services of mental institutions. 

A second point that strikes me of extraordinary significance relates to 
parole and rehabilitation. I expect that readmission rates could be consider- 
ably reduced through a larger measure of attention to the whole question of 
parole. Our colleagues in the field of tuberculosis, as we know, are 
tremendously concerned with the fitting of patients for life in the community, 
patients who have received treatment in sanatoria. In some of the more 
advanced hospitals for the tuberculous, programs have been developed for 
vocational guidance, vocational training and, finally, vocational placement, 
with consideration to the home situation. With necessary modification, we 
should be engaged in the same type of work in the mental hospital field. The 
days of perfunctory discharge and parole are over. 

The third and last point relates to research and scientific work. Unless 
each medical member of a mental hospital staff is imbued with a keen scientific 
and clinical spirit there is danger of a sterile routine creeping into the 
diagnostic and therapeutic procedures. The antidote lies in the conduct of 
research and original endeavor in all our hospitals. We are concerned here 
with a larger issue than that of adding to the sum total of psychiatric knowl- 
edge. We are concerned with the scientific life of every last hospital psy- 
chiatrist and, even if the scientific returns are modest in terms of additions to 
knowledge, much will be gained through development of hospital staffs who 
will make our institutions Hospitals in deed as well as in name. 
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ne single aspect of practical psychiatry or laboratory investigation which is 


< } 


as yet exhausted. Always there are matters that will bear more observation. 


If the young state hospital man doing his routine every day would make 


just one more examination, something that isn’t routine, something that 
would throw light on some type of case, some form of delusion or hal- 


lucinatory experience or the condition that we have been calling deterioration 
ind emotional deviation, or examine some cases that fall outside of the 


14 


usual categories and would accumulate those observations and study them, 
he would soon find out whether he was equipped to do research or not. 

In a scheme such as Dr. Ebaugh has advocated, these men would begin 
to see the problems or problems could be pointed out to them, and by concerted 


organized effort there would eventually accumulate something of significance 


in the research program. 


Dr. Huco MELLA ( Washington, D. C.).—With reference to central control, 
it is a foregone conclusion that in any federal activity this is elemental; but 
central control can function as a stimulus to progress only when the control 
body acts as an integrator, bearing in mind constantly that service to the 
patient must always be the paramount factor in all policy determinations. 

The Veterans’ Administration is at present operating 84 hospitals through- 
out the United States, 27 of which have been constructed primarily for the 
care of psychiatric cases, and these latter are so constructed, equipped and 
staffed that they are prepared to care for any emergency, medical or surgical 
condition, that might arise in a veteran in the geographical area covered. 


1 i 
psychiatry and thereby also keeping the care of the physical condition of the 
psychotic patient at a high level. In an organization of the scope and widely 
distributed character here outlined it is obvious that there must be a central 
control agency to coordinate policy and procedure. 

There are at present available for the care of neuropsychiatric cases a 
total of 31,214 beds in Veterans’ Administration facilities. There are 1,575 
full-time medical officers on duty in the Veterans’ Administration, 440 of 
these giving their full time to the care of neuropsychiatric cases. Within 
the next fiscal year there will be required a minimum of 300 additional 
medical officers. They will be drawn from United States Civil Service registers 
upon which the doctors will be certified in the Veterans’ Administration. 

This group of physicians will be brought into the service as associates, will 
be given from two to three months’ didactic instruction in Veterans’ Ad- 
ministration hospital procedure and a brief medical review, this period to be 
followed throughout the remainder of their first year by continued clinical 
instruction with practical training on wards under the supervision of senior 
medical officers. If found acceptable at the end of this training year, they 
may become permanent members of the medical service. 

Particularly in the field of neuropsychiatry it has been found necessary 
to commence instruction with the very fundamentals of the specialty, to the 


It is beli 1 that the requirement to be prepared to care for medical and 
surgical emergencies reacts favorably upon medical staffs by compelling close 
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facilities for both prevention and treatment. A hospital service within such 
in Organization, however, would be limited to a single role—the treatment 
f mental disorder. 

From this assignment of a primary role it does not necessarily follow that 
a hospital service should be confined within its walls and that it should perform 
no preventive service. The fundamental nature of treatment, which requires 
the application of measures to both individual and environmental factors, 
demands that certain hospital facilities be extended into the community. 


with slight mental abnormalities or abnormal trends would also become a 
hospital function. Although primarily a treatment technique, this process 
also has a preventive value to the individual served. 

\ fundamental distinction between prevention and treatment and _ the 
assignment of a primary role to hospital services would extend rather than 
limit hospital activities. Furthermore, such an assignment has the additional 
idvantage of definitely placing the responsibility for the improvement of 


medial methods. Moreover, by relieving mental hygiene and public health 


departments of the burden of remedial duties, it makes it possible for these 
organizations to develop true preventive techniques. 

It seems, therefore, that a public health point of view offers a definite and 
logical basis not only for the development of a uniform mental hospital 


program but also for a centralized mental health organization. 


Dr. M. A. TARUMIANZ (Farnhurst, Del.).—The question of central ad- 
ministrative control of state mental hospitals has not yet been adequately 
solved. It stands to reason that any state setup which is apt to lead to a 
complete or partial change of personnel at every change in political control 
is seriously detrimental to the organization. Well qualified superintendents 
are inclined to protest against central control unless they are assured that 
their institutions will not be injured by such a control. There is no well 
trained psychiatrist anxious to have his hospital under the control of a lay 
person who does not thoroughly understand the difference between an insti- 
tution for the care of the ill and one which cares for the delinquents, orphans 
or other state dependents. However, in states in which there are several 
institutions to care for the psychotics, it is essential that the same care be 
given to the patients in all institutions. A central organization might seem 
to be essential to serve this purpose. 

Uniformity of record keeping throughout all institutions, depending on 
the nature of the particular institutions would be of great help. By this I 
mean that the same type of record keeping should be used not only in state 
hospitals but in other state institutions. The importance of this procedure 
as an aid to research and diagnoses is probably brought out more clearly in 
Delaware than in any other state in the Union since we can determine the 
percentage of patients who have spent time in other state institutions. It 
would be of great value had we detailed information concerning the behavior 
of the patient during his residence at the other institution. 

In a small state having only one institution of each kind, it would seem 
sufficient to have a committee, made up of various superintendents and heads 
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that they would demand of their institutions. Publicity would lead the public 
to demand the best. 

I feel that Dr. Overholser has prepared a very fine paper which shows 
careful study of situations as they exist, and demonstrates the necessity of 
considering administrative details as well as scientific ones. I fully agree 
that The American Psychiatric Association has paid too little attention in the 
past decade or so to the important question of administration. 

I cannot entirely agree with Dr. Ebaugh that most of the physicians in 
the state hospitals are not interested in the cause and cure of mental disease. 
This has not been my personal experience. The ward physician, however, 
has his time so occupied that he has very little for other work, and I do not 
approve of physicians using their time off duty for psychiatric work. 

Only too frequently state hospitals are removed from medical centers and 
it is necessary for the staff to devise their own program of instruction under 
the clinical director. Although the younger physician might profit by a two 
months course in special training, such a procedure in an already under- 
staffed hospital is detrimental to the patients. Until the situation of under- 
staffing in state hospitals is corrected, I see no solution to the training of 
resident physicians in the outlying institutions. 

I agree with Dr. Ebaugh, that to carry on intramural training requires a 
clinical director who is enthusiastic and who has a personality that can 
inoculate the staff with his own enthusiasm. We have found in Delaware 
that our residents are inclined to remain at the hospital after their year’s 
residence is completed. We are probably more fortunate than some other 
state institutions in being near Philadelphia, New York and Baltimore—all 
lical centers affording easy access to special courses, libraries and the 
like. I still feel that if The American Psychiatric Association would demand 


mec 


that state hospitals live up to the Association’s requirements, the personnel 
would improve and interest in research would increase. Dr. Ebaugh has 
ne a good job in training psychiatrists, but unfortunately he has not 
trained enough men and women to fill the demand. 

The survey reported by Dr. Hamilton and Dr. Kempf helps us strive for 
and maintain better standards. All superintendents have felt the difficulties 
described and all are feeling somewhat baffled in attempting improvements 
during the present economic situation throughout the entire country. The 
Delaware State Hospital as well probably as all other institutions is suffering 
from an increase of admissions due to cases of senility and the economic 
impossibility of families keeping mildly ill patients within the home. Relief 
agencies are also anxious to have all cases committed no matter how mild 
when the family seeks their relief. Whether it would be practicable to give 
additional relief to such families is questionable since there is a danger that 
relief agencies will tend to throw the burden of support of the entire family 
on the state institution. Undoubtedly all institutions have senile cases who 
could make a satisfactory adjustment in the home if this were economically 
feasible. 

Although state hospitals may refuse to admit patients until there is a 
vacancy this refusal is necessarily limited to those cases who are not a menace 
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THE SIGNIFICANCE OF SPECIAL MENTAL TESTS FOR 
DIAGNOSIS AND PROGNOSIS IN SCHIZOPHRENIA.* 


By KURT GOLDSTEIN, M.D., 
Columbia University and Montefiore Hospital, New York City. 


The treatment of schizophrenics with insulin and other similar 
somatic methods is apt to push into the background all interest in 
the psychological investigation of schizophrenia. There are several 
reasons, however, which should induce us not to neglect the psy- 
chological investigation. Although these treatments have yielded 
considerable results, we cannot overlook the fact that we know very 
little as to whether or not these results will be permanent. Further- 
more, we do not know whether or not psychotherapy should play 
an important role alongside somatic treatment. There is another 
reason why psychological investigation demands special considera- 
tion. The somatic treatment certainly does not help in all cases, and 
we cannot predict which cases will or will not be helped. The facts 
show that the duration of the disease is not a reliable indicator as to 
the chances of improvement by that treatment. One is often in- 
clined to take duration as such an indicator ; however, the clinical 
data cannot support such an assumption. There are cases where 
spontaneous recoveries occur even after an illness of long standing, 
while in other cases the typical schizophrenic end-state might de- 
velop after a short acute attack. Perhaps one day we shall find so- 
matic signs which will enable us to decide which cases have a bad 
or a good prognosis; chemical research particularly may become 
instrumental for this purpose. In any event, psychological investi- 
gations can be of assistance. Examinations with specific tests have 
taught us that there is a definite mental change characteristic of 
schizophrenic patients. However, not all patients with the clinical 
diagnosis of schizophrenia show this change. Thus far we are 
not able to differentiate clinically those cases which show this change 
and those which do not. The findings suggest that by means of 
psychological investigation types of the disease can be distinguished 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 19309. 
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approach goes back to research on patients with organic brain 
lesions by my co-worker A. Gelb and myself.§ Also in the field of 
organic lesions, separate symptoms have usually been singled out 
for study. Contrary to this procedure we tried to study the be- 
havior of the patient in its entirety and to determine the changes of 
the total personality. From these investigations we arrived at a 
distinction between two kinds of human behavior which we called 
the abstract and the concrete. 

These attitudes are neither acquired mental sets or habits of an 
individual; nor do they represent specific isolable aptitudes such 
as memory or attention. They are rather capacity levels of the total 
personality, each furnishing the basis for all performances on a 
certain plane of reference to the outerworld situation) 

The concrete attitude is realistic. In this attitude we are given 
over and bound to the immediate experience of the given thing or 
situation in its particular uniqueness. Our thinking and acting are 
directed by the immediate claims which one particular aspect of the 
objects or situation in the environment makes. 

In the abstract attitude we transgress the immediately given 
specific aspect or sense impression, we “abstract”? from particular 
properties. We are rather oriented in our action by a more con- 
ceptual viewpoint, be it a category, a class, a general meaning under 
which the particular object before us falls. We detach ourselves 
from the given impression and the individual thing represents to us 
an accidental example and representative of a category. Therefore, 
ve also call this attitude the categorical or conceptual attitude. The 
abstract attitude is basic for the following potentialities : 

1. To assume a mental set voluntarily. 

2. To shift voluntarily from one aspect of the situation to 
another. 

3. To keep in mind simultaneously, various aspects. 

4. To grasp the essential of a given whole; to break up a given 
whole into parts and to isolate them voluntarily. 

5. To abstract common properties ; to plan ahead ideationally ; to 
assume an attitude toward the “mere possible,” and to think or per- 
form symbolically. 

6. To detach our ego from the outerworld. 

The abstract behavior is the more active one, whereas the con- 
crete is the more passive one. For the concrete behavior the above 
mentioned potentialities are not prerequisite. 
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Hence, the characteristic change in patients with brain lesions 
could be determined as an impairment of the attitude toward the 
abstract ; the various symptoms are now considered to be manifes- 
tations of that basic defect in various fields. From this basic per- 
sonality change many of the otherwise separately described dis- 
turbances could be made understandable in a unitary way. 

We came to our result especially through the use of various sort- 
ing tests (Zuordnungstests).* ° Our general concept and methodo- 
logical procedure have been adopted by the late Russian psychiatrist, 
Vigotsky *! in his attempt to determine the basic intellectual change 
in schizophrenia. He, too, used for his studies a sorting test, 
a modification of a test devised by the psychologist N. Ach.’ This 
test now named the Vigotsky test became known in this country 
through the publications of Hanfmann and Kasanin.'*: Vigotsky 


1 


believed the change he found in schizophrenics to be similar to the 
impairment of the attitude toward the abstract which we found in 
organic cases. Being inclined to relegate the change to an impair- 
ment of the thought process proper, he spoke of an impairment of 
“thinking in concepts.” Kasanin and Hanfmann *** have confirmed 
Vigotsky’s findings on a greater number of patients and have tried 
to place the Vigotsky test on a quantitative basis. Because, in my 
opinion, this personality change does not concern thinking alone, I 
prefer to speak of a change in the total behavior and to consider 
the impairment in thinking a special expression of the latter} 

No matter how useful the Vigotsky test may be for the explora- 
tion of schizophrenics, I favor the tests which we introduced 
for examining organic cases and those which my co-workers and 
myself have subsequently developed and improved. The reason 
is that these tests seem to me much simpler than the Vigotsky 
test and therefore more easily applicable to patients. There is no 
time for describing and discussing these tests in detail here. They 
are partially described in earlier papers of Gelb and myself * and 
our students in Germany.** In this country, the tests were used in 
studies of my co-workers Bolles * and Nadel ** and myself.* 
Very soon a detailed description of all these tests will be published 
by Scheerer and myself. 

The battery of tests contains the following: the so-called stick 
test, the color-sorting test, the color-form sorting test (Weigl), the 
object sorting test (Weigl), my block test with the Kohs block 
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but be able to copy the enlarged design or the design with lines or 
only the block model. The impairment is verified by the fact that 
the patient cannot copy the originally presented design, even after 
he had succeeded with any one of these modifications. That shows 
that he cannot learn the abstract attitude. The modifications 
presented here may be evaluated as representing different levels 
or degrees of greater concreteness in order to prompt the patient’s 
performance. The enlarged design with lines is still less concrete 
than the final presentation of the model by the blocks themselves. 
There is still one step beyond this, namely, to present the four 
blocks separately instead of together so that the pattern in itself is 
not presented and the reproduction is reduced to placing four single 
blocks side by side according to the four models. 

Certain normals show also a preference for concrete procedure, 
some for abstract procedure, which may be characteristic of under- 
lying personality traits. Notwithstanding such preference of ab- 
stract or concrete behavior in some normals there is one decisive 
difference between the normal and the patient ; while the normal can 
be induced to proceed in the abstract way, the patient can never 
learn that. 

\ The most significant result of the findings with these tests is 
that in a certain group of schizophrenics there is a characteristic 


impairment of the attitude toward the abstract ; the patients behave 
much more concretely than do normals and do not learn to under- 
stand even after demonstration, that the abstract behavior is re- 
quired. In principle, these results are in agreement with the 
findings of Kasanin and Hanfmann. | They give rise to various 
problems : 

1. Js it possible to understand, from these findings, the symptoms 
which usually are considered characteristic for schizophrenia? 

For want of time I can only mention here this question, its dis- 
cussion would demand detailed elaboration of observations. 

2. I should like to confine myself to a second problem which con- 
cerns the general concept of the change in schizophrenia. This can 
be formulated as follows: Are we in the mentioned impairment of 
the attitude toward the abstract dealing with the basic change in 
schizophrenia, or with a secondary phenomenon? 

Distinction between primary and secondary symptoms in schizo- 
phrenia has been the objective of many discussions. I mention par- 
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One can imagine how difficult any communication must be with an 
individual whose words are so entirely concrete or so changed in 
meaning that they imply something totally different for both the pa- 
tient and the physician. From these considerations it becomes com- 
prehensible that the usual psychotherapeutic procedure is doomed 
to failure so long as this impairment of the abstract attitude per- 
sists.} Dr. Fr. Reichmann’s paper, presented at this meeting, sup- 
ports my view. Her procedure aims at a more direct concrete com- 
munication with the patient based on empathy and cooperation with 
him, a communication which takes into consideration all the pa- 
thology the patient might disclose. The physician tries to adapt 
himself to the patient’s capacities. Dr. Reichmann’s success is a 
plain confirmation of the appropriateness of such an approach. In 
this connection the work of the Swiss psychiatrist Klaesi is worthy 
of mention. 

For usual therapeutic procedures the impairment of abstract 
attitude is certainly a great hindrance, and if we wish to apply 
psychotherapy we must try to remove this impairment as much as 
possible. In this attemptla comparison of the personality change in 
schizophrenics with that found with the same tests in organic pa- 
tients can guide us. There is no question that there is a great simi- 
larity in the personality changes in both conditions. This similarity 
does not permit the rash assumption that schizophrenia is funda- 
mentally an organic disease; the great differences in the behavior 
of organic and schizophrenic patients in various directions will pre- 
vent such conclusion. However, the similarity points to an organic 
process as cause of this impairment, whether this process be pri- 
mary or of secondary origin. 

In any case our endeavor must be to remove this change in the 
brain’s function, and here the somatic therapy appears especially 
promising. From the few experiences I have, I do not dare to say 
that this deterioration is really improved after treatment. Sys- 
tematic psychological examination before and after treatment with 
the tests will be here of great advantage and is one of the tasks 
of further research. 

If our first experiences with the tests should be confirmed in 
general, 7. ¢., if these tests can show that the patient has improved 
with respect to his deterioration, we may be able to use them also 


for prognostic purposes. 
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will easily fall back in this protective state of deterioration. This 
might be one cause of the great number of relapses after the treat- 
ment. Here psychotherapy can give the patient support and help 
him to get rid of his difficulties, which he could not achieve alone. 
ploration with the mentioned tests can furthermore be very 
useful for psychotherapy because it can provide a reasonable basis 
for the decision of what specific psychotherapy should be applied. 
It is self-evident that psychotherapy must be based on a knowledge 
of the particular mental change in the individual case. In this 
respect the application of these tests offers advantage because the 
special way in which the patient behaves during the tests and the 
comments he gives may disclose many peculiarities of his per- 
ity, of his ideas, of his emotional conflicts, which otherwise 
sht not be disclosed. 
‘rom this analysis we see that psychological investigations, 
especially with those tests mentioned above, appear at least as a 
useful even necessary method of handling the problem of schizo- 
phrenia, also in the cases where somatic treatment is successful. 

\t present this research has not been developed to the degree 
which meets all the necessary standards. However, the results are 
promising enough that a continuation of investigation seems in- 
dispensable. The work which has to be done is so extensive that 
only by a joint effort of workers in many groups may we expect real 
success. It is especially the purpose of this paper to point to the 
necessity of that kind of research on a large scale. The tests will 
soon be available in published form so that these investigations can 


be carried on in different clinics on a common basis. Only a wide- 


spread project will make it possible to study a great enough number 
of patients, a prerequisite for reaching valid decisions on any of the 
questions discussed here. 

The present seems particularly opportune for the execution of 
such a project. Research in schizophrenia, in general, has received 
a new impulse by the recent success of the somatic treatment. 
Especially chemical investigations and studies of other somatic 
processes are under way on a larger scale than ever before. One 
should not let the occasion go by for comparative investigation of 
the same patients with methods of physical and psychological ex- 
amination. Only such a parallel study promises to open the way 
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DISCUSSION. 


Dr. C. Macrie CAMPBELL (Boston, Mass.).—Dr. Goldstein has covered 
such a broad and complicated field that it is not easy to choose one topic or 
to formulate clearly any single issue. Even the term “schizophrenia” might 
e open to discussion. The difference between the organic and the functional 

ght keep us here many hours. 

The term “deterioration” has been used in a sense that is somewhat un- 
familiar to me, because it has usually referred to conditions in which we 
lo not get restoration of function and deterioration as an escape from a diffi- 
cult adaptation is a rather novel concept. 

[he attitude towards the abstract and the concrete is difficult for me to 
be quite clear about, and the special tests which are perhaps the key to the 
nication have had to be eliminated owing to want of time. 
is one point I think that Dr. Goldstein has emphasized which is 
rtant. We have learned that in studying the basal functions, merely 


ike one element and contrast that element in so-called schizophrenics 
with normals or in the individual from time to time is of comparatively little 
value. We have to take a variety of biochemical or physiological factors 

1 see whether in the totality of these reactions we find some abnormality 
of importance, and we have to study these elements in their totality in reac- 
tion, perhaps to certain environmental stimuli, and that, I judge, is essentially 
the crux of Dr. Goldstein’s paper; namely, it is not by studying traits or 
individual elements, but by studying a group of reactions to certain con- 
crete situations, with regard to which Dr. Goldstein has already attained 
considerable success in the study of the organic condition. 

We shall therefore wait, I think, with considerable interest the publica- 
tion of these tests of Dr. Goldstein’s and apply them to our cases, not to 
schizophrenics, but rather clearly defined conditions which we can more or 
less formulate and think of in less glowing terms than terms of schizophrenia. 


Dr. ARNOLD HAcKFIELD (Seattle, Wash.).—A question that arose in my 
mind was, How does Dr. Goldstein apply these tests to the catatonic where 
there is mutism and no response? 

We are all familiar with the use of sodium amytal in catatonics and 
when given they will respond to the environment, whereas without it, they 
will not. Dr. Eisner just read a paper that somewhat corroborates what Dr. 


| 
| 
a 
| 
§ 


588 SPECIAL MEN ) ‘ Nov. 


Goldstein said about tl 


ment, and he found that t oe 
schizophrenic personalit ( I th the use 
of the pharmacological that rate is 


just as great as in thos 
All those who are ac 
personality past puberty 
and will not change; but ith t und that 
quite marked states 
ments of the Rorschach 
1 would ask Dr. G 
logical drugs, whether tl 
to see whether the test res 
As far as metrazol 
particular case who was 
circumstances, and I gave 
morning, had him in { t 1 ( 1 he was 
doing fine. But the next 
and basic element inhibit 
measure explains why thes t 


you can change the rapport , 


Dr. Kurt GOLpsTEIN (N N. 


tion of catatonic patients t test ible, 
because all these tests are n't have t 
say any words. I have s { ’ state 
who didn’t move and didn't on a 
table with some blocks vy e, t in interest 
and do things like a normal \ rmal 
but they behave only i t 1 I tl 
there is some preference I t | ts into that 
condition in which they a1 { some 
things best because of t 1 We Sj 
to them, they cannot react t lerstat 
our language, because tl i rete | re speak- 
ing from our more abstract refore, I think the ts are reveal- 
ing, that they are applical to t ton! ! phrenics 
because they are to be pet te ley 

I have no experience \ { rl ts in this 
test, but as far as the Rors [ t t rives 
more an aspect of the get per the i lual, not so much 
the change of the personalit t li é 0 t Rorschach 
after treatment is not so dif t. But ther test n find this 
more concrete behavior is t ( tient is more 
inclined to behave a little 1 tract fore, I think we have t 
use many tests, a whole batter test ( e each of t tests will give 
us a little insight. But I am also conscious the fact that we are in the 


beginning of all of this work. 


| 


USE OF METRAZOL IN THE TREATMENT OF 
ACUTE ALCOHOLISM.* 
By LEO L. ORENSTEIN, M.D. KARL M. BOWMAN, M.D. 
JULIA R. KAGAN, M.D., anp WALTER GOLDFARB, M.D., 


New York City. 


\t the psychiatric division of Bellevue Hospital we have the 
opportunity of studying alcoholism in its various manifestations 
and observe the many problems it creates. In 1938 we examined 
and discharged 12,582 patients with a diagnosis of alcoholism 


(Table 1). Of these 1301 were psychotic. There were 10,361 
TABLE I. 
PATIENTS TREATED FOR ALCOHOLISM IN 1938. 


Total number 


Males Females. patients. 

10,351 2,231 12,582 


males and 2231 females. About 81 per cent of these patients are 
treated on the alcoholic ward. 

While the chronic alcoholic requires longer periods of treatment 
and affords greater opportunity for observation we have been able 
to make several interesting studies in cases of acute alcoholism. 
Goldfarb, Bowman and Parker?’ recently reported the effect of 
glucose and insulin on the rate of disappearance of alcohol from 
the blood. Bowman, Orenstein, Wortis and Goldfarb * have found 
significant changes in the carbohydrate tolerance in the alcoholic 
patients. 

From the clinical point of view acute alcoholism presents two 
difficult problems. These include the disturbed, resistive, violent 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1930. 

From the department of psychiatry, N. Y. U. College of Medicine, and 
the psychiatric division of Bellevue Hospital, New York City. 
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we mean that the injection is given fast enough to permit a concen- 
tration of metrazol in the blood per unit of time to be large enough 
to stimulate the central nervous system notably but not enough to 
lead to a generalized seizure. After the injection the patient was 
kept in the emergency room for a short time and then sent to the 
ward best suited for his clinical condition. Sedation and other 
treatment were ordered as indicated. It was found, however, that 
a large number of the excited alcoholics would quiet down in two 
to ten minutes after the injection and no further special treatment 
would be necessary. Comatose patients frequently regained con- 
sciousness in five to thirty minutes and were able to give an adequate 
admission history. 

In attempting to evaluate improvement we considered the time 


and the patients’ response clinically (Table 11). The acutely excited 


TABLE II. 


(0 CASES TREATED WITH METRAZOL. 


yy f patient Sedatior Improved Not improved. ? Improved. 
. 34 10 25 7 2 
Comatose 1 2 10 4 2 
~ 
‘“‘sedation’’ we include those patients w eceived medication during the first 
i he hospital 


patient was classified as improved if he showed a change either 
immediately after the injection or within twenty minutes. The 1m- 
provement in the clinical picture consisted of disappearance of the 
acute symptoms of excitement. In the comatose group the patient 
was considered improved if he awakened immediately or within 
thirty minutes. In those with acute respiratory failure, we felt that 
an immediate change in the respiratory function with clearing of 
cyanosis and other alarming signs was sufficient change to consider 
such patient as improved. 

Since the disappearance of alcohol from the body leads to clinical 
improvement we analyzed samples of blood from a number of our 
improved cases. We found no notable change in blood alcohol 


concentration as determined by Abel's oxidation method.° 
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sneezed a few times, then he coughed. It appeared that he might 
vomit and his head was supported by a nurse; however, he did not vomit. 
lhe respiration began to increase in rate and depth. The blue-black color of 
his face began to disappear and in about five minutes he showed flushing of 
the face and mild perspiration. The pupils were wide and responded to light. 
He still made no response to painful stimuli. The patient was taken to the 


ward and placed in bed after a spinal puncture revealed clear cerebro-spinal 


id. He continued to breath regularly and deeply. About one hour after 
the injection he responded well to stimuli. The next morning he appeared in 
od condition, was up and about the ward, had no knowledge of what had 
ippened to him on the day of admission. He said, “I was drinking and that 


is all I can remember. I feel pretty good now. May I go home?” 


DISCUSSION. 


The narcotic effect of alcohol has long been known. Primarily 
in small doses it acts on the cerebral cortex and depresses the 


nhibitory centers. Clinically this results in acutely agitated patients. 
Vhen the narcosis is carried further, the patient lapses into a 
comatose state. In the present study we have chosen a group of 


} 


patients who appear to fall into either of these classifications. The 


administration of metrazol to these individuals was followed by a 


‘ked improvement in the clinical state. Such improvement mani- 
fested itself in the arousal of the comatose cases, and sedation of 


the excited group. This improvement was not due to any changes 


of the concentration of alcohol in the blood. It is suggested that 
this apparent biphasic effect of metrazol is due to a direct stimula- 


tion of the narcotized cerebral cortex. In the mildly narcotized, or 
agitated group, the improvement is ascribed to a stimulation of 
1e depressed inhibitory centers. Improvement in comatose cases 
is considered to be due to general stimulation of the central nervous 


system. 
SUMMARY. 


The problem of acute alcoholism in a large psychiatric service 
is considered. Metrazol was given intravenously in “subconvulsive” 
doses and found to be efficacious in the treatment of certain types 
of alcoholic intoxication. The result with metrazol in acute alco- 
holism is ascribed to the action of the drug as a direct stimulant of 


the central nervous system. 
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PSYCHOSES ASSOCIATED WITH EPILEPSY.* 
By R. A. CLARK, M.D., ano J. M. LESKO, M.D., 


Boston, Mass. 


During the course of one year 22 patients were admitted to the 
Boston Psychopathic Hospital because of psychoses associated with 
epileptic seizures not complicated by syphilis, brain tumor, recent 
head injury or other causes of extensive damage to the central 
nervous system. In the present communication these cases will be 
reviewed, together with the literature on the subject, and theoretical 
considerations will be discussed. 


LITERATURE. 


In 1881, Hughlings Jackson’ described the post-epileptic psy- 
choses as stages of reevolution from the dissolution occurring in 
the seizures, with various degrees of loss of control by higher neu- 
rological levels, and consequent irruptions from lower levels, the 
degree of organization of which depended on how far reevolution 
had gone. 

Raecke ? in 1903, classified postparoxysmal conditions as stupor, 
delirium, mixed stuporous and delirious states, and paranoid 
and maniacal conditions. Kraepelin* added the “‘besonnene De- 
lirium” with less clouding and more complicated activities, and 
spoke of the propensity toward dipsomania of epileptic patients 
suffering from depression (Verstimmung). Binswanger * found 
that post-epileptic psychoses usually followed repeated successive 
seizures. The shorter the intervals between seizures, and the deeper 
the exhaustion, the more likely was there to be a clouded state. 
Intoxication, affective shock, or trauma might help bring on a psy- 
chosis. The descriptions and classifications remain essentially the 
same in more recent publications, such as those of Bleuler® and 
Strecker and Ebaugh.*® 

More searching analysis first concerned the intellectual processes. 
Christoffel * stated that in clouded states of deteriorated epileptics 


*From the Boston Psychopathic Hospital and the Department of Psy- 
chiatry, Harvard Medical School. 
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The other patient who had had false perceptions of movement while 
in an attack was vestibularly stimulated when not in one. While 
imagining the same scenes he had seen in the attack, the same false 
perceptions arose again, and with them a feeling of world destruc- 
tion and unpleasant mysteriousness. Schonmehl ** provoked con- 
vulsions with metrazol during three clouded states, concluding that 
their duration or severity was thereby decreased. Because he found 
that epileptics in clouded states could more easily name objects re- 
lated to themselves than those related to other people, Stengel *° 
supposed that ego relations were profoundly disturbed. 

Several authors, citing cases of chronic psychoses among epilep- 
tics, and of seizures occurring in those already having schizophrenia 
or manic-depressive psychosis, have written on the relation of epi- 
lepsy to other psychiatric conditions.** 17 ** 1° Lange *° suggested 
a serial classification, beginning with epileptics never having clouded 
states, passing to those who have had them, thence to those with 
states accompanied by isolated or outspoken schizophrenic symp- 
toms, next to schizophrenics with isolated seizures, and ending with 
schizophrenics without convulsions. A similar series may be con- 
structed with relation to manic-depressive psychosis. Strauss *? 
described an excellent case of a woman, long subject to post-epi- 
leptic clouded states, who had an infant during the course of one. 
On awakening she denied the child was hers. This and associated 
delusions persisted (interrupted by seizures and clouded states) 
until death years later. Strauss believed the delusionary condition 
to be secondary to the damage of the epileptic process, rather than 
that there were two independent coexisting processes. Such con- 


itions are called “symptomatic schizophrenias” by Gruhle.** 


PERSONAL CASES. 


Of our 22 patients, 14 had clouded states, three chronic psychoses, 
one deterioration with psychoses, one a severe behavior disorder, 
and three were unclassified. Their ages on first becoming mentally 
ill ranged from 12 to 49 years. In all a considerable interval (from 
2 to 45 years, averaging about 15 years) elapsed between the onset 
of their seizures and their first attack of mental illness. Twelve 
vere male and ten female. 

Their family histories were, in general, not remarkable. An ex- 
ception was a patient who had many clouded states of short dura- 
tion, whose father was said to be epileptic and alcoholic, whose 


| 
| 
+1} 
next 
S the 
tirely 
hys 
itasy. 
*Test- 
ore Ca 
rings 
uded 
( 
| 
| 


SOc PSYCHOSES 


mother had been in tl 
nosed paranoid condit! 
paternal uncles wert 

were said to have beet 
} 


nit 
LIOSPTt 


died in a state 
have a parent with sig 
depressed and one migt 
Eleven cases may 
were no residual neurolog 
Partly because mat 
lives, special traits bef 
patient had enuresis until 
stubborn and _ self-will 
Another was said to have 
had so many short cloude 


and then stuttered for son 


All of our cases had tyy 


features. Five also had petit 


described ; none out of 


varied greatly—one having onl 


ous six years, another | 
daily. The average was 


Of those patients who had 


five had had from tw 
excited episodes lasting 
last case, the clouded stat 
long, averaging 4.5 days 
just when an attack end 


normality so gradually and 
and deterioration began wa 
In a majority of cases, tl 


grand mal seizures.7 ‘ 


* Seven had possible birt! 
premature birth or prolongs 
shortly before the onset of sei 
one associated with other ill 
pneumonia. 

7 Six by one, three by twe 
one by eight seizures daily { 


seizures, the exact number ut! 


ia 


' 
and dlag- 
1, 
vel 5 Whose three 
and whose father’s two nephews 
pati maternal aunt 
( it ts w known to 
ous abnormality ; two alcoholic, one 
uch ther 
\ i ugn there 
| ’ ae 
s knew le ients’ early 
res began were seldom found. One 
II years, and was described as a 
greatly attached s mother. 
ery stubbort ( tient who later 
1° 9 11 1 1 

s did not talk plait until five years, 
orand mal l Wit It 

In very few was an aura 
ary The frequency of seizures 
ine observed seizures in the previ- 

+ 1 44¢ + > 
y ma Lacks U to seven times 
rude tes, eight had had only one, 
1 
ea one ha 1d numerous 
IS es each. Not counting this 
re from about half a day to 35 days 
episod Often it was hard to say 
1 +1 1 
because the longer ones approached 
‘ause just where clouded state ended 
sible \ 
states were preceded by one or more 
several petit 1 i] 5¢ ures as well. 
t t t breech delivery, 
Three had head injuries (none severe) 
[wo had convulsions in early childhood 
Another’s convulsions began shortly after 
by three or four, one by six (in four days), 
e da before, and three by a series of 
il! 


Nov. I 
| 
| 
t 
| t 
= 
\ 
\ 
| 
ical 
| 
| 
enc | | 
| 


ays 
say 
ned 


led 


ore 


ell. 


ery, 
re) 
ood 
fter 


ys), 


of 


1939 | R. A. CLARK AND J. M. LESKO 599 


Since the patients were not under constant observation, it could not 
be said for sure in the absence of a history of preceding seizures 
that none had occurred. The interval between the last seizure and 
the onset of the psychosis varied from a few minutes to nearly 
two days. 

All those in clouded states were overactive at some time (from 
mere restlessness to extreme combativeness and assaultiveness). 
Only two were stuporous for short periods. Speech and mood were 
variable.* 

Delusions were manifested by 12 patients—four having religi- 
ous delusions, three sexual, four persecutory, one somatic. Some 
were most bizarre—for example, one said he had lead put into 
his testicles when he was confirmed and this was later changed to 
gold. In a second attack the same patient claimed that his sputum 
was really vaginal secretions being piped up from a room below 
from negroes kept there, and that in another room the Pope’s gold 
was kept. Twelve had hallucinations, eleven of whom had delusions 
as well. Six had visions, including dead people, snakes, pigs, bugs, 
pigmy men and various living people. Seven had auditory hal- 
lucinations, including voices, music and the sound of airplanes. 
There were no olfactory, tactile, nor gustatory hallucinations. Of 
those who responded to questions, only two had unimpaired mem- 
ories. The others had better preserved remote than recent memories. 
Where orientation could be determined, it was poor in all but one 
case. Insight during attacks was absent in those with great over- 
activity and disturbed moods, while in calmer patients insight was 
partially present. The degree of amnesia for the attack after re- 
covery was greatest where the most excitement prevailed during 
the psychosis, and was least in the more elaborate, dream-like states. 

Two of our patients took up Christian Science in hope of pre- 
venting their attacks. 

The case histories of two patients with more dream-like clouded 
states are given in more detail: 

CASE I.—A 39-year-old salesman, single, white, high-school graduate, was 
admitted July 7, 1938. He was of normal antecedents and his childhood was 


* Four patients were overtalkative with push of speech, five undertalka- 
tive, two spoke in fragmentary phrases, three were profane and obscene, one 
was slightly incoherent. Three patients were elated, seven depressed, two 
suspicious, two angry and irritable, one childishly labile in mood. 
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she had dreamed her mother was dead, but she was not, being still present 
in an immaterial way. Though oriented, and with good remote memory, she 
could not relate coherently the events of the past few days, and insight was 
lacking. In two days she became quieter, and recognized that her mother 
was dead. Then on the fourth day after entry she had another seizure, 
and relapsed to her former state of elation and talkativeness. She then 
believed another patient to be her mother, that the hospital might be heaven, 
and that she was to be cured of her sickness. A day later, though still very 
cheerful and sociable, she had given up these ideas. When discharged on 
the tenth day she had returned to normality. 

This patient expressed simple wish-fulfillment in her delusions. The 
elated mood, though opposite to that demanded by the real situation, was in 
keeping with her delusions. 


The following is a complicated case illustrating diagnostic diffh- 
culties that may arise. 


CasE 3.—A 16-year-old, unemployed boy, admitted last on May 16, 1938. 
Family, birth and developmental history not remarkable. Petit mal attacks 
since 12, grand mal attacks since 14, when he stopped school at first year 
high school. He was unsociable, egotistical and sensitive. At 13 he first 
misbehaved by cutting off his mother’s house plants. Once or twice a week he 
had attacks of sudden yelling or throwing an object across the room, which 
his mother attributed to trying to get his own way. During the month be- 
fore his first convulsion he hit his father with eggs, threw knives at boys, 
and the like. Later he shot out house lights with an air rifle, shot at his 
mother, broke dishes, stuck knives in the walls and fought with his father (all 
unrelated to seizures). He was admitted to the Boston Psychopathic Hos- 
pital in March, 1937, January, 1938, and May, 1938, because of similar 
behavior, the last time for putting bichloride of mercury in his mother’s 
preserves. He told of deep resentment because of his father’s attempts to 
masturbate him. At a state hospital he had grand mal attacks several times 
weekly.. He escaped home once, having to be brought back by police, after 
barricading himself in the attic. At the hospital he was often irritable and 
tried to get patients to escape. Physical examination was always negative 
and there was no evidence of deterioration. 

In this case some attacks may be unmotivated equivalents, others more 
in the nature of temper tantrums partly based on instability associated with 
his epilepsy, partly on resentment against his father. They are rarely related 
to convulsions. In no episode was there evidence of clouding of consciousness. 


Because of recent interest in the relation of epilepsy to schizo- 
phrenia, abstracts of three chronic psychoses are given below: 
CasE 4.—A 40-year-old housewife, grammar school graduate, last admitted 


December 16, 1937. Family, birth and development histories not remarkable. 
Grand mal attacks began at 17. She was married at 21 to an alcoholic who 
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abused her and called her unfaithful. She was quiet, 1 ible, with no in- 
terests outside home and 1 n. Since marriage shi | seizures nearly 
every day. 

Admitted June, 1924, w 4 post-partum psycl s, refusing food and 
saying the baby was dead. Discharged improved, October 1925. She re- 
turned April, 1926, in a clouded state, probably post-paroxysmal, which 
cleared by June. Again she returned in March, 1927, after three months of 
depression, admitting hall tions, saying electric wires were sending 
messages to her but well-o1 ted. She became symptom free in 20 days. 

For the next 10 years s ad five x ures about once a month. In 
1937 she developed queer ideas again, and was admitted December. She 
was underactive, with monot is speech and some depression. She believed 
everyone’s thoughts were read by a sy! te of great rporations through 
electricity and telephone wit ntation and memory were good. Hal- 
lucinations were not elicited. During the following year she did not im- 
prove, and convulsions continued unabat 

CasE 5.—A 46-year-old foreign-born, unemployed leather worker, admitted 
January 11, 1938. Since 28 had seizures, lately up to two or three times 
daily. In the past year he God telling him he was a fool and would 
not live long, and saw God at intervals, ar the past three months he 
thought people were laug! In t ( : t, seclusive, 
fairly cheerful, with ideas of rence and a belief that God told him to go 
to church. Because of language difficulty it was difficult to say if he were 
deteriorated. Orientation and memory were good. During eight months in 
another hospital he has remained about the same. His seizures have con- 


tinued as before. 


CasE 6.—A 48-year-old single, unemployed woman, admitted October 28, 
1938. Uneventful history until aged 20, when she began to have grand mal 
attacks about once a year, and petit mal attacks more often, so she had to 
give up work as a telephone operator. At 41 after her mother’s death seven 
years before entry she became more religious. At 44, four years before 
entry, she began to say she got letters from God. On holy days she sat idle 
about the house in her best clothes. Once she said she was the Virgin. 
After attacking her sister for intercepting her mail she was brought to the 


hospital. She was talkative and rambling, with a cheerful mood. She told 
of writing to the Cardinal, and of the priest saying she was the Virgin. She 
believed she had influence over the Pope. She saw miracles in commonplace 
events on the ward. Hallucinations were denied, orientation and memory 
were good. Her last seizure had been two months before entry. Three 
months after transfer to another hospital she was reported unchanged, with- 
out deterioration, and having had no more seizures 
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Despite the onset in these three patients of chronic psychoses 


resembling schizophrenia, seizures continued as before. 


in- 
arly 


and 
re- 
1ich 
of 
ling 


In 
She 
ved 
ugh 
fal- 


im- 


‘ted 
nes 
uld 

he 
ive, 

go 
ere 
in 
on- 


ses 


1939] R. A. CLARK AND J. M. LESKO 603 


ELECTROENCEPHALOGRAPHIC STUDIES. 


Through the courtesy of Dr. K. H. Finley, we were able to obtain 
electroencephalographic records on four of our patients. Two taken 
while clouded states were in progress showed generalized ab- 
normally slow rhythm, another in a patient recently recovered from 
a clouded state showed both slow rhythm and a more rapid rhythm 
superimposed on normal alpha waves. One of the unclassified pa- 
tients with a more chronic psychosis had an essentially normal 
record. 

A case admitted since the present series was closed had interesting 
electroencephalographic findings. During a stuporous phase of a 
clouded state, a markedly abnormal record was obtained, while after 
he had cleared up the records were normal. 


CoM MENT. 


Psychoses associated with epileptic seizures in the present series 
of 22 patients occurred in three forms, most commonly as transitory 
clouded states, less frequently as chronic psychoses bearing resem- 
blance to what is called schizophrenia, and as psychoses associated 
with deterioration of the intellectual faculties. Though clouded 
states may occur during the course of both other varieties, each may 
best be considered separately. 

In accounting for the clouded states, we must consider what oc- 
curs in the nervous system during a seizure which may help to ex- 
plain the subsequent psychic symptoms. Since one seizure, with 
its exaggerated discharge of nervous energy, produces considerable 
fatigue in the central nervous system, the degree of exhaustion pro- 
duced by a succession of seizures (in an already weakened brain) 
must be extreme. The electroencephalographic record during a seiz- 
ure—very rapid oscillations of high voltage succeeded by almost 
entire absence of activity—sustains this reasoning. Clouded states 
appear during restitution from this exhaustion. Wilder Pen- 
field ** 2° has described transitory vascular changes in the cortex 
of patients with focal epilepsy, which he suggests may be the physi- 
ological correlate of “post-epileptic automatisms with amnesia, with 
effective anemia remaining in the region in which consciousness is 
represented.” A patient in our series who had periods of confusion 
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The psychoses associated with deterioration, because presumably 
secondary to brain damage, are more comprehensible, though it is 
impossible to explain in detail the individual phenomena. 

The clouded states offer the psychopathologist an unusual op- 
portunity to study the structure of the mind. In the dream-like 
states with little amnesia, material supposedly arising from sub- 
conscious levels may be observed during the psychosis, and later 
compared with the patient’s memory of what occurred, and an at- 
tempt may later be made to account for it in terms of his past 
experience. Dream interpretative methods may be supplemented by 
the addition of contemporaneous observations made on the spot. 

The frustrations and restrictions in the lives of epileptics are 
notorious. They cannot travel about freely, they have few friends, 
their careers are cut short, they seldom marry, so that their existence 
is nearly always drab and unhappy. The deeper clouded states, with 
their wild and aggressive behavior, may be looked upon in one sense 
as blindly furious rebellions against this fruitless existence, releas- 
ing tumultuously the pent-up feelings of years. In the more dream- 
like states this release is perhaps more gradual and at a higher level, 
with more symbolic expression in the forms of religious and wish- 
fulfilling phantasies, and less crude aggressiveness. In our series 
these dream-like conditions occurred in the more intelligent patients. 
Aggressive impulses may be turned inward, giving rise to the self- 
mutilating acts occurring not infrequently in these states. If such 
a mechanism is at work, making the lives of these epileptics more 
happy by stimulating their interests and capacities and broadening 
their friendships should lessen the liability to clouded states. It is 
perhaps significant that one clouded state (case 2) came on after 
the patient was jilted, and the other in the same case when her 
mother was on the point of death. 

The dream-like states have many points in common with transi- 
tory schizophrenic attacks, just as the chronic psychoses do with 
chronic schizophrenia. There is more emotional display, accom- 
panied by a certain amount of disorientation perhaps secondary to 
emotional turmoil and preoccupation. They are benign, with rela- 
tively little amnesia, but are subject to recurrence. Religious and 
sexual symbolism are prominent in both, often with vivid hallucina- 
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ment, and little or no insight. In some cases, the content of the psy- 
chosis could be partly traced to earlier factors in the patient’s lives. 
The clouded states were compared to alcoholic pathological intoxi- 
cation. Three had chronic psychoses resembling schizophrenia. One 
other was considerably deteriorated. The rest were unclassified. 
The neuropathological processes underlying these conditions are 
unknown. The clouded states contribute to the study of psycho- 
pathology. Psychotherapy might be of some value. There is great 
need of research in this almost untouched field. 
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SENSITIVITY.* 


By EUGEN KAHN, M.D., ann HELEN G. RICHTER, M. D., 


New Haven, Conn. 


“Sensitivity” is a word of many connotations. The multiplicity 
of meanings and the vagueness of the term have made for confusion 
particularly in psychiatric usage. It seems therefore desirable to 
define sensitivity, and to scrutinize at least some of the expressions 
of and attitudes toward sensitivity as experienced by our patients. 

In the psychiatric literature the word sensitivity is essentially 
used in three ways: (1) purely descriptively; (2) in relation to 
paranoid, paranoic and schizophrenic disorders (Kretschmer) ; (3) 
denoting a personality trait so predominant as to permit the classi- 
fication of a group of “sensitive psychopaths.” In these three 
usages, without close analysis, the patient’s sensitivity is regarded 
as a suffering, as a shortcoming or liability. The literature does 
not do justice to that kind or those kinds of sensitivity which rep- 
resent an asset rather than a liability of the individual. 

Before attempting a differentiation along such lines, we shall 
briefly discuss the “essence of sensitivity” which we call emotionally 


charged impressibility. This is in our opinion a common denomina- 
tor in all varieties of sensitivity ; it is manifested in various ways 
in every expression of and attitude toward sensitivity. 
Subsequently we shall remark on two main groups of sensitivity, 
each one of which includes two distinct varieties, namely: 
1. Sensitivity experienced as a liability by the individual and so 
evaluated by the group: 
a. Vulnerability. 
b. Touchiness. 
2. Sensitivity experienced as an asset by the individual and so 
evaluated by the group: 
c. Empathy. 
d. Symphoria. 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 

From the Department of Psychiatry and Mental Hygiene, Yale University 
School of Medicine. 
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A. THE ESSENCE OF SENSITIVITY 


Following the definitions in Warren’s Dictionary of Psychology 
we may say that sensitivity as a quality connotes ‘the susceptibility 
of an organism to stimulation.’”’ There is often a quantitative im- 
plication defined as “‘the capacity to be affected by stimuli of rela- 
tively slight intensity and to receive sensations therefrom and to 
respond thereto.” Sensitivity is distinguished from sensitiveness 
“a psychophysical disposition marked by a low threshold for vari- 
ous stimuli or situations, including those which give sensations, 
pleasure or unpleasantness, or which elicit certain emotions.” We 


do not deny the wisdom of this distinction which might be very 


valuable if there were two distinct adjectives available; we hold, 
however, that in most instances sensitiveness as defined in Warren 
has just been called and will be continued to be called sensitivity. 
We shall use the latter term throughout this discu 


Tate 
SSiUil, 


We start with a concept of sensitivity which includes: (1) the 
biological susceptibility of the organism to be stimulated, to be 
affected by stimuli and to respond to them; (2) the psychological 
or experiential capability of the person to receive and to be affected 
by impressions and to express them with definite emphasis on the 
emotions. 

Sensitivity in such broad terms is common to all human beings, 
although in obviously varying degrees. In psychiatric usage the 
word has so far been used with these implications: (1) a high 
degree of receptiveness for stimuli and impressions; (2) the 
tendency to be emotionally affected by any stimuli and impressions, 
and to be affected more easily and to a higher degree (as mani- 
fested in the response) than other members of the social-cultural 
group ; (3) the capability to be emotionally affected by experiences 
which other members of the group regard as either slight or ir- 
relevant. The emphasis lies throughout on the individual’s suscepti- 
bility and impressibility, not on the stimuli which may hit him or 
the occurrences by which he may allow himself to be impressed. If 
he were not so impressible he would not respond as he does. If 
there were not this impressibility he could not be either “sensitized” 
or “desensitized.” 

We are not here, however, dealing with any random sort of im- 
pressibility. The sensitive are possessed of a considerable degree 
of emotionally charged impressibility—tthis, indeed, is sensitivity. 
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Our main questions are: (1) How do they experience their 
sensitivity ? and (2) What do they do about it? 


B. VARIETIES OF SENSITIVITY. 
I. SENSITIVITY EXPERIENCED AS A LIABILITY. 


Vulnerable and touchy persons carry as a burden their “con- 
siderable degree of emotionally charged impressibility.” They are 
conscious of it with a sense of being “different.” This difference 
is recognized whenever they estimate their endowments and com- 
pare themselves with other members of the group. The difference 
under consideration plays a greater role in the vulnerable than in 
the touchy, so much so that it is reflected in the attitude of the 
group which finds the vulnerable more or less inacceptable but gets 
along fairly well with the touchy. The sensitivity of the vulnerable 
and the touchy is expressed in their responses to the real or fancied 
moods, opinions or actions of others. What other people feel, think, 
do, or—just as important—what these sensitive imagine that other 
people feel, think, do about them hurts them either under practically 
all circumstances, 1f they are vulnerable, or under certain circum- 
stances, 1f they are touchy. 


a. Vulnerability. 


\ulnerability and insecurity are peculiarly linked together. The 
vulnerable person feels himself a misfit; he must retreat to some 
ironment in which his actions and reactions will not fall prey 
to criticism, competition, or repudiation. At times he may be able 
to live so guarded and ordered an existence that he may gain a 
temporary sense of security, but his vulnerability is potentially 
present. It may lie dormant for a time, only to torment him anew 
when his restricted environment is invaded, when new situations de- 
mand adaptation, when a carefully cultivated routine is interrupted. 

We shall not argue here the question whence comes this insecurity 
that manifests itself in vulnerability or vice versa, nor shall we 
speculate whether early experiences have “sensitized” an individual 
to become more or less vulnerable. Frustration, real or imaginary, 
is the common lot of mankind. The vulnerable person meets frus- 
tration on his own terms. Most things in life signify danger to 
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him. He lives in fear, anticipates feat | reacts as if all encounters 
must eventually produce their share of ‘‘malice 

The vulnerable person is mistrusting. He expect | detects dis- 
approval, ill-meaning and insult always everywhere. The most 
casual glance, a gesture, a w ken 1 u or too softly 
will be ominous to him. While he is ting and as 
suming offense, he is slow in ridding | on. He is 
almost painfully aware of himsel of | be ent” from 
other people. He is timid and will not vy ire V nto any- 
thing unknown. His ill-defined, ever-present fears prohibit him 
from sharing with others. He is incapable of « mmunica- 
tion although he may desperately t in his loneliness. He finds 
himself unable to merge with a group and freel) rticipate in 
group activities. He shuns competiti olerate criti- 
cism, but he in turn will criticize ge re More often 
he feels safer to endure in silence with estrait sullenness 
retaliating, as it were, in daydreams, \ ww he might punish 
and destroy his alleged adversaries e ( enance devi- 
ation from his code of moral and ethical es atheti- 
cally cognizant of his 1 v standards 
of his culture which he experienc: times the 
pent-up emotions may break throug! rital impulsive 
actions, even in panic-like outburst tlived and 
followed by feelings of misgiving and e, by greater constraint 
and more intensified withdrawal 

Some individuals rationalize th Inerability. It becomes to 
them exceptional refinement or gentility, a peculiar brand of under- 
standing or kindness ; they may label hey try to use 
it as an asset, to capitalize it. They are delicate, min osa-like crea- 
tures misunderstood in a coarse world filled w gar and low 
people. For all the rationalization the effect re ins the same. 
Vulnerability drives deeper into isolation which, it is true, in some 
instances offers prestige. Forced into social contact a vulnerable 
person may parade his vulnerability with the expectation that others 


must be kind and gentle to one wh 


combat of life. 
The constant ministrations to s« 


rowed field of operation, make e 


dividual who performs his self-savi 


ven 


» obviously unfit for the 
protection in a limited, nar- 
ually for a rigid, inflexible in- 
ng devices i1 utine fashion. 
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It is not surprising, then, to find among the vulnerable, anancastic 
persons whose meticulous, fussy, detail-loving endeavors, compul- 
order 
in the tangible environment, order among things that stand in spa- 


sively executed, are directed toward the creation of order 


cial relation, order in events in temporal relation. Such time-table- 
like existence may develop into rut-formation. 

No stratum of society is entirely free of these vulnerable crea- 
tures. The majority exist neither disrupting nor honoring the com- 
munity in which they live. Some are considered valuable because 
they are painstaking, careful workers who dare not complain. To 
the outer world they seem to accept the status quo without grum- 
bling and seem to wish for little if any change because they some- 
how realize that they cannot tolerate change. However, there 
are a few vulnerables who transmute their daydreams into cultural 
values and contribute to society from their ivory towers. We find 
the vulnerable among artists, mystics, poets, philosophers and 
scholars. We see them withdrawn, seeking refuge in some prestige- 
giving isolation. 

The attitude of the social group towards the vulnerable is in 
general one of annoyed tolerance. The group has no active interest 
in them and tends to leave them alone. Most attempts to draw them 
into the community and its activities reveal that they are difficult 
to deal with because they are so easily hurt and always ready to 
withdraw. Even the few creative vulnerables are not expected to 
participate in the social life of the group. They are considered 
cranks and recluses, at the same time their talents are benevolently 
appreciated although with reluctance. After their death the rever- 
ent biographer crowns them with laurel. 


b. Touchiness. 


We have shown that the vulnerable is a permanent liability to 
himself and to the community whenever it cares to bother about him 
at all. Vulnerability is a dominating and pervasive trait of the per- 
sonality. The vulnerable’s patterns are suffering passivity and with- 
drawal lest he be hurt. His medium is loneliness. The touchy 
variety of the sensitive contrasts with this picture in a number of 
aspects. Any kind of personality may be possessed of the trait 


touchiness. Touchiness itself, though obviously determined by a 
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“considerable degree ly charged impressibility,” does 
not make for passivity and withdrawal, but finds expression in 
activity and aggressive ne it permits tl individual to ke ep his 
contact with the group, 1 1 temporarily more or less disturbing 
manner. The vulnerable withdraw touchy kicks against the 
pricks. The sensitivity of the vulnerable person ntegral, of the 
touchy spotted. Toucl ple are Achillean. When their weak- 
nesses are flicked on the raw their sensitivity breaks out in unmis- 
takable emotional displa \ touchy person wl nsulted may, 
rather pointedly and det ratively, withdraw, but this is only to 
let off steam : everyo! lu knows that he will shortly 
return to the group. ip d not take tor ess very seri- 
ously, does not consider it tral but understands it and bears 
with it, often with a1 touchy individual is ac- 
cepted as a member of the group set apart only during touchy spells. 
In most instances he fa lity just the group with which 
he rightly identifies hit 

Any “spot,” any part of the individual nator nd physiology, 
any component of his emotional-intellectual makeup and anv social- 
cultural and racial factor 1 rring to him, | family or clan or 
wider group may serve th ichy person as an Achilles’ heel. He 
experiences his “spot” as an inferiority which gives him a certain, 
but not permeating or overwhelming feeling of rity. He feels 
slighted and assumes that t ther person wants to impress his 
superiority upon hit ts to “rub it in” his the touchy is 
not able or willing to accept ; he protests, he d nstrates, he an- 
tagonizes, he shouts or swears 01 he threat he becomes 
violent, he compensates, | ver-compensates 

In the choice of his sensitive spot the touchy is dependent on the 
standards and attitudes of his group.* Among the lilliputians small 
stature is not a point of touchiness. In our culture reference to an 
organic defect, be it intert r external, nsidered tactless.— it 
is tacitly assumed that an it idual will feel touchy about his 
physical or functional ab he touchiness of the bald- 
headed man has served a ntent of many a jol Che plastic 
surgeon finds a lucrative field of operation where often the demand 

* It does not fall within tl pe of this paper to d iss the phenomenon 
of collective touchiness obse1 e inf lies 1 othe: bodies, in small 
and large religious, nationa I 1 group 
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springs from an individual’s touchiness rather than from functional 
necessity. The nose serves as just one illustration. 

The concept of organ-inferiority (Adler) and the compensatory 
reaction of individuals with such inferiorities is not denied in this 
discussion. However, it must be stressed that in our culture it is 
the individual’s attitude that in a broader sense determines organ- 
inferiority. The same organ abnormality may be evaluated very 
differently by different individuals ; to some it becomes a point of 
touchiness, to others it does not, and even those who will become 
concerned about a specific organ-inferiority, will experience this in- 
feriority in different ways, only one of which is over-compensation. 

Touchiness about physique is commonly recognized. Less fre- 
quently commented upon, but frequently observed, is touchiness 
about energy output, temperament, intelligence and character. 

Touchiness, although its manifestations are sporadic, shortlived 
and restricted, may create in some instances a more or less gen- 
eralized tension and uneasiness. A person may be touchy on many 
issues and about many situations and may experience these in vary- 
ing degrees of intensity and with many kinds of responses. 

Because touchiness is not a dominating personality trait in the 
sense vulnerability is, its expressions are much more numerous 
and variable according to the makeup of the individual who happens 
to be touchy. All degrees of aggressiveness from gentle irony to 
manslaughter may be expressions of touchiness. If hysterical fea- 
tures are present, touchiness will be vented in the dramatic manner 
moving between martyr-like endurance and thundering pathos. 
One touchy person will be satisfied by a humorous or sarcastic 
verbal comeback; another one will “get even” after thoughtful 
planning; he may write a “furious” letter which perhaps he will 
not mail. Short indulgence in daydreaming is sometimes seen in 
which the insulted touchy individual fancies himself as superior 
and comforts his hurt pride with imagined reprisals and ideas of 
revenge on a grand scale. Such temporary getting away from 
reality is quite different from the isolation and aloofness of the 
vulnerables. In fact the touchy gets away to come back; even in 
his episodic fancy he is not unmindful of his group. The vulnerable 
in his withdrawal practices his immanent tendency towards isolation. 

Not a few touchy individuals try to counteract their touchiness 
and find “prophylactic” measures to forestall its manifestations. 
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sion in empathy and symphoria.* The physician’s ability, and 
through him the patient’s ability, to recognize and understand 
their sensitivities, to offset as much as possible vulnerability and 
touchiness by empathy and symphoria, may foster a cooperative 
atmosphere and activity, essentials to efficient psychotherapy. 


c. Empathy. 


Any attitude which makes for subtle ‘understanding’ and 
rapport with another individual by necessity includes the “‘essence 
of sensitivity.” Empathy signifies the ability of a person to “feel 
himself into” another person, to recognize more or less quickly 
and with accuracy his moods, desires and needs, as it were, from 
within the other person. By empathy thus is meant the immediate 
and flexible orientation of one individual 


the empathetic per- 
the empathized. 
Such “feeling in” is achieved on the basis of a “considerable 


son—in the experiential constellation of another 


degree of emotionally charged impressibility.” 

Empathy is found as a personality trait in a great variety of 
personalities ; it never is a dominating trait; one could not con- 
struct an “empathetic personality type.” Empathy is under the 
control of the individual who can, so to speak, switch it on and 
off at will; empathy consequently is used as a tool—in many cases 
a perfectly conscious and planned effort. The empathetic attitude 
is actually one of curiosity. The empathetic person wonders what 
is going on in the other person. While he is able to find this 
out, he is not interested in doing anything for the other person. He 
satisfies his curiosity, which may or may not be a scientific one, 
and then either stores his newly gained knowledge away, or ex- 
ploits the “collected material” for his own purposes which need 
not be utterly egotistic. This point should be stressed: the empa- 
thetic person enriches himself and his experiences regardless of 
any gain or loss for the empathized individual. One observes 
that this is a peculiarly one-sided relationship between two per- 


* We have chosen the word symphoria, derived from symphorein (to bear 
together), because it conveys the notion of participating activity. Sympathy 
and symphoria are akin as they both imply participation. Sympathy, however, 
lacks the notion of activity and furthermore carries with it other conno- 
tations. 
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Nov. 
sons. Beyond the immediate inter the 
empathetic person may ght t in a 
work of art or in scienti vriting. Here he he may 
give very freely whereas in the interpet ] where 
he practices his empathy |! t] 

This peculiar one-sid etic le makes 
it understandable that rav erables 
are, as we mentioned, capal f ct I alue 
in their ivory towers. 1 ) s al bles 
are able to feel into tl emotional 
life of others without let ow 

Among the many who “‘ ’ empatl are 
certain hysterical personalit \ tt y into 
a person ; exploiting their « y tl c t of 
emotional expression. belong 
here, probably also casional 
medicine man or shat 

No matter in which | ( thy 
appears, it is definitely a tageous t ssed of it. 
It gives understanding of other pe 9”: it is 
a mechanism that can | tche empa- 
thetic person is aware {f this advantage at from it a 
feeling of superiority a1 curity. | rtist 
as actor, as writer, as advertiser, t speaker 
etc.—he brings his empathetically gained « : 1e to 
the group which, pleased or displ t se his 
empathy as an asset: h ws the 
ways of men and women and can tell ) them 

Though highly impres for the emotions other per- 
son, the empathetic does 1 this t to t mphoric- 
actually participate in thet He remains em his own, 
cool and detached—able to evaluate, to verbalize, to formulate. 
This from his own and from the group’s point of view is just one 
more asset. It is, of course, the very | of the particular one- 
sidedness in the empathetic contact: the em etic person is 
contacting the other person but is not contacté y him. Asso- 
ciation with the empathetic person may I on believe that 
they are participating in a profound 1 very effective mutual 
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contact, but this only shows the ready willingness of human beings 
to be fooled and to fool themselves. We all believe what we desire 
to believe. 

\ queer kinship seems to exist between the vulnerable who 
withdraws from contact yet craves it, and the empathetic who 
contacts without participation. Both are, as it were, theoreticians 
of human contact. 


d. Symphoria. 


The empathetic individual is contacting but not contacted; he 
is impressible for, but does not participate in, the emotions of 
another individual. In contrast: the symphoric individual is con- 
tacting and contacted ; he participates in the emotions of the other, 
the symphorized individual. 

Empathy signifies exploring, reconnoitering, contemplating, esti- 
mating, judging, “feeling into,” but not “feeling with” the other 
person. Symphoria implies “feeling into” and “feeling and swing- 
with” the other person. 

We cannot conceive of a symphoric type of personality but 
there are individuals, if not very many, in whom symphoria appears 
to be the most outstanding, we may say, the dominating personality 
trait. Indeed, the symphoric experience in its depth and breadth 
and the manifestations of symphoria depend largely upon the con- 
figuration of the whole personality; intelligence and expressive 
capacity play a remarkable role here. In an unintelligent person 
with poor verbalization and vocabulary an expression of symphoria 
at 
times perhaps feigning sentimentality where actually symphoria is 
displayed. 


may be restricted to a hearty handshake or a friendly glance 


In a few persons symphoria comes to very powerful expression. 
The symphoric are natural, their responses and expressions are 
genuine, unstudied and unaffected. They have no need for theatri- 
cals. This further increases their efficiency. 

Whereas a vulnerable may unsuccessfully ponder about what he 
might do for his fellowmen, the symphoric by his very presence 
is acomfort and uplift. We are discussing the symphoric sensitive, 
not members of the hyperthymic-hypomanic group who waste 
their words and actions; the symphoric calms and satisfies with 
a glance, a gesture, a few words. 
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There is a similarity bety \ \ ria as 
both varieties of sensit 1 t } ominat- 
ing personality traits b emotion- 
ally charged than eithe: ( thy. 7 t striking 
difference is noted in the he par- 
ticipation of the symp! 

Emotional participat teristic 
of the symphoric attitu Whe i contact 
sympathy, participatio1 betw indi- 
viduals, symphoria evi dilution. 
Symphoria is, so to say, the cli ‘: egree of 
emotionally charged human 
warmth. 

These last remarks t t! wards 
the symphoric; it is, vest out- 
spokenly positive. Sympl ranks on the of social 
values ; we find it labeled hi kindne warmt benevo- 
lence, and so forth. Occasionall : les ince in 
the family is paramount. It is instrumenta ition of 
groups except the militaristic group. TI wanted 
and welcomed, useful and helpful in most if 1 s can- 
not but experience his symphoria as sset. J any 
chances for feelings of infer ecurit tlook. 

We have described tl ir varieties of sensitivity as if they 
were isolated phenomena. The ct siderable 
overlapping of them in y one person but usually one variety 
stands out most. Some vulnerables no doubt have a certain capacity 
to feel into and with other ut vulnerability is the dominat- 
ing trait, symphoria will find little if any expression. Touchiness 
is ubiquitous, hence als ng the vulnerable. the em- 
pathetic and the symphor hat erables can be empathetic 
has been mentioned ; they use empathy as a tool to “dissect 
the enemy” or to guard their own schemata stems. That 
the symphoric person is i itly empathetic we have discussed ; 
some empathetics may tend toward experienci tain people in 
a symphoric manner. 

Individuals develop, so do their qu: 5 and trait 
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Sensitivity, in all of its varieties, may undergo noticeable changes 
as a person progresses through life’s course. A dominating variety 
will remain essentially dominating throughout life. One gathers 
that vulnerability tends to increase towards early middle life and 
from then on changes little. Touchiness shows a predilection 
for the span of adolescence, but is well enough known earlier 
and later. Empathy and symphoria need the background of a 
somewhat mature person ; prior to early middle age they are rarely 
completely developed; both are liable to involution with the ap- 
proach of senium. Aging itself not infrequently is a touchy spot. 
Disease, any kind of disease, may for a time stress and over- 
stress sensitive attitudes. 

All four varieties of sensitivity are found in males and females. 
There may be a certain prejudice in associating the vulnerable 
more with the younger male and symphoria with the mature 
women, with the mother image. Episodic fluctuations, particularly 
of touchiness, but also of vulnerability occur during menstruation, 
pregnancy and the menopause. 


CONCLUSION AND SUMMARY. 


We have discussed four varieties of sensitivity which have the 
common denominator of a “considerable degree of emotionally 
charged impressibility.”. This we consider the essence of sensi- 
tivity. Sensitivity is experienced in different ways by the indi- 
vidual and by the group. Vulnerability is a dominating personality 
trait ; the pattern of the vulnerable is withdrawal. The social group 
is disinterested in such non-participants. Touchiness is a spotted 
sort of sensitivity; it is manifested in episodic aggressiveness. 
The touchy is apt to project his hurt feelings. Although it is not 
a dominating personality trait, it is so common and familiar that 
the group tolerates it well. Empathy is characterized by cool 
curiosity ; it permits the establishment of a one-sided relationship 
in which the empathetic contacts without being contacted himself. 
Empathy is socially accepted. Symphoria is sensitivity in the 
medium of human warmth; the communication and participation 
of the symphoric with his fellowmen determines the high esteem 
he enjoys among them. 
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THE ATTITUDE OF NEUROLOGISTS, PSYCHIATRISTS 
AND PSYCHOLOGISTS TOWARDS 
PSYCHOANALYSIS.* 


By ABRAHAM MYERSON, M.D. 


Psychoanalysis is one of the oldest systems of concepts and of 
therapeutics in modern medicine. The beginning of Freud’s work 
in psychoanalysis is, in fact, contemporaneous with the introduc- 
tion of diphtheria antitoxin. His first paper appeared in 1893 and 
von Behring’s publications culminated in 1893, although they 
started in 1890. Before von Behring’s introduction of diphtheria 
antitoxin, the diphtheric exudate was treated by a host of methods. 
With the introduction of antitoxin, the other forms of treatment 
disappeared, and only one method remained in the field of therapy, 
the injection of diphtheria antitoxin. Before its superior potency, 
haphazard empirical guess-work therapeutics suffered the fate that 
the clearly inferior technique always experiences when the superior 
one is introduced into the world. Natural selection operated at once, 
and only one therapeutic measure for the treatment of diphtheria 
has remained. 

In the 45 years that have elapsed since psychoanalysis was born 
into the family of scientific work, the Wassermann reaction has 
been introduced (1906). Arsphenamine appeared upon the scene 
in 1910 as the primary basis for the modern treatment of syphilis. 
In 1907 Wagner von Jauregg brought into medicine the idea that 
heat in the form of fever was an important therapeutic tool. In 
1922 the young Canadian, Banting, with his co-workers added to 
the armamentarium of medicine insulin to combat diabetes. Thirty- 
three years after Freud started his reign as the head of psycho- 
analysis a group of American scientists, Minot, Murphy and 
Whipple, completely changed the fate of people suffering from 
pernicious anemia by introducing liver extract as its main therapeu- 
tic avenue. In 1913 Schick published his first paper on the tech- 

*From the Division of Psychiatric Research, Boston State Hospital, Bos- 


ton, Massachusetts, aided by grants from the Commonwealth of Massachu- 
setts and the Rockefeller Foundation. 
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nique which bears his name, and thus started a campaign for the 
eradication of diphtheria, the value of which cannot be over- 
estimated. 

The skeptical, hard-boiled medical prof n has completely 
accepted all these advances in diag: nd therapy and without 
any real struggle. The general law fe has operated, namely, 
wherever a method has shown superior therapeutic power, it has 
won the day, just as in the field of transportation the horse and 
buggy gave way to the automobile, and the mechanical methods 
of heating and cooling won over more primitive techniques. Re- 
sults count, and where the results are clear-cut, the technique 
which brings them wins the day 

The psychoanalysts, when this brought to their attention. 
have a ready answer which is primarily the sat ne that thev use 
when a patient fails to get well and whicl the most beautiful 
instrument for successful argumentation ever devised by man, 
namely, the medical profession has re: based on prejudice, 
unconscious fear and anxiety, and a general distaste and dislike 
for the grim and remorseless truths initiated by analysis. True, 
there are many people to whom the sexual factors and unconscious 
basis of psychoanalysis are offensive in a prejudiced unthinking 
way. But after 40 years of social inoculation and when generations 
of medical men have grown up with active psychoanalysts writing, 
talking and working, the professional prejudice would have been 
broken down if results were overwhelmingly clear and valuable. 

The present study did not start as an effort to answer the 
question, “How far do those people who might be assumed to know 
the field of nervous and mental diseases and who can be listed 
in a wider sense as professional students of the mind and its 
diseases accept psychoanalysis?’ It started as a reaction against 
the very extreme statement of a psychoanalyst to the effect “that 
practically all informed scientists accept psychoanalysis.” To see 
whether or not this was the case, a questionnaire was drawn up, 
which at first was sent rather haphazardly to many entitled to be 
called leaders in psychology, neurology and psychiatry. As the 
answers became interesting, the scope of the inquiry was extended, 
so that finally four questions comprising the questionnaire were 


sent to a group of leading psychologists connected with universi- 


ties, to the officers and every third member of the American 
Neurological Association, to the officers and every tenth member 
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of The American Psychiatric Association, and more or less hap- 
hazardly a group of psychoanalysts were canvassed on the assump- 
tion that their very membership in the psychoanalytic society 
necessitated only a small sample. Nevertheless, the proportion of 
psychoanalysts who were questioned was larger than the propor- 
tion questioned of members of The American Psychiatric Asso- 
ciation, and in fact many of them had been questioned as mem- 
bers of the American Neurological and American Psychiatric 
Associations. 

Beyond any doubt, the questions which were submitted are im- 
perfect and do not permit of any complete answer. Many people 
pointed out the difficulties in their mind as they attempted to an- 
swer the questionnaire, and I have no hesitation in saying that 
the questionnaire could be improved and the whole technique of 
canvassing made more scientific. However, I have no intention 
of presenting a completely scientific answer to the question, “In 
how far has psychoanalysis been accepted and in how far do psy- 
chologists, neurologists and psychiatrists believe that important 
therapeutic results have been contributed by this technique,” since 
this is impossible. Despite objections, most of the writers had no 
great difficulty in classifying themselves somewheres in the four 
categories or else placing themselves between one category and the 
succeeding one, and the results are interesting and important. 

The first questionnaire sent out asked the recipient to classify 
himself in one of the following groups: 

1. Those individuals who completely accept psychoanalysis. 

2. Those who feel very favorably inclined towards it but do not wholly 
accept it and are, to a certain extent, skeptical. 

3. Those who, in the main, tend to reject its tenets but feel that Freud has 
contributed indirectly to the human understanding. 

4. Those who feel that his work has, on the whole, hindered the progress 


of the understanding of the mental diseases and the neuroses and reject him 
entirely. 


The second questionnaire was modified somewhat and the re- 
cipients were asked to classify themselves as follows: 

1. Those individuals who completely accept psychoanalysis. The term 
“completely” need not be used too literally. One may substitute “whole- 
heartedly” or “in general.” 

2. As above. 

3. As above. 

4. As above. 
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RESULTS. 


Of the 428 questionnaires sent, 307 individuals replied, which on 
the whole is a good percentage. Only inference can be made as to 
why the others did not reply. Some explanation of this reticence 
appears in answers made to a later questionnaire in which the in- 
dividuals were asked to answer as follows: 

1. I am willing to be quoted by name in respect to my attitude on psycho- 
analysis as evidenced in my reply to the questionnaire. 

2. Iam willing to be quoted but not by name or identification. 

3. I do not wish to be quoted at all. 


Of these, a considerable number did not want their names given 
or to be identified, while others stated they did not wish to be 
quoted at all. Obviously, there was to some extent a distaste 
for or fear of the controversy implied in the whole procedure, so 
that it appears at once that a great deal of emotion is involved 
in any study of the psychoanalytic movement in a way which would 
undoubtedly not be found in a similar study, for example, which 
would imvolve the treatment of syphilis by arsphenamine or by 
fever therapy. This is confirmed by the fact that those who did 
not wish to be quoted belong mainly in the groups which, though 
friendly, do not completely accept and those which reject but are 
not unfriendly. The usual reasons why questionnaires are not 
answered probably also operated, because, first, there are persons 
who do not believe in questionnaires, and secondly, there are those 
who forget to answer. 


PosITION OF MEMBERS OF THE AMERICAN NEUROLOGICAL 
ASSOCIATION. 


Of the 97 members of the American Neurological Association 
who received questionnaires, 75 replied. These may be classed as 
follows: five belong in Group 1; eight classify themselves between 
I and 2; 23 stated they belong in Group 2; four classify them- 
selves between Groups 2 and 3; 25 declared themselves to be in 
Group 3; three stated that between Groups 3 and 4 was a good 
enough allocation of their position; four totally rejected psycho- 
analysis and were hostile; three were definitely non-committal or 
equivocal. 
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In general (Chart 1), the American Neurological group shows 
a beautiful curve of replies, about an equal and small number who 


accept and completely reject ; an equal number who are friendly 
and to a certain extent are linked up with the psychoanalytic move- 
ment as compared to those who are not unfriendly, but who reject 
psychoanalysis, conceding that Freud has contributed to the learn- 


ing and procedures of psychiatry. 


CHART OF RESPONSES OF GROUPS 
TO QUESTIONNAIRE 


1, 22,2, 23, 3, 34,4, 1, 2, 2-3, 3, 54,4, 1, 1:2, 2, 2-3, 3, +4,4, 
AMERICAN PSYCHO- AMERICAN NEURO AMERICAN 
ANALYTIC ASSOC LOGICAL ASSOC PSYCHIATRIC ASSOC 


CHART I. 


PosITION OF MEMBERS OF THE AMERICAN PSYCHIATRI 


Of the 266 members of The American Psychiatric Association 
canvassed on the basis stated above, 179 replied. Twenty-five 
classed themselves in Group 1; 15 between Groups 1 and 2; 54 in 


Group 2; 32 between Groups 2 and 3; 39 in Group 3 rejecting; 


8 belong between this group and tota le tl 


rejection ; while there was 
none who completely rejected psychoanalysis as having had some 
value. Six were non-committal. 

It will be seen that the members of The American Psychiatric 
Association accept psychoanalysis in greater degree than do the 
members of the American Neurological Association; that if we 
place Group 2 as the middle of the s« ns, the Ameri- 
can Psychiatric as judged by these replies is about equally divided, 
there being 94 on the friendly and more or less acceptance side of 
the fence and 79 on the rejecting side of the barrier 
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POSITION OF MEMBERS OF THE AMERICAN PSYCHOANALYTIC 
ASSOCIATION. 


Of the members of the American Psychoanalytic Association, 
28 replies were received to 36 questionnaires sent. Of this group, 
16 were in Group 1 ; 4 between Groups I and 2; 3 in Group 2; and 
5 were skeptical or non-committal. 

As would be expected, this group is largely on the acceptance 
side, although without too great a slavish adherence to psycho- 
analysis. The most heated letters sent me came from individuals in 
this group. Some took me to task; some took the position of in- 
struction in the art of questionnairing ; and others even felt impelled 
to lay down the elementary laws of scientific thought and procedure. 


MISCELLANEOUS GROUP. 


Of a miscellaneous group, made up mainly of important members 
of the American Psychological Association and some physiologists 
interested in psychological research, 25 replies were received to 
29 questionnaires sent. Two accepted psychoanalysis ; 5 belonged in 


Group 2; 6 placed themselves between Groups 2 and 3; 7 placed 


themselves in Group 3; and 3 between Groups 3 and 4; 2 com- 
pletely rejected and placed themselves in Group 4. 

Thus, in this group of eminent men, having an almost 100 per 
cent inclusion in Who’s Who in Science and in America, the gen- 
eral attitude is more on the rejection side than on the acceptance, 
and goes a little further in the direction indicated by the position of 
the American Neurological Association. 


CITATIONS. 


Many exceedingly interesting letters were received in answer to 
the questionnaire. Space does not permit the citation of all of 
these. I cite, therefore, a few from each group of those who have 
permitted citation. 


GROUP lI. 


Those who placed themselves in Group 1 in my classification 
ranged in their answers from the statement made by Isador Coriat, 
“In reply to your inquiry, I place myself in category number one, 


y | 
l- 
in 
as 
ne | 
he 
Ve 
| 


ATTITUDES TOWARD 


namely, those individuals who cot 
to those who are less terse and more 
For example, Lucile Dooley stat 


1 


pletely accepting psychoanalysis, 
valid method of investigating th 
accept all its present formu 
founder do this. Additions 

for and earnestly sought. A 

and in some cases for therapy, | 
that the method is not ent 

And 


analysis is as indispensable 


discovered method. 


bacteriologist.” Her letter w 
opportunity of respondit 

in a valuable project” may be plac 
Smith Ely Jelliffe who w: 

“By experience and study 
just as if you asked do I believ 
evolution.’ ‘Completely’ 

body of experimental s« 

tion’ or similar large asp 

naires of this type do 

But 

when she kissed the cow.” 


usually very stupid. 


GROUP rWwi N 


Of those placing themselves 


Lawrence Kubie’s letter as summat 
him. 


of the questionnaire, p 


17 s out as 


sonally cannot accept either of you 


in a vague way they come nearer to m 
two. The first category is too blind 


vague, muddled, and chicken-heat 


fore, I think you need at least th 


(1) those who believe that the psycl 
employed, uncovers significan 


obtainable in any other way at presen 


Dr. Kubie, after a preliminary 


ann! 
sycholog al 


Nov. 


cept psychoanalysis” 

in class , aS com- 

analysis 18 meant a 
4 

i do not 

I believe, does its 

rections are hoped 


by any +] r as yet 


personal 


d e for the 

e “for the 

re and thus aiding 

ev letter of 
Group I 

ely concept of 

rase for any growing 

‘evolu- 

concepts Muestion- 

e. | k they are 

1 lady said 

oups 1 ind 2, I cite 

me and approved by 


on T 


the validity 
‘For wnat ince ; | per- 
Oo categories, although 


ot view than the other 


in; the second one 
umbivalence Chere- 
re categories, to wit, 
echnique, properly 


tacts not 


who believe 


630 
Tul I earch, 
} 
(CC. 


1939 | ABRAHAM MYERSON 631 


that the psychoanalytic technique, judiciously employed, can in 
certain cases secure therapeutic results not obtainable in any other 
way at present ; and (3) those who believe that the basic principles 
of psychoanalytic theory are sound, however much they may dis- 
agree with any details of theory. (These basic principles could 
easily be formulated for your questionnaire to lessen still further 
its ambiguity.) 1 will classify myself under all three of these 
categories. | cannot, with any justice to my own convictions, clas- 
sify myself under any of the four categories which your ques- 
tionnaire would impose.” 

| have taken the liberty, however, of classifying Dr. Kubie be- 
tween Groups I and 2. His characterization of the second point 
of view classifies a good many men of The American Psychiatric 
Association as “vague, muddled and chicken-hearted” in their 
reaction to psychoanalysis. 

I cite Louis Casamajor: “I do not particularly like the four 
groups you make of people who react towards psychoanalysis. 
| feel that they are not near enough. Personally I stand somewhere 
between one and two; probably closer to one than to two. While 
I doubt if I ‘completely accept psychoanalysis’ yet I am sure that 
my feelings toward it are much more than ‘favorably inclined.’ 
If you should have to put me in either one group or the other I 
would prefer to be in group one.” 

William Malamud, who is in favor of the research, states, “It is 
somewhat difficult to fit my own reactions into any one of the 
four groups that you mention, but I would feel inclined to place 
myself somewhere between groups one and two. By this I mean 
that my attitude is that psychoanalysis has contributed a great deal 
of knowledge to the fields of psychopathology and psychotherapy. 
At the same time there are certain features both in the theoretical 
concepts and in some of the practical technique that leave me skepti- 
cal or appear to me superfluous.” 

Tracy J. Putnam writes as follows, “I feel that none of your 
categories exactly fits my attitude toward psychoanalysis, which 
might fall between 1 and 2. I certainly do not agree with all that 
Freud has to say and feel that some of his followers are of a 
low order. On the other hand, I do feel that Freud has made a tre- 
mendous and theoretical and practical advance in psychology and 


psychiatry. It seems to me that one can well compare psychoanalysis 


O32 ATTITUDES TOV PSY! ANA Nov. 


to neurological surgery. It s some brilliant successes to its 
credit, some gallant failures ne egregious mistake nd some 
charlatanism, but even the mistakes ha ntributed information, 


and it is inconceivable that we can ever do without it in the future.” 


Of the men in this group, Karl M. Bowman answers as follows. 


I 

“It is not easy to classify myself in the manner you have suggested, 
as I am perhaps somewhat ambivalent. I would say that I feel 
Freud has made many important and valuable contributions to psy 
choanalysis, and that there are many of his formulations which 1 
would essentially accept. On the other hand, there are many of his 
other formulations with which I definitely disagree. Again, if the 
term is used as psychoanalysis, one might have many objections 
to the attitudes and opinions of a large numbet t the psycho- 
analysts of this country, without that being particularly a reflec 
tion on Freud himself. I would think that I fit most nearly under 
your second group, but I do not feel that this is quite an exact 
statement of my attitude. Number three would seem to me to give 
less credit to Freud than I would feel inclined 

A very cogent statement is that of Clarence O. Cheney, “I feel 
that it (psychoanalysis) has contributed a good deal to psychiatry 
but I am not by any means willing to accept all of the theories or 
conclusions that have been Freud and some of his 
disciples who, | feel, are inclined to reason Irom the | rticular 
to the general and oftentimes seem not to be able to use common 
sense. | regret also that not a few of them seem to be interested 
only in the psyche of the patient and not in the patient himself and 
in his living in and adjusting to a community. I think it does not 
help psychoanalysts either to see so many persons who are analysts 
unable to adjust themselves in their lives very well and who, in fact, 
at times seem infantile. I grant, of course, that psychoanalysis in 
itself should not be blamed for this. I feel that there may be many 
persons, including social workers and other professional groups, 
who have become instilled with the idea that psychoanalysis is 
necessary whereas they are using time that might be more profit- 
ably spent.” 

Stanley Cobb expresses the following point of view, “I should 
think on the list of attitudes toward psychoanalysis you could put 
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me down as a number two. In fact, in almost anything that you 
ask me about, I think I would be a number two, because anybody 
who accepts anything whole is sure to be wrong. Therefore, I 
strive to remain a skeptic in all fields. I rather wish you had left 
out the word ‘very.’ Perhaps your paragraph would then express 
my attitude more exactly.” 

A typical attitude is expressed by Eugen Kahn, “Let me say that 
] seem to belong to your group two with some modification insofar 
as I feel favorably inclined towards Freudian analysis, cannot 
wholly accept all of it, and am skeptical to quite some degree.” 

Nolan D. C. Lewis takes the following position, “I usually think 
of psychoanalysis in terms of at least three of its aspects—first, 
a good deal of it exists as a body of doctrine, metapsychology or 
philosophy, if you will; second, another aspect is the application 
of the technique as a research method which can be used for the 
purpose of deeper dissection of mental content; and third, its 
psychotherapeutic possibilities. I still think there are certain types 
of cases that respond better to psychoanalysis if well done, by an 
expert, than to any other variety of psychotherapy. In other words, 
in some cases, it is the most valuable approach. I have never 
thought of psychoanalysis in terms of any possibility of its replac- 
ing psychiatry or that the terms psychoanalysis and psychiatry are 
in any way synonymous. It is only a part of the body of knowledge 
included in psychiatry, but I do believe that the method and findings 
justify additional clinical researches and evaluations.” 

While William L. Russell thinks he fits best in Group 2, he makes 
the following important statement in regard to those who should 
practise psychoanalysis, “I believe, however, that I should say that 
on the other side I believe that only those who are well qualified in 
general psychiatry should undertake to practise psychoanalysis. 
I am under the impression also that where psychoanalysis domi- 
nates in a psychiatric organization the young physicians entering 
the service do not get a proper foundation for a sound develop- 
ment in psychiatry. They become imbued with the idea that the 
main task is to work out a theoretical formulation on psychoanaly- 
tic lines of the problems presented by the patient. There is a 
tendency to neglect the more obvious factors in the understanding 
and the treatment of the patient. There is also a tendency to neglect 
the physical. In fact, Freud has written that a person does not 
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need medical training to practise psychoanalysis cessfully. This 
view is, of course, far from what we have been teaching and prac- 
tising in psychiatry as a branch of medicin 

Israel Strauss feels favorably inclined towards psychoanalysis, 
but adds this sting to the tail of his remarks 
of some of those who practise it.” 


more ] +4 
lOT¢ skeptical 


GROT TWEEN 2 AND 3 
In this group particularly, a large number of individuals did 
not wish to be quoted either by name or at all 


One important psychiatrist of the elderly group, who does not 
wish to be quoted by name, states, “Indeed I am quite sure that I 
stand somewhere between the 2nd and 3rd group). I cer- 
tainly can credit psychoanalysis with more than those in your third 
group. Probably my chief difficulty lies in its direct therapeutic 
use, particularly in the practice of psychiatry. As far as I am 
able to observe, while it gives one an insight into mechanisms, 
it signally fails to produce beneficial results.” 


Of this group, Gordon Holmes states, “I think you can place 
me in the third group, that is, I believe Freud has contributed to 
our understanding of the human mind, although I have never been 
convinced that many of his tenets are acceptable. I am also of the 
opinion that except in a small proportion of cases psychoanalysis 
has failed as a line of treatment, and that in the hands of uncritical 
enthusiasts and of those without adequate experience of clinical 
work it has often produced more harm than good.” 

Selecting Group 3 in preference to the others, Samuel D. Ingham 
states, “I think it is probably true that my own conception of the 
motivation of human behavior may on the whole be better than it 
would have been if Freud had not written the Scenario of Psy- 
choanalysis. I do feel that he has made important contributions 
to the understanding of human nature. I also feel that most of 
his would-be followers have been woefully misled. I am inclined, 
too, to think that enthusiasm in regard to a psychoanalytic view- 
point has tended to inhibit progress in psychology on the basis of a 
more strictly biological approach.” 
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Andrew H. Woods’ letter speaks for itself, “For your own in- 
terest I should say that the word psychoanalysis ought not be 
spelled with a capital P as if it were a new denomination or school 
of medicine. Taking all the florid literature produced by Freud, 
but added to enormously by his followers, perhaps it has to be 
considered as a new school of thought. I look upon the technique 
for re-discovering experiences that have emotional value, that is 
the technique of guided memory associations, as extremely valuable. 
It is, of course, nothing new, but has been organized into a much 
more useful form under Freud’s stimulation. The careful study 
of dream symbolism and the symbolism of psychoneurosis appears 
to me another contribution of great value. The idea of catharsis 
is to me nothing more than confession and has always been useful. 
I feel sure that many of the so-called cures through psychoanalysis 
are nothing more than relief gained through Christian Science and 
other dramatic performances by self-confident operators.” 


GROUP BETWEEN 3 AND 4. 


The following is an abstract of the letter of a very well known 
neurologist, who does not wish to be quoted by name, “I would 
say, offhand, that less than five per cent of the patients in my office 
were cases where the major causation of the condition was such 
as to include them in the Freudian group. By this I mean that the 
other ninety-five per cent of the cases were amenable to other 
forms of therapy, and the therapeutic results were to be obtained 
in a much shorter pefiod of time and with more lasting effect. Of 
the five per cent of the cases, these were treated, and very success- 
fully, with the Freudian technique. .... In reply to question four, I 
think that psychoanalysis has been the greatest block to the study 
and understanding of mental disease, and by this I mean insanity, 
that has happened since the time of Rush. All doctors in all insti- 
tutions for the care of the insane that I have been in touch with 
in the United States were so saturated with the Freudian concept 
that real investigation of mental diseases was almost entirely ex- 
cluded. There was some little work here and there but in an entirely 
unsympathetic atmosphere. . . . .”” He ends up by stating, “From 
the standpoint of the professional psychoanalyst, I, not having been 
psychoanalyzed, have no right to the above opinions, and they are, 
therefore, of little or no value.” 
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Since the above is a typical answer, I am not quoting further from 
the group standing between 3 and 4 


The outstanding personality in this group is Bernard Sachs. He 
underlines Group 4, to wit, he is of those who feel that Freud’s 


1 1 


work has, on the whole, hindered the progress of the understanding 


of the mental diseases and the neuroses and reject / ntirely. Ina 
footnote he states, “Strongly for No. 4 with a little concession 
as to the introduction of a few useful concepts.” Thus, he is willing 
to admit that Freud has indirectly and to a limited extent enriched 


human knowledge. 


AUTHOR’S PERSONAL OPINION 


I take it that the instigator of this questionnaire has a right to 


express himself more fully on the matter than any of his subjects, 
so that his “cultural compulsives,”’ which is a polite phrase for 
prejudices, may directly appear also find it somewhat difficult 
to confine mysc!f to the categories of classification. Roughly, I 


can state that I belong mainly in Group 3 with a flow towards 
Group 2 and an equal flow towards Group 4 

I am definitely of the opinion that Freud is a great man and 
entitled to be called one of the great men of his times. Greatness, 
I believe, does not reside in the truth or non-truth of what the great 
man believes, since the truth is an inaccessible ideal of human 
striving. The effect of Freud on his generation has been enormous 
and it is probably impossible for any contemporary to say whether 
that has been good or non-good, since these are viewed from the 


1 


standpoint of the individual’s trends, desires and wishes, being in 
the main subjective. 

The concrete values of Freud’s work seem to me to be as follows, 
and they are, in the main, indirect results of his work 

(1) Freud has been one of the men who has taken the obscenity 
‘to study its phenomena objectively. 
While he has had predecessors and co-workers, such as Kraftt- 
Ebing, Moll, Havelock Ellis and others, no one has been so ruthless 
as he in the approach to the matter. Homosexuality, autoeroticism, 


and the various manifestations of heterosexuality have been em- 


out of sex and made it possib! 
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phasized as authentic and competing directions of human sexuality 
and have been brought fully to the social consciousness by his work 
and, to a lesser extent, by his followers. 

(2) He has emphasized struggle within the personality more 
emphatically and more candidly than any predecessor or con- 
temporary. Inner struggle as such has been well recognized by the 
theologians, the philosophers, the psychiatrists, and is deeply im- 
bedded in the consciousness of the average man. Whether his 
analysis of the struggle is the correct one or not, even those who 
reject his point of view have had to pay more attention to the 
details of human life and to the concealed human difficulties be- 
cause of the pressure of his ideas and his work. Whether we agree 
or not as to the facts of his discovery, research into the human 
mind has been stimulated by his activities. In my opinion, this is 
an indirect result since I do not agree with the findings. All in all, 
therefore, this bold voyager into the realm of human attitudes and 
mental diseases has exercised a great influence directly useful in 
the opinion of his followers, indirectly of great value in the opin- 
ion of a humble psychiatrist who, nevertheless, rejects the authen- 
ticity of the phenomena described. 

This rejection includes Freud’s concept of the consciousness, 
of the censor, and of the sharp separation of unconscious processes 
from the conscious activities of the individual. I do not believe the 
unconscious is an organized personality or is a place where com- 
plexes, forgotten experiences, so to speak, roam around looking 
for chances to express themselves, by eluding the vigilant censor 
or the preconscious in neuroses, dreams, slips of the tongue or 
any of these phenomena. To me, the unconscious is the sum total 
of those drives, instincts and activities which the viscera would 
naturally bring into action. The social structure, through the fore- 
brain, tries to limit by injunctions of morality, fitness and decorum 
the activities, let us say, of the male genitalia ; but these organs and 
their linked-up glands and hormones do not often easily submit to 
culture, morality, decorum and fitness. The forbidden activities 
are called crime. The struggle between the visceral drives and the 
forebrain and society, which may be concealed or diverted, can 
easily be brought into consciousness and, in fact, is a component 
of the consciousness, whether acknowledged or not. 
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I could not bore a hole straight in the skull. I can even judge 
when a chemical problem has been attacked properly, although 
I am no chemist. The general criteria of science can be utilized 
by a non-psychoanalyst with validity in judging both the analytic 
idealogy and its results. 

And when one sees the analysts passing judgment on the quick 
and the dead with as complete assurance in the one case as in the 
other, one must come to the conclusion that a clinical psychoanalysis 
is largely superfluous. If one can speak as freely and as authorita- 
tively of Leonardo da Vinci and of Moses as of a little four-year- 
old boy subjected to an analysis, then surely it is not necessary 
to do an analysis at all in the technical sense. By extending them- 
selves too far, the psychoanalysts have proven quite clearly that 
their clinical technique is unnecessary. 

When one runs across such biological absurdities as that the 
child is the symbol of the lost penis, and then sees mother love 
operating with vigor throughout the whole animal scale and realizes 
that the lioness probably has no particular complexes due to the 
operation of the super-ego, one can only reject the interpretation 
of human mother love as given by Freud and his followers. : 
When one reads in Freud’s “Discontents of Civilization” that 
woman has become the guardian of the hearth-fire because she is 
anatomically so constituted that she cannot put out the fire with 
a stream of urine, one wonders why there has been any acceptance 
of such doctrines. 

And so on, and so on, and so on! 

An omission of serious type is conspicuous throughout the work 
of Freud and his followers. The present moment and the present 
situation are entirely neglected as practically having no etiologic 
bearing. So far as Freud and his followers are concerned, all causa- 
tion is entirely a matter of the very earliest period of life. The 
rest is of little significance. Moreover, one would never know from 
Freud that patients live in an economic world, have a struggle for 
existence ; that the society in which they live is clumsily adapted to 
their individual needs and, in fact, often maladapted to the human 
being and his mental health. The long lag between sexual maturity 
and the legitimate and proper satisfaction of the sexual impulses 
would seem to me of huge importance, and the other strains of 
mankind are given, practically speaking, no weight or importance 
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by him. he arduous preparation for life which we call 


las no weight so far as psychoanalvsis is con- 


education and which is often a crucifixion of all the natural de- 
sires of the child | 


cerned. .... The struggle to develop constant purposes in an 
organism which is built up around shifting polarities of expression 
and which is poorly designed for the coordinated life of civiliza- 
tion apparently has no importance Che strain of the com- 
petitive impulses and their effect on ego-evaluation, and this in- 
dependently of any sexual relationship whatsoever, receives a bow 
of acknowledgement but nothing more. In a word, the important 
strains of existence, the discrepancies between t biologic nature 
of man and the social nature, and that independently of any un- 
consciousness, or sex, or what you will of complexes, is passed 
lisdainfully 


over almost 

Psychoanalysis is reactionary. This sounds like ‘‘tu quoque” in 
a world where the psychoanalysts accuse the non-believers of just 
exactly this. Essentially analysis harks back to the ancient separa- 
tion of mind and body, even though analysts continually give lip 
homage to the relationship of mind and body. But this is only lip 
homage. Practically, it is considered bad form and poor psy- 
choanalysis if the patient with a neurosis under analysis gets 
sedatives for sleep, tonics for his appetite, exercises and physio- 
therapy to increase his muscular endurance and general sense 
of well-being. I do not know whether there is any ex cathedra 
prohibition of the care of the whole individual which is so impor- 
tant a part of present day medical belief, but in practice the psycho- 
analyst constantly operates as if the patient’s complexes existed in 
a sort of physiological vacuum; as if somehow the analysis would 


be injured, if side by side with it the hygiene of the individual was 


changed so as to improve his general health, and if the well estab- 
lished procedures by which the body is made more vigorous would 
contaminate the purity of the psychoanalytic procedures. This is 
true reactionism. It is against the attitude of modern scientific 
thought, which states that the separation of mind and body is an 
artifact harking back to primitive and theological thought. 


I state definitely that as a therapeutic system, psychoanalysis has 


failed to prove its worth. First of all, it has not conquered the 
field as is the case with any other successful therapeutic approach, 


as I have indicated in the first part of this paper. There is more 
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reason to extol in the case of the psychoses the pharmacological 
measures and the physiological stimulations than psychoanalysis. 
The neuroses are ‘‘cured”’ by Christian Science, osteopathy, chiro- 
practice, nux vomica and bromides, benzedrine sulfate, change of 
scene, a blow on the head, and psychoanalysis, which probably 
means that none of these has yet established its real worth in the 
matter, and surely that psychoanalysis is no specific. Moreover, 
since many neuroses are self-limited, anyone who spends two 
years with a patient gets credit for the operation of nature. 
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NITROGEN INHALATION THERAPY FOR 
SCHIZOPHRENIA. 


PRELIMINARY REPORT ON TECHNIQUE.* 


By F. A. D. ALEXANDER anp H. E. HIMWICH, 
Albany, N. Y. 


This investigation is the result of the cooperative effort of a 
large group. Dr. Basile Lipetz is the psychiatrist in charge of the 
patients and has followed their progress throughout the treatments. 
To Dr. S. J. Martin we are indebted for the electrocardiographic 
studies. We would also like to thank Mr. Joseph Fazekas and 
Drs. Harvey Slocum, Hubert Doudna, Benjamen Etsten and Philip 
Gleason for their valuable contributions in this investigation. 


RATIONALE AND ADVANTAGES. 


Newer treatments for schizophrenia have attracted much interest 
and attention during the past few years. Two methods of so-called 
“shock treatment,’ insulin? and metrazol* have proved to be of 
therapeutic value. Studies of the physiological changes occurring 
during these treatments have revealed that in both cases there 
results a marked decrease in cerebral metabolism. The diminished 
cerebral oxygen cotisumption,® decrease in frequency of cortical 
rhythm,* * and the appearance of neurological disturbances are 
all indicators of a depressed cerebral metabolism.® 

Despite the fact that both insulin and metrazol treatments are 
efficacious, objections to their use have been raised. The insulin 
treatment is time consuming (five hours per day, five days per 
week), demands constant nursing and medical care and the 
number of patients that can be so treated is therefore limited. To 
ensure the most satisfactory results with insulin the hypoglycemia 
may be maintained for five hours and this procedure entails the 


*From the departments of Anesthesia, Physiology and Pharmacology, 
Albany Medical College and Albany Hospital, Albany, New York. This 
work was supported in part by a grant from the Child Neurology Research 
(Friedsam Foundation) and partly by the Dazian Foundation. 
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risk of producing irreversible changes in the brain.” Further, a 
certain percentage of schizophrenic patients do not respond favor- 
ably to insulin shock therapy 

The value of metrazol has been seriously curtailed by the high 
incidence of fractures and dislocations resulting from the severe 
convulsions.*: ° The patients’ fear of this form of treatment also 
lessens its therapeutic value. Metrazol has the added disadvantage 
of being a “fixed dosage drug’”’ whose effects cannot be terminated 
at will but must run their course after injection 

If the beneficial effects of metrazol and insulin therapy are 
dependent upon diminished cerebral metabolism a method of pro- 
ducing such diminution, which could avoid the objections mentioned 
above, would seem a preferable procedure. To produce such an 
effect we have subjected patients with schizophrenia to short 
periods of anoxia produced by the inhalation of nitrogen.1° By 
this method the degree of cerebral anoxia can be controlled 
constantly and the treatment can be terminated instantly if untoward 
reactions should occur. The severe convulsions characterizing both 
metrazol and insulin treatments do not appear during the nitrogen 
therapy. There is no post-treatment confusion and in less than 
five minutes after cessation of the treatment the patients are able 
to walk about. No restraints are used. The patients are cooperative 
and have no fear of the treatment. The average duration of these 
treatments in our series has been about five minutes. To obtain 
and record data, we have usually maintained a group of four 
physicians or housemen to carry out the procedure. Patients have 
been treated frequently, however, with the attention of only one 
physician and one nurse. Several of our patients were ambulatory 


for a part of the period during which they received the therapy. 
It is a well-established fact that, as a result of progressive de- 
crease in cerebral metabolism, neurological signs indicating depres- 


sion and release of the various levels of the central nervous system 
make their appearance. With anoxia, as with hypoglycemia, the 
neurological signs indicate a depression first of the higher centers, 
cortex and cerebellum and subsequently of the lower centers, the 
basal ganglia and hypothalamus, then the mid-brain and finally the 
medulla becomes involved.** It has been established that for the 
optimum results from insulin treatment the hypoglycemia should 
be maintained until there is evidence of mid-brain release, namely, 


ze 
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torsion and extensor spasms.** The sequence of changes observed 
in the nitrogen therapy is the same as with insulin except that the 
duration of the changes is limited to seconds rather than hours. 
We have taken the same criteria for termination of the nitrogen 
treatment as are now accepted for insulin. Anoxemia beyond this 
point would involve the vital centers of the medulla and 1s 
emphatically warned against because it is not compatable with 
safety. 

The arterial blood oxygen saturation at the end of the convulsion 
in metrazol shock is usually about 40 per cent.’* The average 
saturation for nitrogen therapy is lower, about 20 per cent. 

Typical changes of oxygen content and hemoglobin saturation 
of the arterial blood during the nitrogen treatment are presented 
in Table I. 


TABLE I. 


EFFECT OF PROGRESSIVE ANOXIA ON HEMOGLOBIN SATURATION OF PATIENT 
RECEIVING NITROGEN INHALATION TREATMENT. 


Oxygen 
content vol. Oxygen Hemoglobin 
Condition. per cent. capacity. sat. per cent. 
Onset of unconsciousness............ 4.99 18.24 22 
Before termination with oxygen...... 2.46 18.24 13 
Resu 
XNESULTS. 


Since June, 1938, over 300 treatments have been administered 
to 13 patients at the Albany Hospital without serious complications. 
In five other hospitals the therapy has been administered over 
500 times. Table II represents an analysis of the clinical results 
in the series treated in Albany as supplied by Dr. Basile Lipetz 
from whose service the clinical material was obtained. 


APPARATUS. 


The apparatus is that ordinarily used in gaseous inhalation 
anesthesia. It consists of a tight fitting face mask, a canister of 
soda lime and five-liter breathing bag connected in series. To the 
face mask, through a small nipple oxygen or nitrogen is admitted. 
Nitrogen is supplied from a large tank of commercial gas. Oxygen 
is delivered from an ordinary gas machine capable of releasing a 
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rapid flow of the gas instantly. The lead tubes from the supplies 
of oxygen and nitrogen are connected by a Y piece, a few inches 
from the face mask. An exhalation valve at the end of the breath- 
ing bag permits the gases to spill over into the air. Fig. I repre- 
sents the apparatus unassembled and Fig. 2 as it is actually 
employed. 


METHOpD. 


The treatments are administered in a room close to the psy- 
chiatric wards. The patients walk to the room accompanied by a 
nurse. They are then assisted in climbing upon an ordinary treat- 
ment table with a regular full size pillow, covered with a sheet or 
blanket, and their shoes are removed. No mechanical restraints 
are used at any time. It is rarely necessary to restrain the patients 
manually and then only for a short period at the height of the 
anoxia. When the patient is made comfortable on the table, blood 
pressure and pulse readings are taken till they reach control levels. 
This is usually accomplished within a few minutes. 

Preceding the first treatment the method is explained to the 
patient before the mask is applied. It is a practice for the operator 
to reassure the patient as is done before inhalation anesthesia is 
induced. With the patient’s head turned slightly to the side the 
mask is applied with about five liters of oxygen running into it. 
The mask is then adjusted till there is a tight fit and no leak in 
or out of the mask about the face. When the breathing bag is full 
the oxygen is shut off at the gas machine so that its addition to the 
mask is discontinued. The tank valve on the nitrogen tank is 
then opened and the control valves adjusted until about six liters 
per minute of nitrogen are flowing into the mask. This rate is 
continued until the treatment is terminated. As the nitrogen flows 
into the apparatus it gradually increases in percentage in the 
mixture at the expense of oxygen. 

When the anoxia is sufficiently acute that it is desired to termi- 
nate the treatment, the nitrogen control valve is closed and oxygen 
admitted rapidly to the mixture. These maneuvers take less than 
three seconds and it is possible to terminate the treatment almost 
instantly. The physiological processes rapidly return to normal. 
The mask is usually removed from the patient’s face about one 
minute after oxygen is administered. The patient is asked how 
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he feels, is allowed to li etly for about three minutes and then 
permitted to step down from the table and walk back to the ward. 
It is advised that the ambulatory patients rest for at least one-half 
hour after the treatment before leaving the hi 


Treatments are given thrice weekly on alternate days at about 
1.30 p. m. and luncheon is with-held till treatment is finished. For 
our practical purposes this time is most convenient; for others a 
treatment before breakfast might be preferabl 


LANDMARKS N F INCREASING ANOXIA., 


While the signs of anoxia may vary slightly in individual patients 


from day to day, and betv different patients to a greater extent, 
they are usually constant. Fig. 3 represents a record of a typical 
treatment demonstrating the chronological order of onset of signs. 
CHANGI 

Shortly after the administration of nitrogen and preceding 
unconsciousness, there may be a transient period of restlessness 
during which the patient may move his hands, legs or head volun- 
tarily. The first neuro-muscular change observed is twitching 
about the face, usually at the corners of the mouth. This is 
followed quickly by clonic contractions of the muscles of the 


extremities. The period of clonic contractions lasts usually about 
20-30 seconds and may be followed by torsion extensor spasms, 


i 


tonic-tetanic spasms, and extensor spasms such as opisthotonos. 


When these muscular changes have appeared the bout is arbitrarily 
terminated. 

Consciousness is lost at about the time that neuro-muscular 
changes appear and is regained immediately when oxygen is intro- 
duced. The spasms relax and the patient assumes a normal supine 
position almost immediately. Frequently clonic contractions and 
twitchings about the face are observed transiently in the recovery 
period as the depressive effects of anoxia rapidly regress through 
the phylogenetic layers of the brain. There is no post-treatment 
soreness or stiffness and no neuro-muscular changes severe enough 
to injure or embarrass the patient even though he lay on a hard 
treatment table. It is not necessary to employ mouth gags to 
protect the lips and tongue. There is no post-treatment confusion. 
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RESPIRATORY CHANGES. 


Respiratory stimulation is the most consistent change observed 
during these treatments. It appears as the first sign of onsetting 
anoxia, usually just before the heart rate begins to increase. The 
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Fic. 3—Graphic record of circulatory changes during a typical treatment. 
Chronological order of appearance and duration of neuro-muscular signs 
designated at bottom of chart. At the height of the anoxia it was impossible 
to read the blood pressure because of mechanical reasons. Unconsciousness 
occurred at about the point where twitchings appear. 


change is usually first in rate and then in volume until the minute 
volume is greatly increased. After the beginning of the neuro- 
muscular changes respiration becomes arrhythmic though still 
augmented. At the height of the bout there may be considerable 
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observed a sinus arrhythmia at the time of the bradycardia. If it 
is present normally in the patient it is likely to be accentuated. 

Blood pressure changes are not as consistent as pulse changes 
and tend to vary considerably between different patients. About 
one or one and a half minutes after tachycardia begins, the systolic 
blood pressure begins to increase. Usually it increases progressively 
until the anoxia is acute and the neuro-muscular changes severe. 
During the height of the treatment it is often impossible to read 
the blood pressure because of the spasm of the muscles. Following 
administration of oxygen the systolic blood pressure usually con- 
tinues to rise. In some cases it rises abruptly to 200 mm. or over. 
After a short period it falls gradually to normal but lags behind 
the pulse rate. The systolic blood pressure is often highest at the 
time of the post-termination bradycardia. 

The diastolic blood pressure varies greatly among different 
patients. It may rise slightly, remain unchanged or fall markedly. 
It frequently begins to fall at about the time the systolic pressure 
begins to rise and may approach zero before the treatment is 
terminated, due perhaps to a relative aortic regurgitation. In such 
cases, however, the diastolic pressure returns to a normal level 
gradually (three minutes) after the treatment is ended. 

Electrocardiographic tracings (lead II) taken during the nitrogen 
treatment of schizophrenia revealed the following changes in order : 

1. Initial tachycardia of sinus origin. 

2. T-wave changes and occasional premature auricular systoles. 
3. Towards end of treatment (if anoxia severe enough) S-T 
deviations, sudden slowing of sinus pacemaker to normal rate and, 
in one case, bradycardia. Occasional premature ventricular 
extrasystoles. 


OTHER CHANGES. 


At the greatest depth of anoxia, wide dilatation of the pupils 
occurs with no reaction to light. Cyanosis develops usually after 
respiratory stimulation and tachycardia are in evidence. It ap- 
parently depends somewhat on the degree of respiratory obstruction 
and is most severe when respiratory obstruction is greatest and 
when the neuro-muscular activity is most intense. A normal color 
is regained almost immediately when oxygen is introduced. 
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There is always increased salivation at the height of the treat- 
ment, rarely increased mucous production. Urinary incontinence 
occurred eight times, six in the same pati 


Several technical complications may arise which are not of 
serious consequence but tend to interfere with the efficiency of the 
treatment. The soda lime in the canister should be always fresh 
and adequate. We believe that the freedom from a sensation of 
suffocation which the patients experience is due largely to an 
efficient absorption of the carbon dioxide from the exhaled air. 


There should be no obstruction to respiration from failure to 
have the bag well distended. Two of our patients occasionally 
took large inspirations which almost depleted the bag. Sudden 
obstruction to inspiration because of insufficient gas might cause 
the patient to become alarmed. It is absolutely necessary to obtain 
a tight fit of the face mask about the nose and mouth and maintain 
it. In excited patients constant care must be taken to keep the 
fit tight. A momentary lapse allows the mixture to be diluted with 
air and necessitates beginning the treatment ove 


The patient should be made as comfortable as possible before 
treatment is begun so that he is not distracted or disturbed. It 
should be insured that the mouth is free of gum, bridge work, food 
or other foreign material. 

The apparatus should be checked before each treatment to make 
sure that it works efficiently. An ample supply of oxygen is an 
absolute necessity. 

The most important essential for the management of complica- 
tions is the presence of an operator who is familiar with the use 
of gas equipment and who can recognize the signs of untoward 
reaction and the criteria for termination of the treatment. In our 
experience the persistence of respiratory effort even with the 
severe anoxemia is a comforting fact. In some cases we have 
merely removed the mask at the height of the anoxia to determine 
whether such would be a safe procedure in the event of an 
emergency. Though return to normal was slower than when pure 
oxygen was insufflated there was no evidence of danger. 
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NiTrous OXIDE. 


In an effort to ascertain whether nitrous oxide offered any 
advantage over nitrogen in this form of therapy, we have used it 
in an exactly comparable manner in 20 cases. Not only do the 
signs and symptoms differ quantitatively, if not qualitatively, but 
we feel that nitrous oxide is not satisfactory because of the post- 
treatment confusion and nausea which occur and because we have 
observed ominous electrocardiographic changes indicating serious 
cardiac arrhythmias when this agent has been employed. 


DISCUSSION. 


The dangers of producing irreversible changes in the brain by 
complicating anesthesia with acute anoxia are well known.'* 
This treatment is designed to produce a definite depression of 
cerebral metabolism and yet avoid irreversible changes. It has 
been shown that the older parts of the brain phylogenetically are 
more resistant to anoxia than the cortex and basal ganglia.’® It 
is further known that central nervous system cells are most likely 
to be irreparably damaged if anoxia is relatively prolonged.”’ It 
seems, therefore, that a very short period of acute anoxia will be 
most likely to produce desired therapeutic effects with the minimum 
of danger to the patient. If the criteria presented are adhered to 
and the depression of cerebral metabolism not carried to the 
vestibular nuclei so that the treatment is stopped when extensor 
spasms appear, danger of involvement of the vital medullary centers 
and unsuccessful resuscitation should be avoided. 

It must be emphasized that technical inability to protect against 
respiratory obstruction may plunge subacute anoxia into the acute 
stage involving the medulla. It is advised, therefore, that only 
those who have had experience in anesthesia perform these 
treatments. 

All patients should receive a thorough physical examination 
before the therapy is instituted. Pre-existing cardio-circulatory 
pathology should, at least for the present, preclude treatment. Mild 
upper respiratory infection is not a contra-indication to the therapy. 
In view of the known dangers of anoxia occurring during anes- 
thesia and the possibility of altering the signs it is felt that sedative 
medication in association with the treatment should be avoided. 
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PHYSIOLOGICAL STUDIES OF EXPERIMENTAL 
INSULIN AND METRAZOL SHOCK. 


II. VASCULAR AND RESPIRATORY RESPONSES DURING 
METRAZOL CONVULSIONS.* 


By D. W. LOUGHEED anp G. EDWARD HALL, 


Department of Medical Research, Banting Institute, University of Toronto. 
INTRODUCTION. 


The beneficial effects in the treatment of schizophrenia either 
by means of metrazol shock, with an associated hyperglycemia, 
or by insulin shock, with a coincident hypoglycemia, are well 
known. Although the percentage of so-called “cures” is somewhat 
lower now than it was even a year ago, the number of shock-treated 
patients who may be considered as having been benefited by such 
treatment represents a relatively large proportion of the schizo- 
phrenics. Even if these patients are improved sufficiently to allow 
them to leave hospital for a period of only six months to a year 
the institutional, state and provincial economy is greatly improved. 

From the results of the experiments reported in this paper, and 
in papers by other workers, it is apparent that metrazol shock 
produces a sequence of rather serious events. No violent convul- 
sions, of course, need occur in order to obtain similar beneficial 
effects in the patients treated by the insulin shock method. Un- 
fortunately, though, insulin shock is much more difficult to study 
experimentally than is metrazol shock because the action of insulin 
is slower and depends upon so many physiological factors. 

Although comparable experimental studies in connection with 
insulin shock have not been completed, it would appear that the 
physiological factors involved in these two types of shock therapy 
are not specificaily related. What then is the mechanism which 
results in the almost dramatic improvement shown by some of the 
schizophrenics consequent to shock treatment? Since no specific 
common or related factors in the two types of treatment have been 

* Aided in part by a grant from the Committee on Research in Dementia 
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recognized to date and if further work does not reveal such common 
agents then the beneficial results must be attributed to some psycho- 
logical influence. Perhaps when the results of our clinical investiga- 
tion (which involves some 50 different, simultaneous physiological 
and biochemical determina : cular intervals in insulin 
and metrazol-treated schizophrenics as well as in untreated schizo- 
phrenics under similar controlled conditions) are completed some 
common factors may be brought to light. Then, too, a better under- 
standing of the modus operandi of the treatments may lead to more 
rational types of therapy. 

The possibilities of an early solution of the schizophrenia prob- 
lem are obviously remote but not at all hopeless. Its ultimate dis- 
position, however, is going to continue to requit 


mental and clinical research from many different 


completely unrelated aspects. In an effort to f 


ilitate such work 


we feel that the periodical presentation of progress reports of the 


results of our experimental 


In 1938 workers from this laboratory presente 


report * on some experimental studies of insulin an 
which were carried out as part of a general 


schizophrenia. Several aspects of the work then 
progress have since been discontinued while oth 


nvestigation on 
report d in 


r aspects, the 


results of which will be reported in a series of papers, have received 
increased attention. 

Although a great deal of work has been reported on the pharma- 
cological action of metrazol (see review by Hildebrandt?) most 


of it has been done on anesthetized animals and 
of studying particular isolated actions. Few, if 
been made to study the effect of metrazol on the 


tized animal and to correlate the various physiol 
pny 


chemical changes which occur simultaneously 
convulsion period. 

The intravenous injection of metrazol, in eff 
doses, produces a typical series of physiological 


changes characteristically associat 


of the convulsion. These changes were studied tl 


tor the purpose 


ny attempts have 


tact, unanzsthe- 
gical and bio- 
throughout the 


ctive convulsive 


and biochemical 


d with the various specific stages 


i1roughout a total 


of 60 induced convulsions in a series of 45 normal conscious rabbits. 
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The purpose of this paper is to present the 
experiments. 


results of these 
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EXPERIMENTAL. 
A. STAGES OF CONVULSION. 


When an effective convulsive dose of metrazol (0.3-0.4 cc. per 
kilo of a 4 per cent solution, in normal saline) is injected intra- 
venously, as rapidly as possible, a latent period of about six seconds 
elapses before any changes are observed in the animal. Following 
the latent period the animal shows evidence of great excitement 
and quickly loses consciousness. This stage of excitement, lasting 
about 10 seconds, is followed by the tonic phase which is char- 
acterized by extreme spastic extensor rigidity lasting about 15 
seconds. The animal passes from this condition into a clonic stage 
characterized by synchronous running movements. The synchro- 
nous movements are later replaced by asynchronous running move- 
ments, at which time vigorous biting and chewing is observed. This 
combined clonic stage lasts from I-4 minutes and gradually gives 
way to a stage in which gross random movements predominate. 
This gross activity becomes weaker and after 2-3 minutes the 
animal appears to be in a stage of exhaustion. The stage of 
exhaustion is of indefinite duration but usually lasts about 20 
minutes. Recovery follows and the animal appears quite normal 
in from 30 minutes to one hour. 

These phases and their time relationships are indicated in 


Fig. &. 


B. SYSTEMIC BLOOD PRESSURE, RESPIRATION AND HEART-RATE, 


Under local anesthesia (I per cent novocaine) cannulz were 
inserted in the carotid artery and trachea for the purpose of 
recording kymographically the systemic blood pressure (B. P.) 
and respiration (Resp.), respectively. The blood pressure and 
respirations remained normal during the latent period of an induced 
convulsion. At the onset of the excitement phase the B. P. rose 
abruptly from the normal of about 120 mm. Hg. to 200 mm. or 
more and was maintained during this period (Fig. 1, b). A corre- 
spondingly great increase, both in rate and depth, of respiration 
occurred in the excitement stage (Fig. 1, d). At the beginning of 
the tonic phase the respirations ceased and complete apneea per- 
sisted until well into the clonic phase. At the same time the B. P. 
decreased slightly and was maintained at this lower level through- 
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out the tonic phase, only to increase again with the onset of the 
clonic stage. 

The heart-rate, recorded by mean neter, increased 
only after the B. P. had reached its maximum during the stage of 


excitement. (The probability is that this initial increase in heart- 


rate is a response to the release of adrenalin). The heart-rate 
remained rapid throughout the tonic and clonic phases (Fig. 1, c). 
Early in the clonic phase respirations began to reappear coinci- 
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dent with the second rise in B. P. which occurred at this stage. The 
respirations gradually increased in rate and depth until intense 
hypernoea had developed late in the clonic phase. Coincident with 
the reappearance of respiratory movements the elevated systemic 
B. P. began to decrease gradually, reaching a normal level early in 
the random phase. The decrease in B. P. persisted and 
subnormal later in the random 
again late in the recovery stage. 


became 
lase and only returned to normal 


The heart-rate returned to normal during the period of random 
movements. The respirations remained increased in rate and depth 
until the onset of recovery. 
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C. SPLANCHNIC VOLUME AND PULMONARY BLOOD PRESSURE. 


At the height of the B. P. rise during the tonic phase, blanching 
of the ears and cyanosis of the mucous membranes were noted. 
Since these conditions occurred simultaneously with the increase 
in B. P. it appeared that such an increase was due to peripheral 
vasoconstriction. It was considered possible that a compensatory 
accumulation of blood might have occurred in the splanchnic area 
or in the right heart and pulmonary bed. It was necessary then 
to determine the changes which occurred both in the pulmonary 
blood pressure and in the splanchnic volume. 

Under local anzsthesia a pulmonary cannula was inserted into 
the upper part of the right ventricle and directed well into the 
pulmonary artery. The pressure was recorded in mm. of Hg. 

Plethysmographic recordings were made of the volume of 
several loops of small intestine. Constriction or dilatation of the 
splanchnic vessels was thus reflected in a change in the recorded 
volume. 

Coincident with the sudden rise in systemic blood pressure and 
the appearance of peripheral vasoconstriction an equally sudden 
increase in splanchnic volume took place (Fig. 1, e). This increase 
was maintained until the systemic B. P. started to fall and then it, 
too, slowly decreased, returning to normal during the period of 
exhaustion. The splanchnic dilatation was also observed directly 
in the form of engorgement of the vessels and increased motility 
of the gut. 

The peripheral vasoconstriction and increased systemic blood 
pressure were reflected, not only in the dilatation of the splanchnic 
vessels but also in a tremendous increase in the pulmonary blood 
pressure. Since there was an increase in the splanchnic volume 
it was assumed that the increase in pulmonary B. P. was not the 
result of an increased venous return to the right heart. The peri- 
pheral vasoconstriction, of central origin, increasing the peripheral 
resistance, resulted in an increased systemic B. P. With the associ- 
ated increase in heart-rate it would be correspondingly more diffi- 
cult for the left heart to expel its contents adequately. This, in 
turn, would render it more difficult for the pulmonary arterial 
blood to enter the left heart and a subsequent increase in pulmonary 
B. P., as recorded from the pulmonary artery, would result. Thus 
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the increase in pulmonary B. P., as evidenced in the stage of 
excitement, may have been the result of mechanical factors in the 
cardiovascular system. On the other hand, there may have been 
an actual constriction of t pull sel ident with 
the peripheral vasoconstri 


In any event, the pulmonary B. P. increased suddenly during 
the excitement phase, decreased just as rapidly at the onset of the 
tonic phase only to rise again during the period of noea in the 


tonic phase. With the re-establishment of respirat irly in the 


clonic phase, the pulmonary B. P. decreased significantly and then 


slowly returned to normal during the period of random 1 en 


D. 

Since changes in cerebral circulation are not entirely dependent 
on changes in systemic circulation ( Wolf it is née ry to study 
the blood flow through th rain directly. Indirect methods of 


sit 
investigating the changes in cerebral blood flow, such as by record- 
ing the flow through the internal carotid artery by means of a 


thermostromuhr, are open t me criticism and almost invariably 
are influenced by the chai syst blood pressure and blood 
flow. The data obtained by this indirect method * | been re- 
interpreted and the experimental technique modit nd improved 
in an endeavor to obtain a true evaluation of the changes in cerebral 
blood flow as a result of insulin and metrazol treatment. Such a 
study, by direct means, is at present in progress and will be reported 
at a later time. 


E. INFLUENCE OF VAR ~ N M \ N\ IONS. 


1. Curare—tIn view of the great changes in systemic B. P., 
respirations, pulmonary B. P., etc., it was necessary to repeat the 
above observations in curarized rabbits in order to rule out the 
possibility that such effects were the result of extreme muscular 
activity during the convulsi 

In a series of five curarized rabbits, maintained under artificial 
respiration, systemic B. P., pulmonary B. P. and heart-rate records 
were obtained following the intravenous injection of a convulsive 
dose of metrazol. No convulsive movements were observed. (In 
a preliminary trial no convulsive movements were observed even 
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after the administration of five times the optimal convulsive dose 
of metrazol). 

As usual, the systemic B. P. increased after the ordinary latent 
period. After some 30 minutes the B. P. had decreased slightly to 
about 180 mm. Hg. and at the end of about 45 minutes had 
returned to normal. At no time did the B. P. fall below normal 
as seen in the non-curarized rabbits. 

The heart-rate changes observed in these curarized animals were 
essentially the same as in the non-curarized ones. 

The pulmonary B. P. increased suddenly coincident with the 
rise in systemic b. P. but unlike the changes observed in the non- 
curarized animals this increase was not as marked and was main- 
tained for a period of about 15 minutes. This might possibly be 
accounted for by the absence of any period of apnoea, since artificial 
respiration was of necessity used throughout the experiments. 

In general, then, it may be stated that the cardiovascular changes 
observed during an ordinary metrazol convulsion were not the 
result of the great muscular activity which is a feature of the 
convulsion. 


> 


2. Atropine—It was found that the minimal lethal dose of 
metrazol was not greatly in excess of the optimal convulsive dose. 
In atropinized animals (0.2 mg. atropine per kilo) it was possible 
to inject as much as four or five times the optimal amount without 
fatal results. Typical convulsions, however, were produced by 
the injection of even the normal convulsive dose. 

The systemic B. P. increased suddenly in the stage of excitement 
but was less marked than in non-atropinized rabbits. This increase 
was maintained for some 30 minutes, while in non-atropinized 
animals the increase lasted only about four minutes. Actually the 
systemic B. P. changes were quite similar to those observed in the 
curarized animals. 

The heart-rate showed changes more marked than those in non- 
atropinized animals. A pronounced tachycardia commenced during 
the excitement phase and continued well into the random period, 
after which time the rate slowly returned to normal. 

The changes in respiration were similar to those seen in the 
normal rabbits both in their character and in their time-relation 
with the convulsive phases. 
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Pulmonary B. P. changes were not nearly as marked as in the 
non-atropinized series. 


3. Nicotine.—Nicotine solution, I: 1000, was injected in small, 
single doses into a series rabbits until no further increase in 
B. P. was produced by subsequent injectiot \t this time a con- 
vulsive dose of metrazol was administered. The resulting convul- 
sions were typical in every respect he physiological and _ bio- 
chemical changes associat with tl rious pl ; of the con- 
vulsions were essentially mi those observed in animals 
which had not been subjected to pt us nicotine inject 

4. Barium Chloride \ f the pi us experiments were 
pertormed on animals with normal pressure and with 
normally reactive vascular systen It was deemed advisable to 
study the effects of metrazol shock in a series of animals in which 
a vasoconstriction, wit! resulting increase in systemic blood 
pressure, had been produced prior to the injection of metrazol. 
This condition was obtained by the intravenous injection of barium 
chloride (10-12 mg.). When the B. P. had 1 e constant at 
about 150 mm. Hg., metrazol in tl ual cot ive dose was 
injected. Typical clinical phases of the nvulsion were observed. 
The B. P. did not reach the levels seet rabbits which had not 
received the barium chloride, increasing only 1 So mm. Hg. 

Changes in respiration were greater than in rabbits which had 
not received barium chloride. The period of apnoea was consider- 
ably shortened and there was a greater incr n the rate and 
depth of respiration. The pulmonary pressure changes, although 
of greater magnitude, w hose seen in 
animals without barium chloride. In a large percentage of experi- 


ments (70 per cent) acute pulmonary oedema supervened during 
the terminal random movements and the animal died suddenly. 

5. Adrenalin.—The synergism of adrenalin and metrazol was 
studied in a series of five normal conscious rabbits. An intravenous 
injection of adrenalin (0.5 cc., I: 10,000 solution) was followed 
Io seconds later by an injection of the usual effective convulsive 
doses of metrazol. The B. P. response to metrazol and adrenalin 
appeared to be additive since the systemic B. P. reached, on an 
average, 310 mm. Hg. The heart-rate increased shortly (6-8 


seconds) after the adrenalin was injected, became very rapid and 
irregular at the onset of the phase of metrazol excitement, and 
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remained that way until the systemic pressure had returned to 
normal. The pulmonary pressure showed a very rapid rise to 
60-70 mm. Hg. and remained high, then gradually fell to normal 
during the period of random movements. In this series of experi- 
ments four of the five rabbits died within five minutes of the 
injection of metrazol, from acute pulmonary cedema. 

The rapid development of pulmonary cedema following the 
administration of adrenalin and metrazol was similar to the type 
of pulmonary cedema seen in the barium chloride-metrazol treated 
rabbits. In the barium chloride-metrazol treated animals the 
systemic blood pressure increased only to 170-180 mm. Hg., much 
less than with metrazol alone, while the B. P. in the adrenalin- 
metrazol treated animals increased to over 300 mm. Hg. The 
pulmonary pressure changes in both these series were greater than 
in animals treated with metrazol alone. Since both barium chloride 
and adrenalin produce constriction of the pulmonary bed it seems 
reasonable to assume that the additive vasoconstrictor effect of 
metrazol is responsible for the development of the pulmonary 
cedema in these instances. This was further tested in a series of 
12 rabbits, to which varying amounts of adrenalin were given 
5-6 seconds prior to an injection of metrazol. 

It was first established that small quantities of adrenalin (0.2 cc. 
per kilo, 1: 10,000 solution) enhanced the effect of a normal con- 
vulsive dose of metrazol (0.3 cc. per kilo of a 4 per cent solution) 
to such an extent that all the animals died of pulmonary cedema. 
Convulsions and fatal pulmonary cedema were also produced by 
using sub-convulsive doses of metrazol (0.2 cc. per kilo) after 
adrenalin administration. With the same amount of adrenalin 
typical convulsions, without fatal pulmonary cedema, were produced 
with as little as 0.05 cc. metrazol per kilo (4 per cent solution). 
Death from pulmonary cedema also resulted from the administra- 
tion of 0.1 cc. of adrenalin (1: 10,000) per kilo, and 0.2 cc. per 
kilo of metrazol (4 per cent solution). 

This synergism between adrenalin and metrazol, which is very 
apparent in the rabbit, may or may not be observed in other species 
of animals. If such a condition is found to exist in the cat, dog, 
etc., it should be realized that this same type of synergism might 
also occur in human cases with elevated blood pressures or in 
individuals in whom the release of excess adrenalin might con- 
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ceivably take place. In such individuals metrazol shock therapy 
might be contraindicated. 


CHAN‘ N I 
Investigations of the changes occurring in blood CO, and O, 
were undertaken to test tl vpothesis that cerebral anoxia might 


18 40P 

16 

15 

312 5 25, 
ad ' 
‘ll 
o 
© 10 20 
a ° 
3 9 a 

1h 

CARB 

7 IOXIDE 

6 1 

5 

IME IN MINUTES 
METRAZOL INJECTED 
Fic. 2.—Metrazol Convulsion. Changes in Blood Gas it Normal 
Conscious Rabl 


be the mechanism underlying the therapeutic effect of metrazol 
convulsions in schizophrenic patients. A blood-pressure cannula 
was inserted in one carotid artery. A “T” cannula was introduced 
into the opposite carotid artery, so that samples of the blood 
supplied to the brain might be obtained at various stages of the 
metrazol convulsion. Constant and typical changes in the blood 
CO, and O, were found to occur (Fig. 2). 

The CO, content of arterial blood decreased suddenly during 
the phase of excitement only to increase beyond normal during 


the period of apnoea in the tonic phase (Figs. 1 and 2). With the 
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re-establishment of respiration in the clonic phase (Fig. 1) the 
arterial blood CO, fell rapidly to very low levels (10-15 vol. per 
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Fic. 3—Composite Kymograph Record to Show Changes in Blood Pressure and 
Respiration During a Typical Metrazol Shock in a Normal Conscious Rabbit. 


cent). This hyperpneeic acapnia resulted from the interaction of 
two factors: (1) stimulation of the respiratory centre by the 
metrazol resulting in an increase in the rate and depth of respira- 
tion (Fig. 3) with a “blowing off” of CO,, and (2) the hypercarbia 
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and anoxia of the previous apnaeic period. The arterial CO 
reached its lowest level 15-20 minutes after the convulsion and 
returned to normal in approximately one hour (period of recovery, 
Fig. 1). 

The O, content of arterial blood increased almost alw Lys during 
the phase of excitement and was associated with the increased 
respiratory activity in this phase (Figs. 1 and 2). During the tonic 
phase of the convulsion the O, content fell to subnormal levels 
Since there was no respiratory activity during this phase cyan 
was evident in all instances. As respirations became re-established 
during the clonic phase of the convulsion the O, content of the 
arterial blood rose and with the development of hyperpnoea the O, 
continued to increase, reached a maximum of 16-18 
in about 10 minutes and gradually returned to normal after 
1-14 hours. 


The graphs showing the changes of the CO, and O, during a 
metrazol convulsion (Figs. 1 and 2) are almost perfect mirror 
images of each other. 


1 


Determinations of true blood glucose were made on 0.3 


arterial blood deproteinized by the method of Herbert and Bourne ‘ 
and using a modified Shafer-Hartman reagent (Harding and 


Downs 
Almost immediately after the injection of metrazol the blood 


glucose began to increase (Fig. 1) and reached its maximum value 
within a few minutes. This marked hyperglycemia 75-300 mg. 


per cent) persisted throughout the later phases of the convulsion 
and gradually decreased to normal levels in from one to two hours 
following the injection of the metrazol. 


DISCUSSION 


The results of the experiments reported in this paper amplify 
and in some respects modify those presented in our preliminary 
report.1. When the problem had been studied in more detail and 
from different aspects, the interpretation of two observations pre- 
viously reported has had to be changed. In one instance the diffi- 
culty of obtaining blood samples from the ear veins during the 
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tonic phase of the metrazol convulsion was taken as evidence of 
a tremendous fall in blood pressure, whereas it has now been found 
that that difficulty was due to a very marked peripheral vasocon- 
striction, which was attended by an increase in the systemic blood 
pressure. 

In the second, a misinterpretation in the earlier report may have 
occurred. Leibel and Hall * concluded that a marked decrease 
in cerebral blood flow occurred during insulin and metrazol shock. 
The blood flow, in their experiments, was recorded by means of 
thermostromuhrs placed around the carotid artery and the meningeal 
branch of the jugular vein. Although decreases in blood flow 
through those vessels were recorded, the influence of vasocon- 
striction of the peripheral branches of the carotid artery may have 
been sufficient to produce such a decrease independent of any 
changes in the blood flow through the brain substance. 

Thus the necessity of studying this problem from as many aspects 
as possible is apparent and the desirability of obtaining the results, 
not of isolated pharmacological actions but of many simultaneously 
recorded physiological and biochemical events has become increas- 
ingly evident. 

The difficulty of recording such events in the conscious animal 
is great. However, the difficulties of obtaining continuous record- 
ings of systemic and pulmonary blood pressures, respiration, heart- 
rate and gut volume, and at the same time securing samples of 
blood for blood sugar and gas analysis during an induced metrazol 
convulsion are obviously even greater. Such simultaneous observa- 
tions have been made, however, in a sufficiently large series of 
animals to give us an idea of what actually is happening during 
such a convulsion. 

Fig. I is a composite graph showing the various changes which 
occur during a typical metrazol convulsion in a normal conscious 
rabbit. From a study of this graph it will be seen that the physio- 
logical and biochemical changes are related, rather specifically, to 
the phases of the convulsion. 

No changes occur during the latent period but with the onset 
of the stage of excitement the systemic blood pressure increases 
abruptly and the respirations increase in rate and depth. This 
hypernoea is sufficient to “blow off’’ considerable CO,., which is 
reflected by a marked decrease in the blood COz, and to increase 
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oxygenation as indicated by the inet n bl O,. At the same 
time an increase in the splancl eous 
increase in pulmonary blood pressure tak« | increas 
in pulmonary blood pressure may be due t constriction of the 
pulmonary blood vessels o1 y be the result ry mechani 
cal factors or both. As tl ilmonary bl reaches its 
maximum the heart-rate increa ind only retu to normal 
towards the end of the W 
noted also that the splai 
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placed suddenly by a period my I ted with 


this condition is a ter 

pulmonary blood pressut he most pronou t of 4 

apnoea is to be seen in a g1 

significant decrease in the bl 
At the beginning of 

and within a short tim 


at 
These changes in the ne 
more in the level of the It wil 
be noticed also that after tl ctive ve 
ceased and the animal is i1 chnic 
volume, heart-rate and rmal 
while the systemic blood pt dec: to a rmal level. 
The hyperpnoea which Ter 
by normal breathing late i: time the 
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The hyperglycemia is maintain ases 
of the convulsion. electrical 
activity of the brain during typical trazol lsions will be 
described in a later pape: 

Certain conclusions of | ible clinical nce may be drawn 
from the observations made in the abo xperiments. Although 
there have been relatively few fatalities as a result of metrazo 
shock treatment the experimental results here recorded would 
suggest that this type of therapy should be used with some degree 
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The sustained increase in blood pressure might be disastrous in 
cases having aneurysms or areas of cerebral softening, from what- 
ever cause. Likewise, the subsequent fall in blood pressure might 
be of serious concern in patients with narrowed coronary arteries, 
in which cases a decrease in coronary artery blood flow might 
cause serious impairment of cardiac function. The tachycardia in 
some instances might lead to further cardiac irregularities. 

Cognizance should also be taken of the possibility of a synergistic 
action between metrazol and other drugs and also of the effect of 
metrazol in cases with moderate elevation of the blood pressure. 

Further, the studies of the changes in the electrical activity of 
the brain during such shock reveal that profound alterations occur 
within the central nervous system. We have not found any 
pathological changes in the brains of 12 rabbits which received 
some 30 daily injections of convulsive doses of metrazol. There 
is still the possibility that in man, and particularly in schizophrenics, 
pathological changes might occur as a result of metrazol convulsions. 


SUM MARY. 


Some of the physiological and biochemical changes character- 
istically associated with the various specific stages of the convul- 
sions produced by the intravenous injection of metrazol have been 
studied in unanesthetized rabbits. 

The changes in the heart-rate, systemic and pulmonary blood 
pressure, splanchnic volume, respiration and blood gases are of 
sudden onset and of marked degree. 

The severity of these changes is such that the possibility of a 
hazard being associated with the clinical use of metrazol must be 
borne in mind. 
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THE RESULTS OF SHOCK THERAPY IN THE TREAT- 
MENT OF AFFECTIVE DISORDERS.* 


By DAVID C. WILSON, M.D., 


University of Virginia, University, Va. 


The extension of shock therapy to the affective psychoses has 
been by no means as widespread as in the content disorders such 
as schizophrenia, paranoia and compulsion states. The reports by 
Steinburg and Nierenberg in the Elgin Papers and that of R. H. 
and G. A. Young and that of Friedman and Meduna in the Journal 
of American Medical Association for February II, 1939, are 
practically the only reports in the literature dealing with the treat- 
ment of these disorders. The fact that a large percentage of the 
patients so afflicted recover spontaneously creates the doubt of the 
justification for such severe treatment as jaws are dislocated, 
femurs broken, vertebre are crushed, and even death may occur 
following convulsions induced by metrazol. Nevertheless, the diffi- 
culty of handling the case of acute mania and the suffering of the 
patients with the depressed and mixed forms of manic-depressive 
psychoses would justify any procedure that would shorten the 
course of the disease. 

The first case of manic-depressive psychosis was treated with 
metrazol convulsions at the University of Virginia Hospital in 
September, 1937. The results obtained indicated that other persons 
so afflicted should be similarly treated. In October, 1938, 21 cases 
of the manic-depressive group so treated were reported. 

At the present time results of a follow up study on 37 cases 
diagnosed as with manic-depressive psychosis or involutional 
melancholia are reported. No case that has not been discharged 
from the hospital at least five months is included in the report. 

Metrazol shocks were found to have a marked effect on the 
symptoms of the affective psychoses. 

Often one or two convulsions produced an elation in a formerly 
depressed individual, or relieved a very agitated one to such an 


*Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, IIl., May 8-12, 1939. 
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extent that he could eat and sleep. This sudden and often miracu- 
lous change, on the other hand, would in some instances soon fade 
if the treatments were not continued, to be followed by all the 


original symptoms which might be exaggerated, making the result- 


ing state worse than that existing previous to the treatments. It 
was soon discovered also that this state of mild elation and well- 
being was sometimes upset by subsequent shocks ; also, it was found 
that patients often reached a state of partial improvement from 
which no amount of shock could lift them 

In treating the affective disorders (in distinction to the treatment 
of the schizophrenias) it is necessary to deal with an older group— 
a group in which the muscles and joints are less pliable and the 
cardiovascular system more likely to be diseased. Also, it was 
found that when a certain point was reached occupational therapy, 
hydrotherapy and psychotherapy offered more than further shocks. 
Therefore, it was decided that an optimum point could be reached, 
where metrazol injections could be stopped and the newborn ap- 
proach to the patient cultivated. Thus the body and brain of the 
patient might escape further strain, while the results would be 
even more gratifying. 

These facts led to the employment of a somewhat new technique 
in the handling of these disorders. First, a complete cardiovascular 
study was made in order to estimate the status of the heart, but 
especially of the peripheral vessels. Then, if there were no other 
contra-indications, shocks were given every other day for a week. 
Following this, if there was improvement, two or three days were 
allowed to elapse while the patient’s amnesia and post-metrazol 
confusion disappeared, allowing an estimate of symptomatic results 
to be made. Then, if deemed necessary two or three more shocks 
were given and, again, a rest period allowed. During these short 
periods of observation the patient was sent out, made to exercise 
and to mingle with others as in normal life. By feeling along in 
this manner, advantage could be taken of each forward step, so that 
it was seldom necessary to give over eight or 10 convulsions to 
produce the desired result. The treatment ends when the patient 
has reached a state of well-being, with insight and freedom from 
former agitation, or if it is found after 15 convulsions that there 
is no improvement. Only nine of the cases reported had as many 
as 10 convulsions. 
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[his method has several disadvantages. The longer interval 
between treatments allows the patient to dread convulsions more. 
Yet, it is possible that this very dread aids in the therapy. The 
pauses allow the patients to appreciate their back pains and other 
aches, but this tends to shift their attention from their former pre- 
occupations, permitting the doctor, through therapy, to get in better 
touch with the patient. Most cases show improvement after a few 
successful treatments. The results presented must be considered 
from the point of view of the general hospital and not one especially 
adapted to treating the mentally sick, as all of these patients were in 
the public wards or in private rooms of a general hospital which 
has no psychiatric ward. 


TABLE I. 
At discharge. 
Results. No. ~ Per cent. 


In Table I the condition of the patients at discharge is presented. 
The results are given as greatly improved, improved, slightly 
improved and unimproved. These terms are vague, connoting 
diverse meanings, but seem to us better than remission, partial 
remission, etc. Seventeen of the 37 were considered greatly im- 
proved or in complete remission; 12 were thought definitely 
improved ; four were slightly improved and four unimproved. If 
percentages are used it is found that 46 per cent were considered 
greatly improved; 32 per cent improved and 11 per cent slightly 
improved, making a grand total of 89 per cent improved. This 
result seems unduly high, yet convulsions certainly have a profound 
effect on the affective symptoms in practically every case that sub- 
mits to more than two convulsions. On the other hand, it is also 
true that what is sometimes interpreted as improvement may be 
only a change in the picture. 

Table I] gives a somewhat different picture. This shows the 
results collected after at least five months have passed. Fifteen 
cases are still greatly improved and, except for an occasional back 
pain, are apparently well. Nine are improved, but, although able 
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Table III shows the results obtained in the cases with involu- 
tional melancholia. The age of the patients varied from 39 to 62. 
There were five men and 14 women; the average duration of illness 
before treatment was 13 months. The number of shocks varied 
from three to 25, but the average number was eight. The results at 
time of discharge indicate that nine, or 48 per cent, were greatly 
improved; four, or 21 per cent, were definitely improved; three, 
or 15 per cent, slightly improved, and three, or 15 per cent, showed 
no improvement. After a follow-up of at least six months it was 
found, however, that 14 of the 19 were doing their work and going 
about socially, one was socially adjusted but had not returned to 
her profession as a school teacher, while four were unimproved or 


TABLE III. 
INVOLUTIONAL MELANCHOLIA. 


Age varied from 39 to 62—average 49. 
Duration of disease before treatment 1 to 24 months—average 13 months. 
Number of convulsions varied from 3 to 25—average 8. 


Results. At discharge. At follow up. 
No. Per cent. No. Per cent. 
Greatly improved ........ 9 48 14 78 
4 21 I 
Slightly improved ........ 3 15 


Relapse ....... 


w 
un 


4 21 


worse. Among 15 -holding their improvement for at least six 
months, six still have pains in the back, which, however, apparently 
do not cause them great concern. Thus it appears that the affective 
disorder in 15 of the 19 patients, or in 78 per cent, had been greatly 
meliorated and, although approximately half of these still have 
body pains caused at least in part by the treatment, the patients 
themselves and the patients’ activities establish the treatment as 
a success. 

In the manic-depressive group there were three with the manic 
and eight with a depressive reaction. The follow-up shows that 
five of the 11 are still improved, while the remainder have had a 
relapse, usually returning to a depressed state. There is, then, only 
45 per cent improvement in this group at the end of six months, 
a rate of improvement that might have occurred without treatment. 
However, shock therapy does enable one to handle a patient in 
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CONCLUSIONS. 


A follow-up study six months after discharge from the hospital 
of 37 patients who had shown affective disorders shows 41 per 
cent as greatly improved and 76 per cent definitely improved. Of 
19 cases diagnosed involutional melancholia, 15, or 78 per cent, 
have been able to make a social and business adjustment. More- 
over, this study has shown that metrazol convulsions given with 
care can be used in patients in the fifth decade of life. We found 
also that a few convulsions when used in connection with other 
forms of therapy may produce satisfactory results in patients 
suffering from the mixed forms of depression, especially with the 
agitated depression accompanying the period of involution. 
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A COMPARATIVE STUDY OF HYPOGLYCEMIC 
SHOCK TREATMENT AND CONTROL OB- 
SERVATION IN SCHIZOPHRENIA.* 

By J. NOTRAN, M.D. C. NILES, M.D, J. DENATALE. M: 
anp G. WITTMAN, M.D., 


Hudson River State Hospital, Poughkeepsie, N. Y. 


The purpose of this communication is to report the results of a 
comparative study of hypoglycemic shock treatment and control 
observation in schizophrenia. So far we have failed to find reports 
dealing with control investigations. 

In choosing patients for treatment or control observation at- 
tempts were made to match the material according to sex, age and 
duration of psychosis. No definite limits were set for the duration 
of psychosis in order to compare the results in various duration 
groups. The technique was carried out along the lines given by 
Sakel. The control patients were given intra-muscular injections 
of physiologic salt solution at the same time when the treated 
patients were receiving insulin. They were kept in bed during the 
morning hours on the same ward where the treatment was 
carried out. 

This report is based on the results of treatment of 100 patients, 
50 men and 50 women and on the results of observation of 69 
control cases, 36 men and 33 women, and of 15 other patients, 
eight men and seven women, who improved spontaneously while 
undergoing the various preliminary tests and examinations. The 
reason for the larger number of the treated patients is the fact that 
some of the unimproved control cases were later submitted to a 
course of treatment. The patients were followed up eight months 
to two years after termination of treatment or control observation. 


GENERAL SURVEY OF RESULTS OF TREATMENT AND 
CONTROL OBSERVATION. 
Of the 100 treated patients 36 (36 per cent) showed various 
degrees of improvement while 61 (61 per cent) remained unim- 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Ill., May 8-12, 1939. 
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months’ duration and nine patients had a psychosis of over 18 
months’ duration. 

Of the five relapsed control patients one had a psychosis of less 
than six months, two from 6 to 18 months and two over 18 months’ 
duration. 

\mong the eight relapsed combined control and spontaneously 
improved patients three had a psychosis of less than six months, 
two between 6 and 18 months and three over 18 months’ duration. 
These figures show a greater occurrence of relapses among patients 
with longer duration of psychosis. 


TABLE 3. 
RELAPSES IN RELATION TO DURATION OF PSYCHOSIS. 


Controls and 
spontaneously 


Treated Controls. improved. 
Less than 6 months........... 2 I 3 
6 tO 16) MORES... 6 2 2 
16 < 9 2 3 
17 5 8 


DURATION OF REMISSIONS IN RELATION TO DURATION 
oF PsycHosIs. 

Of the two relapsed treated patients with a psychosis of less 
than six months’ duration one remained in the community about 
11 months and the other less than six months (Table 4). Among 
the six relapsed treated patients with a psychosis of from 6 to 18 
months one remained outside 11 months, another nine months, two 
seven months and two less than six months. Of the nine relapsed 
treated patients with psychosis of over 18 months two remained 
in the community about I1 months, one nine months, two seven 
months and four less than six months. 

Among the three relapsed control and spontaneously improved 
patients with psychosis of less than six months one remained out- 
side nine months and two others less than six months. Of the two 
patients with psychosis of between 6 and 18 months one remained 
in the community about I1 months and the other seven months. 
Of the three patients with psychosis over 18 months’ duration one 
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remained in the community II months, one nine months and one 
less than six months. 


There are 18 treated patients stil the community (Table 5). 
Of four patients with a psychosis of less than six months three 
have been out of the hospital for periods ranging from a year to 
two years and the fourth 1 nths. Among 10 patients with a psy- 
chosis of 6 to 18 months’ duratio1 en have been out for periods 
of a year to two years and three for periods ranging from 8 to 10 

Ri \ 
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6 66 £6 O 2 


RELAPSES OF CONTROL AND S AN [2 » Pa 


Duration of 
psychosis. 


Less than 6 mos...... 0 

Oo 

Over 16 0 I 


months. Of four patients with psychosis of over 18 months’ 
duration one has been out 1 months, another seven months and 
two less than six months 

Among 20 still improved control and spontaneously improved 
patients 10 had a psychosis of less than six months. Eight of them 
have been out of the hospital for periods ranging between a year 
and two years, one II months and one less than six months. Four 
patients with a psychosis between 6 and 18 mont 


have been out 
for periods of a year to two years. Of six patients with psychosis 
of over 18 months’ duration two have been in the community from 
a year to two years, one I1 months, one nine months, one seven 
and one less than six months. 
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Considering these figures it can be stated that both the treated 
and control patients with shorter duration of psychosis have the 
longest remissions as measured by their residence outside of the 
hospital. 


TABLE 5. 
TREATED PATIENTS STILL IN COMMUNITY. 
Duration of remission. 
Duration of I yr. to 10 mos. to S mos. to 6 mos. to Less than 
psychosis. 2 yrs. 12 mos 10 mos. 8 mos 6 mos. 
Less than 6 mos...... 3 I O 0 0 
620 16> ccc 7 3 
I I 2 
10 I 4 I 2 


CONTROL AND SPONTANEOUSLY IMPROVED PATIENTS STILL IN COMMUNITY. 


Duration of D 


ration of remission. 
Less than 6 mos...... 8 I re) oO I 
£6 2 I I I I 
2 I I 2 


SUMMARY OF CONCLUSIONS. 


A group of 100 patients of the predominantly chronic type of 
schizophrenia, equally divided by sex, underwent a course of hypo- 
glycemic shock treatment while 69 patients—36 men and 33 
women—were observed as controls. Fifteen other patients, eight 
men and seven women have improved spontaneously while in 
preparation for treatment. The report is based on the state of the 
patients eight months to two years after termination of treatment 
or control observation. 

Various degrees of improvement took place in 36 per cent of 
the treated patients, a lower percentage than generally reported. 

The percentage of improvement in the control group was 21.7. 

The percentage of improvement in the combined control and 
spontaneously improved 


group was 35.7 or about the same as in 


the treated group. 
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GLUCOSE AND INSULIN TOLERANCE: RELATION 
TO INSULIN SHOCK TREATMENT.* 
By MAURICE KAPLAN, M.D., ann A. A. LOW, M.D., Cuicaco, Itt. 


INTRODUCTION. 


[he present paper purports to study: (1) the carbohydrate 
metabolism in psychotic patients as reflected in the glucose and 
insulin tolerance tests; (2) possible correlations between the re- 
sults of these tests and various aspects of insulin therapy, specifi- 
cally the coma dose, the pre-coma length and the blood sugar 
during treatment. 

Twenty-six patients were used for the first part of this study. 
Twenty-three of the cases were classified as dementia precox and 
three as manic-depressive psychoses. Each patient was given an 
insulin tolerance and glucose tolerance test on different days. Ten 
of the patients with dementia przcox were then given insulin shock 
therapy. Most of the remaining patients also received insulin 
therapy, but since this was preceded by other treatments, such as 
metrazol or fever, they were not included in the second part of 
this study. 

Various authors have estimated the amount of sugar in the blood 
during fasting and at one-half, one, two and three hours after the 
administration of sugar. Curves have been analyzed with respect 
to the successive rise and fall of the glucose values and the length 
of time required for a return to the fasting level. Pollock and 
Boshes? quoted Mosenthal’s classification of curves as normal 
when the rise was between 120 and 160 mg., high when the rise 
was a peak of 160 mg., prolonged when the curve failed to drop 
below 120 mg. at the end of the second hour, high prolonged when 
the curve rose above 160 mg. and failed to return to 120 mg. at 
the end of the second hour, and low when the curve did not rise 
above 120 mg. The consensus of opinion, they said, is that a 


normal curve is one that starts at a fasting level below 120 mg., 


* From the Psychiatric Institute University of Illinois College of Medicine, 
Dr. H. Douglas Singer, Director. 
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In four of the nine cases the blood sugar was still above 120 mg. 
at the end of the third hour. Of the remaining nine cases, in which 
the blood sugar rose to between 120 and 160 mg., six showed a 
decline to below 120 mg. by the second hour, two reached this level 
by the third hour, and in one case the curve was still rising at the 
third hour. The average curve for all the cases showed a rise to 
151.6 mg. at the first hour, with a return to below 120 mg. at the 
third hour. 

[It is apparent that in this series of cases there is a preponderance 
of abnormal curves, only six falling within the normal range. The 
largest number of curves were high, with the high prolonged 
variety predominating. 


INSULIN TOLERANCE TEST. 


Few studies of the insulin tolerance test in the psychoses have 
been reported. To my knowledge, the insulin tolerance test has 
not been studied in the ‘‘functional’’ psychoses. However, sufficient 
work has been done with normal subjects to permit the assumption 
of a norm in response. The insulin was injected subcutaneously, 
intravenously or intramuscularly. It was given in varying amounts, 
both irrespective of and proportional to the body weight. 

McCormick, MacLeod, Noble and O’Brien, as quoted by Pollock 
and Boshes,' found that the extent of reduction of the sugar content 
does not follow the dose per kilogram or correspond to the actual 
level of the blood sugar before the injection. Neither does the 
mode of injection, intramuscular or intravenous, make any signifi- 
cant change in the steepness of the curve. Bodansky and Simpson,* 
using the intravenous route, found that the lowest level of blood 
sugar occurred about 18 minutes after the injection. The original 
level was regained within 75 minutes. The fall was twice as great 
in under-nourished subjects as in obese persons. Sendrail * found 
in 16 normal persons that the drop in blood sugar averaged 24 mg. 
and that the return to the fasting level occurred within an average 
of 65 minutes and not, once with an interval of over go minutes. 
Meyerthaler and Kleineidam'° injected 7 units of insulin intra- 
venously in normal subjects and found that the blood sugar fell 
to the lowest point in 19 minutes but returned to the original level 
after 60 minutes. 
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TABLE 1. 


COMPARISON OF MAXIMAL VALUES IN THE GLUCOSE AND INSULIN 
TOLERANCE TESTS. 


Glucose tolerance. 


Insulin tolerance. 
Maximum 


rise Return to Maximum Return to 
in B. S., normal fall fasting 
P I mgm Hours. level. in B. S. Hours. level. 
ak! eee 112.7 I Third Hour 63.6 3 
I Second hour 47.4 4 
137.6 66.0 I 3 
36.1 4 Low curve 45.6 I 
SS Career 49.4 4 Low curve 18.0 4 2 
2 eee 36.8 2 Low curve 54.8 I 
Se res 41.3 I Second hour 37.4 3 
et rere 87.3 A Third hour 35.5 2 
| See 61.6 I Third hour 26.3 I 
III.O 4 Third hour 49.9 3 
eer 55.9 I Second hour 38.2 2 
tae 87.1 I Second hour 41.3 3 
36.4 2 Third hour 29.3 3 
Se ae 47.0 I Second hour 26.9 I 
123.4 2 Third hour 39.1 2 
138.5 4 First hour 29.3 I 
142.1 4 Second hour 12.5 2 
50.6 I Second hour 37.6 I 
eS Ae 41.6 I Second hour 55.4 2 3 
57.5 I Third hour 58.6 I 
| eee 33.8 2 Third hour 47.4 2 
76.0 | 44.0 2 


RELATION OF GLUCOSE AND INSULIN TOLERANCE 
TESTS TO THE AVERAGE Coma DOsE. 


Comparisons were made between the highest blood sugar value 
in the glucose tolerance test, the lowest blood sugar value in the 
insulin test and the average coma dose required in the 10 treated 
cases. That the number of cases is insufficient for valid inference 
is fully understood. 
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obtained only after the use of an average coma dose of 252 units. 
In another case in which the blood sugar in the glucose tolerance 
test reached 200 mg., an average dose of 86 units was sufficient to 
produce coma. In this case the dose was gradually reduced to 
70 units and coma was still produced. The same was true in regard 
to the insulin tolerance test. One case which reached a level of 
42.8 mg. in the insulin tolerance test required an average dose of 


TABLE 4. 
BLoop SuGAR LEvELS DurING HYPOGLYCEMIA: RELATIONSHIP TO 


PreE-CoMA LENGTH. 


Pre-coma 


length 
on day 
of blood 
4 hour examination. 
Fast- ist 2d 3d 4th after ——“—__—__, 
Patient ing hour. hour. hour. hour. glucose. Hours. Minutes. 
i re 47.3 31.9 19.0 18.0 40.6 3 13 
a, See 105.2 37.5 35.3 17.2 15.7 118.0 3 35 
A. D 95.8 20.3 24.0 21.0 31.5 92.1 2 50 
c. & 103.0 45.1 41.3 22.5 22.5 148.0 3 -g 
120.0 37.5 27.8 45.1 36.8 106.7 40 
Pees 71.5 33.8 20.3 24.8 27.0 62.4 2 30 
¥. 2 82.7 47.3 24.0 24.8 16.5 97.7 3 5 
80.1 21.8 21.8 32.3 20.3 96.2 4 40 
05.4 65.4 61.6 37.8 15.0 2 54 
| ee 92.7 30.0 20.3 20.3 92.7 2 30 
Average ... 06.4 37.5 30.0 26.1 25.2 08.6 


272 units, while another that reached a level of only 60.3 required 
8g units. On the other hand, a case that reached a level of 52.6 mg. 
in the insulin tolerance test required only 32 units. 


THE RELATION OF THE BLOop SUGAR LEVEL 
TO THE ONSET OF COMA. 


Low content of blood sugar is apparently in itself not the sole 
factor in producing coma. According to Freudenberg," the earlier, 
the more rapid and the greater the fall in the actual blood sugar 
the earlier do the symptoms of hypoglycemia appear. In his pa- 
tients, coma began only when the blood sugar values had been 
below 30 mg. per cent for at least one hour and 20 minutes. From 
the results obtained in the 10 cases studied here (Table 4), 
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METRAZOL REACTION IN PATIENTS WITH 
ARTERIAL HYPOTENSION.* 


By ALEXANDRA ADLER, M.D., Boston, Mass., 
AND 
HOSEA W. McADOO, M.D., Arttncton, Mass. 


A 41-year-old female was admitted in April, 1938, to this sana- 
torium. Since 1933 she had been suffering from a paranoid schizo- 
phrenia with remissions and exacerbations. On admission her blood 
pressure was go systolic and 74 diastolic, pulse rate was 80, other- 
wise her physical condition was normal. During the following 
seven weeks she had 19 convulsions, produced by metrazol injec- 
tions, in amounts ranging from 3 cc. to 7 cc. By the end of the 
treatment she had made a satisfactory social recovery which has 
continued until now (four months). 

Each metrazol convulsion was followed by a reaction which we 
have not seen described in the literature, and which we ourselves 
have only encountered once before. After the usual tonic and clonic 
stages and after breathing had been resumed again, her skin became 
ashen in color. The pulse did not appear after relaxation from the 
convulsion. Then respiration ceased and the patient lay completely 
motionless and atonic. From the end of the convulsion a period 
of 20 to 73 seconds elapsed after which the patient ceased breath- 
ing. This period of apnea lasted from 19 to 25 seconds. In all 
instances artificial respiration was applied. During this whole time, 
that is from 40 to 105 seconds, the pulse was not palpable. Oc- 
casionally faint, irregular heart sounds could be heard. The carotid 
pulse could be perceived a few seconds before the radial. After her 
recovery from the collapse the blood pressure was usually a few 
points higher than before. During the entire treatment the systolic 
blood pressure ranged between 68 and 100. 

A second patient who showed the same reaction (lack of pulse 
and apnea) also had low blood pressures ranging from go to 118. 

Our material suggests strongly that the post-convulsive syndrome 
of cessation of pulse beat and respiration was caused by the poor 
vasomotor condition, as evidenced by the low blood pressures in 
our two cases. Although the picture is an alarming one, it is pos- 
sible to carry the treatment to completion. 


* From the Ring Sanatorium and Hospital and the Department of Neurol- 
ogy of the Harvard Medical School. 
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CASE OF SUBCLINICAL PELLAGRA—PSYCHOTIC 
TYPE—TREATED SUCCESSFULLY WITH 
CORAMINE (NICOTINIC ACID). 

By MAX H. WEINBERG, M.D., Pittssurcu, Pa. 


The recent advance in the treatment of pellagra with nicotinic 
acid may prove of great help in some hitherto obscure mental 
cases. Furthermore, the therapy, if successful, may help in estab- 
lishing the diagnosis. Recently the author had such an experience, 
which is thought worth while to report. 


Mrs. G. R., 58, housewife. Admitted to St. Francis Hospital Nov. 20, 
1938. 

On admission, the relatives stated that for the past month, the patient 
refused to eat, that she mumbled to herself and talked to imaginary people. 
She also became suspicious of every one around her and was very agitated. 
She expressed the fear that her friends and neighbors were going to harm 
her. 


The significant facts in the past medical history were that she had had 
serious stomach trouble 20 years before and that she was treated for a similar 
condition in another hospital a few months before. 

Her father died at the age of 58 with stomach trouble and nervousness. 

Physical examination revealed tortuous temporal and brachial arteries 
and a blowing systolic murmur at the apex which was transmitted to the 
aortic area. The blood pressure was 220/158, and there was marked trophic 
disturbance over both legs and feet. 

Neurologically, the patient presented a doubtful Babinski sign on the left, 
tremor of the hands and enlarged thyroid. Temperature never exceeded 100, 
and the pulse never was over I10. 

Blood chemistry and B.M.R. were essentially negative. The W.B.C. 
on 12/18/38, when the patient was very much disturbed, were 18,700. 

Mentally, the patient was confused, mumbling constantly, but could be 
veered back into a relevant conversation with the examiner, although this 
did not last very long. She harped on the fact that she is noisy, that “every- 
body knows it,” and that “all is lost,” and then started again to talk unin- 
telligently. The patient had definite visual and auditory hallucinations and 
mild persecutory delusions. She had some insight into her condition and 
feared that she was “crazy.” 

The condition became progressively worse. She perseverated in a manner 
which almost amounted to “word-salad” of the precox type. Later the per- 
severation became obsessive in character and fixed on but one Yiddish word 
“Katchke” (meaning duck). This word would be interspersed several 
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times in each senten¢ itient I re pronounced. 
Nourishment was absolutel 


On 12/20/38, about three weel fter adi ion, the patient was found 
in almost complete collapse. Coramine w rdered as a cardiac stimulant. 
Altogether she was given four ampules ral n three days. 

The results were dramat In 24 hours 1 patient showed remarkable 
improvement, and within about a week she was restored to normal. She took 
care of all her own needs and ate without supervision. She was discharged 
Jan. 7, 1930, fully recover 

The diagnosis of subcli: type of pellagra was n n retrospect as a 
result of the patient’s quick and dramatic response 1 ramine (diethyl- 
amide of nicotinic acid) 

SSLON 
The writer is frank to admit tl case puzzled him greatly, 


and that the diagnosis was not arrived at until the successful out- 


come following the administration of coramine, which was given 
as a cardiac stimulant when the patient was in utter collapse. The 
patient’s recovery was as sudden as it was dramatic, and is believed 


1 


to be attributable to the use of the nicotini 

In retrospect it was not difficult to establish the diagnosis. The 
anorexia and the constant refusal of food caused a subclinical 
type of pellagra. At first the mental symptoms were rather mild; 
but as the condition progressed, she became more and more con- 
fused, refused nourishment altogether, and presented the pic- 
ture of apparent deterioration. On the day when coramine was 
resorted to, the patient was practically moribund 


1] 


Other writers who treated many cases of frank pellagra use 


wino tert nN 
OW S in desc! 


1 


practically the same g ing their successful 
therapeutic results with nicotinic acid. Smith, Ruffin and Smith’ 
say: “The results of this treatment were dramatic** ; and in their 
summary they state: ‘““A patient who had endemic pellagra with 
anorexia, dermatitis, sebaceous gland changes and dementia made 
a dramatic recovery after the administration of nicotinic acid in 
doses of 60 mg. daily for 12 days.” Spies? and his co-workers 
reported on 73 cases of pellagra and in addition on 199 cases with 
subclinical pellagra. In discussing their observations, they say: 
“Within the first 24 hours the picture of apathy and lassitude gave 
way to one of wide-awake interest.” 


| 
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As is usual with new remedies, the question of dosage becomes 
a bone of contention and this medication proves no exception. 
In the discussion that followed the presentation of his paper by 
Spies, the difference of opinion was rather marked regarding 
the amount of the medication to be used. Spies speaks of 500 mg. 
a day in divided doses, and coramine 4 to 20 cc. daily. On the 
other hand, Ruffin,’ in discussing Spies’ paper, says: “I have 
found that small doses of nicotinic acid (1.5 mg. per kilogram of 
body weight, from 70 to 100 mgm. daily) result in prompt 
recovery and are as affective as doses 10 times as large in the 
average case of acute pellagra.” Cleckley, Sydenstricker and 
Geeslin * generally used 100 to 150 mg. of nicotinic acid daily for 
only several days. The author used the smallest dose possible, 
only 12 cc. of the coramine in four days, and it proved sufficient 
to restore the patient to health. It would seem that the stand 
that Ruffin takes, namely that small doses of nicotinic acid are 
just as effective as large doses, is correct, and should be followed. 
The dose can always be increased if smaller doses are found 
inadequate. 

Cleckley and his co-workers in what is the most recent article on 
the subject of nicotinic acid in atypical psychotic states point out 
that the acid can be used as a therapeutic test. After discussing 
the excellent results they obtained in Ig atypical psychotic cases, 
they say: “We have, however, been impressed by the dramatic 
improvement obtained in this series of cases and we are con- 
vinced that a therapeutic test with nicotinic acid is justifiable in 
cases of unexplained hebetude or unconsciousness.”” The writer 
can only add from his experience in this case that nicotinic acid 
may be used safely as a therapeutic test in such cases of obscure 
psychosis especially when one or more symptoms closely related 
to pellagra, such as anorexia, gastric disturbance, dermatitis, 
etc., are present. 


CONCLUSIONS. 


1. A case of atypical psychosis is presented. 


2. Diagnosis of subclinical type of pellagra—mental type—is 
made retrospectively after coramine (nicotinic acid) therapy re- 


sulted in a dramatic recovery. 


ed 

ind 

nt. 

ble 

| 

red 

sa 

yl- 

ly, 

it- 

en 

he 

ed 

he 

‘al 

d; 

ic- 

jas 

1S¢ 

ful 

ith 

de } 

in 
th 

= 


704 ( 


1. Smith, D. T. 


treated wi 


2055, Dec. 


2. Spies, T. D., 


and classical 


3. Cleckley, H 
acid in tl 


2107-2110, 


ORAM 


IN 

+} 

th 

i € 

\f 

res 

\f 


| Nov. 


sfully 
) 2054- 
I inical 
2 38 
Nicotinic 


e 


t 
t 
k 
a 
a 
ff 
V 
) 
O 
11 


RECONSTRUCTION DREAMS. 
By MAX LEVIN, M.D., BAttimore, Mp. 


This paper deals with those dreams in which a succession of 
events culminates, as if by a marvellous coincidence, in a stimulus 
coinciding with an external stimulus of like nature which wakes 
the sleeper. In a celebrated example a man dreamed he was taking 
part in the French Revolution; he was arrested, tried and sen- 
tenced to the guillotine ; he was then led to the scene of the execu- 
tion, his head was laid on the block, and he felt the impact of the 
knife on his neck, at precisely which moment he was wakened by 
a piece of plaster which dropped from the ceiling and struck him 
in the neck at the exact point struck by the knife in the dream. 

The following example is from my own experience. I dreamed 
I was watching a baseball game. I saw the pitcher “winding up” 
and saw the ball leave his hand and travel toward the batter. I 
then saw the batter swing his bat, and heard a loud report as bat 
met ball. Precisely at that moment I was wakened by a sharp 
report made when the window shade, because of a defective spring, 
flew up and struck the top of the sash. 

In this paper I shall propose an explanation of such dreams, 
which, as far as I know, have never been given a name. Later the 
reader will see why I speak of them as “reconstruction dreams.” 

Previous writers have paid little attention to reconstruction 
dreams, regarding them as curiosities of no very great significance. 
My purpose here is to show that, insignificant as they may be 
from the semeiological standpoint, they throw light on a most 
important problem in the physiology of the highest cerebral cen- 
ters. I shall try to show that certain views I have recently set 
forth on the pathogenesis of hallucinations—views derived from 
Hughlings Jackson’s theory of the nature of the physical basis 
of imagery—illuminate the mechanism of these otherwise hardly 
explicable dreams. 

Adopting Jackson’s terminology, I shall speak of vivid and faint 
images (a vivid image occurring when, for example, we see an 
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object, a faint image w merely talize that 
object). The expressior strate will be used to 
designate the pathways activated w we | ‘ image. 
For example, in the sp! \ } trate of the 
vivid image ‘brick’” r ted when we 
see a brick; the “‘subst: t or fers to 
those activated when w rel b lhe substrate 
of any given vivid image read all | f the nervous 
system, lowest as well as highest ra correspond- 
ing faint image is cont S t consists of 
that part of the vivid g i highest 
cerebral centers ( Jackson,’ \ I, pp. 69-70 

Consideration of the cont s to suggest 
that the hallucinati ag a pers asleep or psy- 
chotic, corresponds in « t ( faint 
image) he would have ent iestion he had 
been awake and sane. Ex ( Ss paper,’ 
of which the following ( ( llustrat MacCurdy,’ 
in his study of war neu r¢ the « s of soldiers 
at the front “have a purely war contet f which is, 
as a rule, the section of tl whi t s last been, 
or that section in which he have been su to most severe 
strain. The exact natur es wl ent in 
the dreams naturally \ with the type « g which the 
man has been engaged he « t bs at him, 
which explode at his fe about be | he is shot 
down in an aeroplane or shells uy Here we 
see with crystal clearness the relatior tweet | phantasy 
and nocturnal hallucinati The soldi uring Ly nks of 
the shells, etc. ; in his dreams he s the 

Why should the sleeper see wl uring the day he merely thinks 
of? The answez has been discussed in previous papers ® * * and 
here it will be stated only briefly Refe rring t J ick son’s VIEWS, 
cited in the last paragraph but one, we may say that when we have 
a vivid image there is activation of all levels of the nervous system, 
from lowest to highest. When, on the other hand, we have a faint 
image, activation is confined to the highest centers; at such a 
moment the highest centers are functioning independently of lower 
centers. Now one measure of the evolution of nervous center 
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is its ability to function independently of the rest of the nervous 
system. Thus an infant just learning to toddle is unable to walk 
save when he puts his mind to it. His lower “walking centers” 
are not well enough organized to be able to function automatically, 
but “require the assistance of” the highest centers. As the child 
grows older and more practiced, the walking centers become better 
and better organized until at last they can function without assis- 
tance from above; he now can walk even when his mind is on 
something else. To take the opposite kind of example, a two year 
old child lacks the ability to think silently ; the thoughts which pass 
through his mind are reflected in a continual chatter of words. 
Here it is the highest centers which are unable to function inde- 
pendently of Jower centers. In time the child reaches the point at 
which he can, when necessary, think without speaking. At this 
point there is almost complete independence of the highest centers 
(not entirely complete, because even in silent thought there are 
rudimentary movements of the larynx). To return to the problem 
of imagery, one of the characteristics of the adult is that he can 
have faint images with ease, 7. ¢., he is capable of representation. 
The child, by contrast, is capable of perception but relatively in- 
capable of representation. Thus in respect to imagery, as in respect 
to speech, we find that growth implies the evolution of the highest 
centers from a stage at which they can function only in associa- 
tion with lower centers to one at which they can, when necessary, 
function in isolation. When the highest centers have reached this 
advanced stage of evolution, they may, as in sleep and in the psy- 
choses, return to the more primitive stage. Hence a stimulus which, 
in the alert adult, would activate the substrate of a faint image (a 
substrate lying entirely within the confines of the highest cerebral 
centers) will, in the sleeper, activate the substrate of the correspond- 
ing vivid image (a substrate spread out over all levels of the ner- 
vous system). For example, a soldier in the trenches, constantly 
thinking of the dangers that beset him, visualizes the enemy ad- 
vancing with a bayonet ; in other words, the external situation con- 
stitutes a stimulus to the substrates of certain faint images, and 
these substrates are in a state of more or less constant excitation. 
When he falls asleep he continues to react to the situation; the 
substrates of those images continue to be stimulated, but now they 
can no longer function as the substrates of faint images (since 
46 
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the highest cerebral centers, reduced during sl t primitive 


condition, can no long tion i | entl r centers) : 
there is concomitant activation of | |, and what 
was during the day the substrate of a t now, during 
sleep, but the topmost 

Reconstruction dreams now be cht of 
the foregoing views. cel 
tain past events. For oO 


comes upon the body of a man wit r ll; there are 
footprints, a blunt blood-stained instrument ai ty wallet 


near the body, etc. S I ns and ol pictures to 


himself a succession of 


he “reconstructs” the cri het n | nd ries of 
images corresponding t e imagines 
them. These images at nt rather thar l: 1 letective 
visualizes the events of the crime, but es not n orde 


that he may have faint images, his highest rel nters must 
be in optimum condition. If they were red n suffici 
ently primitive, he wou 
if he were delirious at t ment ng uy the scene, he 
might see the events 


Let us see how this appl to my ow n earlier in 
this article. When I am awa the shar} k vil v shade 


may remind me of the report a baseball bat t s the ball. 
When so reminded, | will 
the pitcher winding up and delivering t ll, and tl tter swing- 
ing and meeting it (faint images). But when ] leep the same 
stimulus will activate 
images: I will see the pitcher throwing the ball the batter 
swinging his bat. 

How may one explain the ill reby the 


dream images seem to ant e t timulus \ hw s the 
sleeper? This questio1 of 

* Since the substrate of a \ image xtensive than that of a 
faint image, the occurren llu tio to a stimulus 
which under other circumst would elicit only a phantasy may be 
regarded as an example of mass reflex Elsewhere 4 [ have tried 
to show that the concept of t mass reflex is important for the highest 
cerebral centers no less than for | r center 
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time, raises a knotty problem in the physiology of the highest 
cerebral centers, to which a final answer is not yet possible. To 
restate the question: since the vivid images of the reconstruction 
dream are evoked simultaneously (being all evoked in a flash by 
the stimulus which wakes the sleeper), why do they seem to be 
experienced serially? As a partial answer, it may be said that 
(with unimportant exceptions) vivid images can be experienced 
in no other way. In this respect vivid and faint images differ. A 
series of faint images may be experienced simultaneously even 
though they belong in a succession ; in other words, events falling 
into a sequence may nevertheless, by a stretch of the imagination, 
be imagined simultaneously. An illustration of this was reported 
by the composer Mozart. Mozart used to compose his music entirely 
in his mind, and did not start to write a composition down until 
he had thought it out completely. Referring to his mental grasp of 
the composition, he said,* ““Nor do I hear in my imagination the 
parts (of the composition) successively, but I hear them, as it were, 
all together.” Obviously this is possible only with faint, and not 
with vivid images. One may think of two colors simultaneously, 
but one cannot see two colors occupying the same space at the same 
moment. Thus, besides visualizing this page solid white and visual- 
izing it solid black, one can, by an effort of the imagination, experi- 
ence both images more or less simultaneously, but it would be im- 
possible to see the page both solid white and solid black at the 
same moment. This difference between faint and vivid imagery 
is matched, in the sphere of motility, by a similar difference be- 
tween imagined and actual movement. One may, by an effort of 
the imagination, think of saying “John” and “Smith” simultane- 
ously, but actually to say them simultaneously is impossible. Or, 
to take a closer example, the steps of a dance may be imagined 
simultaneously, but executed only consecutively. 

In summary, then, the dreamer of a reconstruction dream may 
be compared with a detective who, stumbling upon the scene of a 
crime, “‘reconstructs” a succession of events that will account for 
the evidence that meets his eye. A stimulus, which incidentally 
wakes the sleeper, arouses in his mind a series of images, in the 
same way that a sharp loud noise may remind one of the impact of 
bat and ball and may make one think of a baseball scene. Were 
the sleeper awake at the moment in question, the images would be 
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faint (“representation”’ ! he 1 leep, tl must be vivid 
(‘perception nt n be « xp ri- 
enced consecutively | irises the 
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AMNESIA: A STATISTICAL STUDY.* 
By MARK KANZER, M.D., New York Ciry. 


Amnesia or “loss of memory” is frequently used as a term for 
a hysterical condition in which a person is unaware of his own 
identity. Each year numerous patients are brought to the psychi- 
atric division of Bellevue Hospital after wandering aimlessly 
around the streets and giving vague answers when questioned by 
the police. Examination discloses that neither their names nor 
addresses can be obtained from them. Many of these cases are 
ultimately diagnosed as senile dementia, alcoholism, schizophrenia 
or cerebral concussion ; others, however, are classified as hysterical 
reactions. 

Few statistical studies of hysterical amnesia are available, the 
most noteworthy perhaps being that of Abeles and Schilder.*’ A 
review of a large number of cases makes apparent certain trends 
which the present survey is intended to clarify. The material se- 
lected comprises 71 cases of hysterical amnesia admitted to the 
psychiatric division of Bellevue Hospital in 1937. Forty-one 
patients were male, thirty female ; the age distribution ranged from 
13 to 66 years; seven in the second decade, twenty-five in the 
third, twenty-four in the fourth, eleven in the fifth, three in the 
sixth and one in the seventh. 

A survey of the cases brings out features of resemblance which 
suggest that they readily fall into groups distinguished by certain 
common traits. One such group is that of the person “disappointed 
in love.”” Thus, nine of the 21 unmarried patients developed 
amnesia immediately after an unfortunate incident in love; seven 
of these were female, two male; all but one were 26 years of age 
or less. 

Case 1.—A 19-year-old girl walked up to a policeman and asked for help. 
She did not know her name or address and could give no information about 
herself. She seemed bewildered and could recall only that she had been 
walking for a long time and suddenly realized that she did not know who she 
was or where she was going. In the hospital her demeanor was tired and 
sad; she spoke little but responded to questions. Her memory began to re- 


*From the division of psychiatry, Bellevue Hospital, New York City, 
Dr. Karl M. Bowman, Director. 
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CasE 4.—A 32-year-old male stopped his automobile in traffic and told a 
policeman that he did not know who he was or where he lived. By the time 
he was brought to the hospital, he had completely recovered his memory. 
He had experienced several such episodes previously, each ushered in with 
a spell of dizziness. Eight months ago he had bitten his tongue in the course 
of a “seizure” of some type. 

In a considerable number of cases, the question of malingering 
was raised. Amnesic episodes which last for more than two or 
three days; the unaccountable disappearance of considerable sums 
of money; obvious reasons to fear returning home; these are 
factors which contribute to the suspicion of malingering. Married 
men constitute the majority of this group. 

ld man was brought to the hospital by a policeman 


ilessly on Broadway. He complained of a head- 


CASE 5.—A 20-year-« 


who found him wandering ai 


ache but could give no information about himself. Identifying papers were 


found and the family summoned. After a conversation with his wife and 


ther, he declared that their voices were familiar. Under hypnosis, he 
told of financial difficulties and quarrels with his wife. To appease her, he 
wrote a check but was not in a position to cash it. In the meantime, he tried 
to borrow money but failed in his last attempt on the day of admission to 


He then tore up the check and “lost his memory.” According 
tion from his wife, he had often lied to her in the past and had once 
mcealed for months the fact that he had lost his job, borrowing money 
from friends to bring home as his “salary.” On the day of the amnesic epi- 
sode, he left a note stating that he would not return until he had cashed the 
check. In an interview with the father, it was learned that the patient had 
similar “nervous breakdown” on a previous occasion. 


[he differential diagnosis between hysteria and malingering is 
always difficult ; the emotional problems and inadequacies of char- 
acter of the typical hysterical personality are commonly found in 
the supposed malingerer. Among our cases, the patient himself 
never conceded that he had feigned amnesia. The testimony of 
relatives is not conclusive; they are often sceptical of the amnesia 
but may be vindictive or interested in concealing the emotional 
problems of the patient and are themselves inclined to be on the 
defensive. 

A characteristic feature of hysterical amnesia is the apparent 
futility of the disorder. The patient solves none of his fundamental 
problems except perhaps to relieve immediate emotional tension 
or to gain the sympathy of harsh relatives. In this respect, amnesia 
may show a functional resemblance to fainting but is perhaps 
even more analogous to the plight of small children who have run 
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away from their parents an 
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Amnesia is necessarily 
patient is alone and away f1 hor \] 
occurs while he is walking 
ance: in New York, usually the subw 
tude of the patient repres 
object. The patient may say that he w: 
face and may even ask pe 
characteristic findings in 
the patient almost always 
almost invariably turns uy 
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less likely to be helpful than amytal, which is « seful in 
obtaining information as scer- 
taining details of his activities during l. Al- 
though the patient may have marks of identifi sses 
sion, even his name and address, these appear 1 ittle 
meaning for him. A woman will remar] ) [ have 
a wedding ring, I suppose I am married,” or “I hav by’s 
picture in my purse, I don’t know if it is my baby.” Sometimes 
memory returns when a relative arrives to identify the patient 
at other times the patient will show y but does 
not object to being discharged in the custody of gel 

The behavior of most patients on admission is depressed and 
agitated. They may repeat, “I want to go home, I want to go home,” 
or ask, ‘“‘Please tell me who I am?’’’ Some are very 1 indif- 
ferent; others are in a dazed condition. Most patients profess to 
remember nothing until a few hours previously they sud- 
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denly found themselves wandering about the street. Sometimes 
they have fragmentary recollections, couched in vague terms such 
as, ““I work near a park,” “I think I do outdoor work, my hands 
are rough.” They may recall their first names only. Loss of 
memory may be so complete that the patient cannot tell in which 
city he is and cannot give the name of the President of the United 
States. Others reveal superior intelligence and knowledge, solve 
algebraic equations and perform complicated tasks. Some patients 
have vague associations which have a bearing on events immedi- 
ately preceding the onset of amnesia. A girl (Case 1) whose 
amnesia followed a telephone conversation with her sweetheart, 
declared that she remembered “something about a telephone” and 
was visibly upset whenever she heard a bell ring in the wards. 
Chere are patients with an uneasy feeling, usually substantiated 
later, that they were “supposed to meet someone.” One girl could 
recall only “something about a river.” Actually she had been 
on the point of throwing herself into the river, then recoiled and 
became amnesic. Significant false recollections are reported, as 
when the mother of a newly born infant states that she has two 
children when actually there are three. Similarly, a married woman 
who finally recalls her identity may be able to give only her maiden 
name. 

CAsE 6.—A 25-year-old female was admitted in an agitated and depressed 
state. She said that she had been riding in the subway and “suddenly saw 
black,” felt a sharp pain in her head and could not recall where she was 
going. All that she could remember was that she had just returned from a 
trip to Porto Rico and was living in a downtown hotel. She made her way 
to the hotel and asked if she were registered there. When she found that 
she was not known in the hotel, she wandered off. Examination in the hospi- 
tal revealed that the patient knew her maiden name and all events until 1932, 
five years before, when she returned from Porto Rico and registered at the 
downtown hotel. Soon thereafter she met and married her husband. When 
her husband arrived at the hospital to take her home, she did not recognize 
him, but consented to leave with him, saying, “He must be my husband be- 
cause I heard him mention my brother’s name to you.” 

A patient will frequently describe his last recollection before the 
onset of amnesia in such terms as, “everything went blank, there 
was a fog before my eyes.” Two cases in our series had hysterical 
amaurosis. Similarly, a patient will describe his return of memory 
as “a fog lifting from me.” In several instances, it was reported 
that memory returned after a dream in which some person, perhaps 
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the mother, called the patient by nan \fter 1 has returned, 
the amnesia interval is oft forgotten but may be recalled with 
the aid of hypnosis or ; 

An important feature it r cases was tl uel f the 
complaint of headache. Reliable histories of recent head trauma 
were seldom obtained but illy a patient 1 the sug- 
gestion that he had b t er t head robbed. Such 
elaborations may expose the person to the sus] malingering 
but a similar tendency to ma tions, fre unfounded, 
was observed by Russell ring post-concussio1 n states. 
In connection with the { tions, it hasized 
that few of our patients cou e1 sexual or 


1. Seventy-one cast terical 1 are 1 wed; 41 
were male, 30 female ; the as istril n sl that +t cases 
occur in the third < 

2. Marital rifts and unt ite lov airs are the most fre- 
quently recurring factors | tor lism and 
financial difficulties also play portant rol rious cases 
present characteristic features wl re linked \ the specific 
underlying problems. 

3. Atypical cases of “hyster: ’ ofter ir to depend 
primarily on other than psychog tors, sucl pilepsy, head 
injuries, etc. 

4. The question of malingering cu typical 
features of the amnesic e] 

5. The frequency of headacl mphasized and the signifi- 
cance of this complaint for bsequent elabor nto false 
accusations is discussed. 


The author wishes to express | ppreciation to Dr. Karl M. 
Bowman for comments and suggestio1 ncernins preparation 
of this article. 
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THE LAURENCE-MOON-BIEDL SYNDROME. 
REPORT OF A CASE. 


By RUDOLPH G. NOVICK, M.D., JAcKsonvitte, ILt. 


Although the Laurence-Moon-Biedl syndrome was first de- 
scribed 73 years ago and a considerable literature about this sub- 
ject has appeared the world over, yet the etiology of this symp- 

] 


lex is still a debatable question and some writers even 
doubt the advisability of regarding this peculiar combination of 
signs as a clinical entity. This confusion may be cleared up as more 
and more cases are recorded and careful studies are made of the 
complete classical syndrome of obesity, genital dystrophy, retinitis 
pigmentosa, mental deficiency, polydactylism and familial occur- 
rence, and especially of the numerous variants of the true syndrome. 

Many interesting ideas have been suggested in an attempt to 
explain the etiology of this condition. Early students of the sub- 
ject considered a lesion of the pituitary gland responsible. The 
main objection to this theory was the absence in many cases of any 
evidence that could be interpreted as pointing to a lesion of this 
gland. Raab’s theory that a high and massive dorsum sellz led 
to a locking off of secretions from the pars intermedia with a 
resulting dysfunction of the hypothalamus has been discarded 
by the great majority of present writers because an abnormal 
sella is not present in all cases reported and because the latest 
studies of Wislocki and King? have disproven the theory of 
pituitary drainage into the hypothalamus. Biedl suggested that 
the syndrome is a familial form of adiposogenital dystrophy of 
cerebral rather than of pituitary origin and this idea is now gener- 
ally accepted. 

ln more recent times the tendency has been to explain the 
pathogenesis of this syndrome on the basis of an_ hereditary 
developmental defect. Ornsteen,? for embryologic reasons; at- 


1 Wislocki, J. B., and King, L. S.: The permeability of the hypophesis 
and hypothalamus to vital dyes. Am. J. Anat., 58: 421 (March 15) 1936. 

2 Ornsteen, A. K.: A contribution to the pathogenesis and heredity of 
the Laurence Moon Biedl syndrome. Report of three cases in one family. 
Am. J. M. Sc., 183: 256 (Feb.) 1932. 
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Following a normal, full-t t t rn January 

I, IOIO. The delivery was I l \ I S1S at 


birth. The early development rently not 
walked and talked at about t : 
school at the age of six 

reached the sixth grade the t that hooling 
would be useless. The pat } nt nt 
this institution. 

Prior to admission the pat cough 
in a mild form and no s s per 
formed in 1937. 

She was first admitted 1 tut ition 
at that time revealed a white 


female. Temperatu: 150/70. 
She was 27 years of 

to admission her weig on 
thyroid medication | 


wall and an abundant 

Examination of the ext it n both 
hands and polydactylist 
and fourth toes and 

The remainder of the tive ex- 
cept for markedly exags 
clonus and patellar clonu 1 tior 
42 and she was then classif as iS, 1 tal le 

The patient went home but 1 1937 
with a history of increas 
some and combative. Ma t. On this 
admission the patient was ment ncy witl 
psychosis. 

Further examination a1 to 1 fit r of the 
additional features by wl 

Eyegrounds—The eyegrounds \ \. M. Pasley of 
Jacksonville, Illinois. He trophy of 
the right eye. The rema I { entially 
negative. 

Examination of the howed a 
parently normal structure of t exte! rl 1 readi 
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uterus was small. No adnexal 1 were | l [The menstrual his- 
tory was that menses wer t 1 at rteen, Ir! t six weeks 
intervals. Observation at the hospital r: mn amenorrhea iring the 
first five months of 1938, and then there w gular | r the next 
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oentgenological Report——Interpretations of the X-ray plates were made 
by Dr. N. S. Zeitlin of Chicago, Illinois. 

Examination of the left hand shows the following anomalies in the bony 
structures: the metacarpals are unusually long and slender, particularly 
the first metacarpal. There is only one phalanx in the thumb and this is 
y long. There are no epipheseal centers visible in the films. Exami- 
nation of the right hand shows that the thumb has only a short metacarpal 
und no phalangeal bones. Extra phalanges, partially developed, are noted 
running parallel to the index finger. The terminal phalanx of the index 


finger is very small. There are no epipheseal centers. 


Examination of the right foot shows malposition of the tarsal bones, 
r 
irticularly t first, second id third cuneiform bones. Fusion of the 


proximal head of the fourth and fifth metatarsals and malposition of the 
halanges of the fifth toe; anomalous condition of the joint between the 
phalanges and the third and fourth metatarsals so that the single phalanx 


makes one joint with the third and fourth metatarsal heads. Examination of 
the left foot shows a somewhat similar malposition of the tarsal bones with 
complete fusion of the distal heads of the third and fourth metatarsal bones. 


The fused head has only one phalangeal connection. There is considerable 
deformity in the resulting foot. 

Swamination of the reveals: vidence of anv increased intracranial 
mxaminati ot the skull reveals no evidence of any increased intracrania 
pressure. A single lateral view of the skull shows no evidence of any 


urcica is within normal limits. 
CLINICAL FINDINGS. 


Basal metabolic rate.......... 
TFEACHIONS Negative. 
Sp. Gr. 1.012: Pus, albumin, squamous 
epithelium and occasionally casts. 
Phenosulphothalein test ......... ...-379%o and 45%. 
Blood : 
Count : 
Hemoglobin ......... 
Color index ..... 
Differential .......... 37% Polymorphonuclear leucocytes. 
13% Large lymphocytes. 
45% Small lymphocytes. 
2% Monocytes. 
3% Eosinophiles. 
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Roentgenological Report.—Interpretations of the X-ray plates were made 
by Dr. N. S. Zeitlin of Chicago, Illinois. 

Examination of the left hand shows the following anomalies in the bony 
structures: the metacarpals are unusually long and slender, particularly 
the first metacarpal. There is only one phalanx in the thumb and this is 
unusually long. There are no epipheseal centers visible in the films. Exami- 
nation of the right hand shows that the thumb has only a short metacarpal 
and no phalangeal bones. Extra phalanges, partially developed, are noted 
running parallel to the index finger. The terminal phalanx of the index 
finger is very small. There are no epipheseal centers. 

Examination of the right foot shows malposition of the tarsal bones, 
particularly the first, second and third cuneiform bones. Fusion of the 
proximal head of the fourth and fifth metatarsals and malposition of the 
| the fifth toe; anomalous condition of the joint between the 
halanges and the third and fourth metatarsals so that the single phalanx 

akes one joint with the third and fourth metatarsal heads. Examination of 
the left foot shows a somewhat similar malposition of the tarsal bones with 
nplete fusion of the distal heads of the third and fourth metatarsal bones. 
The fused head has only one phalangeal connection. There is considerable 
deformity in the resulting foot. 

Examination of the skull reveals no evidence of any increased intracranial 
pressure. A single lateral view of the skull shows no evidence of any 


11 


deformity. The selle turcica is within normal limits. 
CLINICAL FINDINGS. 


157 lbs —62.8 Kg. 


Normal. 
epithelium and occasionally casts. 
Phenosulphothalein test ............. 37% and 45%. 
Blood: 
Count: 
White cells ......... 
Red cells ...... 
Hemoglobin ........... 
Differential .......... ......37% Polymorphonuclear leucocytes. 


13% Large lymphocytes. 
459% Small lymphocytes. 
2% Monocytes. 


3% Eosinophiles. 
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Blood—Continued : 
Chemistry : 
Non-protein nit! 
Fasting sugar 
Glucose tolerance: 


Cerebrospinal fluid: 
Colloidal gold ...... ee 


The diagnosis of the syndrome was | 1 on the presence of 
obesity, genital dystrophy, mental d ncy, optic atrophy, skeletal 
deformities and familial | 

Evidence of marked emotional instability a1 utonomic im- 


balance is shown by frequent crying spells, temper tantrums, local- 
ized hyperidrosis, clammy hands and feet 
The emotional instability and autonomic imbalance demonstrated 


in this case and in the other reported in literature, and the autopsy 
reports of the Philadelphia General Hospital iwgest that the 
lesion is situated in the central autonomic nerv 


SUMMARY 


A case of the Laurence-Moon-Bied ndrome with all of its 
classical symptoms is presented. 

This is the first report of this syndrome in conjunction with a 
psychosis. 

5 Rathmell, T. K., and Bur: M. A Laure Biedl syndrome 


occurring in a brother and sister. Arch. Neur. and Psych., 39: 1033 (May) 
1938. 
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PSYCHIATRIC ASPECTS OF PORENCEPHALY.* 
By E. LENNARD BERNSTEIN, M.D., Arttncton HeE!cuts, Mass. 


The absence of any reports of statistical data regarding the men- 

tality of patients with porencephalic lesions has been noted in a 
recent publication by Patten, Grant and Yaskin.* A survey of the 
literature on porencephaly during the last 20 years confirms this 
observation. It therefore seems desirable to record the psychiatric 
findings in a series of such cases. 
Seven of approximately 1000 cases admitted to the psychiatric 
clinic of the Yale School of Medicine in the years 1935-38 were 
ound, upon roentgenographic examination, to have porencephalic 
lesions. Only one of the seven was known to be porencephalic on 
admission, and all presented themselves with psychiatric problems, 
either in the sphere of social adjustment, or arising from the occur- 
rence of repeated convulsions. All had been seen by outside physi- 
cians or in other hospitals without the presence of the lesion being 
suspected, except in one case (case 3). 

\ll patients had negative blood Kahns. In two of the cases, 
neurological signs and symptoms were present in such a minor de- 
gree that they were thought, before the lesion was detected, to be 
insignificant. In the other five cases, they conformed to the clinical 
pictures described by Patten et al. 

The following abstracts summarize the neurological and psy- 
chiatric features of these cases: 


Case 1.—A _ 13-year-old schoolboy, the son of a laborer, whose mother 
and five half-siblings were mentally deficient. He had no history of any head 
injury. After nine years of schooling he had only attained second grade 
standing, and had never spoken a spontaneous word to his teachers or fellow- 
pupils throughout his career. Grand mal convulsions began two months before 
admission, with more twitching on the left side than on the right. Physical 
examination showed an apathetic, slouching, untidy, underdeveloped, hydro- 
cephalic boy, with large cyanotic extremities, who was very myopic in the 
right eye (V. A. 20/70), and right-handed, but weaker on that side. En- 
cephalography revealed an enlarged skull with a deformity of the right side 


*From the Department of Psychiatry and Mental Hygiene, Yale Uni- 
versity School of Medicine. 
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of the calvarium, and mu t t two 


largest being in the right 
His I. Q. was just below n repeated t rgy output 


was extremely low. He 1 rrit mmunicative, 
fearful of strangers and nest and 
untruthful. Temperament t; he had never 
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Case 2.—A 15-year-old tupid, sullen 
morphine addicts and al A 1, normally de- 
livered. He was said t been timid, 
polite and obedient, un : es in 
an automobile accident wl ' eight t time he was 
unconscious for 72 hours. S t irected 
against the male member: rd stories” 
about his adventures with ae t \t the age 
of 14, he had begun to mast t ‘A nervy or ex- 
cited, and had written an “ te 1 teacl imission, he 
showed signs of the Fr 1 in the 
previous 18 months. N« 
raphy revealed a tissue d 

He was of borderlin« { but nal plosive 
bursts of energy. He was mpul rrelsome and 
aggressive. He carried fiy nd thi ned ther with them 
He hated his older brothe: ed mal m, such as 
tangling up his radio and putting glu his 1 irritable, 
fearful, sensitive, preferred solitary pl ught f wit Ider men 
on the ward and had some effeminate mannerisms. In tl ippeared 
uniformly cheerful. In doing 1 \ tible, sl uncritical, 
unable to make a sustained effort { up easily, could 
not attend to details, and 

His mother used to walk him t tow! < ng him to stop 
his habit of biting women’s | ; father beat hit ld the patient’s 
dog to buy drink. His tea w-pupils were afraid of him be- 
cause he carried knives. The | idmitted that hi t xry easily since 
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his accident, but said that the accident had nothing to do with it, and that 
it was all due to his treatment at home. He blamed others for the obscene 
note. 


Case 3.*—A 23-year-old man who came from a middle-class family. His 
birth was a difficult forceps delivery and he had postnatal jaundice. He did 
not thrive physically as a child and was very dependent on his mother. At 
the age of 6 he received a seemingly mild cranial injury, which was followed 
by a short psychotic episode and temporary paralysis of the right side. 
After he recovered from this, it was noted that his right leg frequently 
twitched while he was asleep; this continued up to the time of admission. 
Following another head injury at the age of nine he was unconscious for 
two hours. Since the first injury he had been quite unmanageable; he had 
temper-tantrums, masturbated frequently, exhibited himself, made sexual 
advances to young girls, stole, lied and wandered around the country. On 
examination, it was noted that he had a large head and a weakness of the 
right side of the palate, and that his left pupil was slightly larger than his 
right. Roentgenography at the age of 21 showed a defect in the central part 


of the right parietal bone, and a large cyst in the left frontal lobe. At 
operation, the adhesions impeding circulation to the latter area were freed, 
and it immediately became pink. The right frontal lobe was noted to be 
atrophic or agenetic. Following this operation at the age of 21, his condition 
remained unchanged; subsequent encephalography at the age of 23 demon- 
strated the lesion on the right but not that on the left. 

His intelligence and energy output were average, with occasional short 
periods of torpidity. He was overly-polite, emotionally shallow, euphoric 
and impulsive, with transitory bursts of enthusiasm. In conversation, he was 
facetious, evasive, boastful and unsure of himself. He described a periodic 
compulsion to wander; during his wanderings he could do without food or 
rest, but eventually returned home exhausted. At other times he improved 
for a few weeks so that his parents would begin to think that he was cured. 
In character he was said to be fearful, suggestible, cold and remorseless ; 
imprudent and irresponsible, living only for the moment, and unable to 
foresee the consequences of his acts. He was very sensitive to alcohol. 

In test situations, he was able to handle materials in view very well, but 
was unable to build up ideas about things not seen; he was careless and 
unable to concentrate. 

He was beaten by his father, detested by the neighbors, hated by his 
fellows and repeatedly expelled from school. His mother had always been 
worrisome and over-solicitous. He had been regarded as a psychopathic per- 
sonality and treated by rigid disciplining. 


* This case is included in the series through the courtesy of Dr. Spafford 
Ackerly, of Louisville, Ky., who first thoroughly studied the patient. Dr. Ack- 
erly has observed the case over a period of four years, and will report it in 
detail in a future publication. The operation was performed by Dr. Glenn 
Spurling, of Louisville. 
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tive and somewhat irritable, adjusting to new situations with a touch of 


lefiance and considerable tension; he complained of a lack of self-confidence. 
Usually he felt cheerful and sympathetic, at other times he was moody. He 


had a defect of visual apperception, and his attention fluctuated in an 


“epileptic” manner. During a psychotic episode following a lumbar puncture 
at the age of 30, he had attempted suicide. (He was said to have been ex- 


cited and confused for two days at this time; no further details could be 


Case 6.—A 31-year-old woman who came from a stock of left-handed, 
very religious, rigidly proper, middle-class people. She was delivered nor- 
ially but had post-natal cyanosis. As a child she was noted to be seclusive, 
irritable, over-conscientious and excessively prim, even in comparison with 
i conscientious relatives; she idolized her father. A few 
months after her menarche, when she was 15 years old, she began to have 
grand mal convulsions, preceded by a throbbing in the left side of the neck 
and a feeling that she was leaving the world, and followed by furors directed 
gainst her female relatives. At the beginning of an attack, she always 
turned her body and eyes to the right and raised her right arm. She had 
worked hard and done very well at school, but left because of the con- 
vulsions. Since that time she had remained at home, supervised without 
remission by her mother, who was very domineering towards all the 
children, especially after the father left the family. This happened when 
the patient was 24 years old, and from that time on the three children, of 
whom the patient was the oldest, joined the mother in expressing their hatred 
for him. Physical examination of the patient revealed signs pointing to a 
lesion in the left parietal region; encephalography demonstrated a cystic 
dilatation in the left lateral ventricle, together with a thickening and 
eburnation of the skull and a peculiar vascular marking in the left parietal 


area. Decapitation of the cyst has given relief of the convulsions tor 15 
months, to date. 


> 


The patient was of high average intelligence. Her energy output was 


low and steady. She ha 


w and stead d always been left-handed, and good at detail 
work, such as embroidery. She was perfectionistic, pedantic and excessively 
tidy. Her hypercriticalness, bashfulness, sensitivity, jealousy and envy made 
it impossible for her to keep friends of either sex. She was emotionally 
cold, at times cruel, and had many temper-tantrums; she had a gushing, 
self-pitying, martyr-like attitude towards life. 


She successfully used her illness to control her oversolicitous family in 


certain respects, to such an extent that her sister, whom she hated and 
envied, was beginning to have severe anxiety symptoms from fear of making 


a noise which might precipitate a convulsion; her mother’s hypertension was 


attributed to the same cause. 


Case 7.—A 51-year-old housewife who came from an upper middle-class, 


psychopathic family. She had no history of any head injury. She was 
badgered by a domineering mother and always had an uncontrollable temper. 
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DISCUSSION. 


All the cases except perhaps 3 and 4 came from psychopathically 
tainted family stock. In early childhood, even before any con- 
vulsions or motor weaknesses had manifested themselves, most of 
the patients had been regarded as abnormal by their families. Four 
of them were retarded in school, two by more than four years ; but 
more striking than the intellectual deficiency was the fact that only 
one (case 5) of the group made even a fair social adjustment in 
the school environment. Of the five who were old enough to work, 
only two ever paid their way ; the other three made no attempt what- 
ever to support themselves. All the patients were, if not grossly 
maladjusted, at least very poorly integrated in the sexual sphere. 

The personality studies showed that all five male patients were 
of less than average intelligence, two of them failing to rise above 
the moron level, while the women were both of superior mental 
capacity. All the patients seemed to have an attenuated supply of 
energy, and were either sluggish and plodding, or if not, tired very 
easily. Several complained frankly of a feeling of inadequacy and 
inferiority. Traits of dependency, seclusiveness, stubbornness, 
touchiness, envy, resentfulness and defensiveness, were common. 
[Three of the patients had well-developed anancasms and two ex- 
hibited a marked craving for attention and prestige. Tempera- 
mentally, the group seemed to be shallow, irritable, explosive, un- 
sociable, cold, and far more ready to receive than to give sympathy 
and warmth. Four-of them had a definite history of temper-tan- 
trums. The mood was one of the most variable characteristics, 
varying greatly between different individuals, and in the same in- 
dividual at different times. 

In all cases the sensorium was intact at the time of examination. 
One patient (case 4) was a schizophrenic, two (cases 6 and 7) had 
had repeated prolonged post-convulsive furors, and one (case 5) 
had had a psychotic episode and had attempted suicide following a 
lumbar puncture. No notable loss of memory could be demonstrated 
in any of the cases, although both female patients complained of 
such a loss. The outstanding feature of the mental status was an 
inability to concentrate, complained of in all cases and confirmed in 
five. Three of the four patients who were studied in this respect, 
were found to be deficient in ability to generalize and to handle 
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SUM MARY. 


Seven cases of porencephaly are presented from a psychiatric 
point of view. Patients with lesions in the frontal lobes seemed to 
present a slightly different picture from that of patients with lesions 
in other parts of the brain. The group, however, did not present any 
features which are thought to be specific for this type of epileptic 
patient, except perhaps a rather consistently occurring inability to 
concentrate. It is felt that the diagnosis of porencephaly should not 
be ruled out in the case of any epileptic until even slight neurologi- 
cal irregularities have been investigated. Porencephalics may ex- 
hibit abnormalities of behavior in many spheres for years before 
any convulsive phenomena occur. Patients with porencephaly 
should receive social and psychiatric as well as medical and surgical 
treatment. 


BIBLIOGRAPHY. 
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THE ADMINISTRATION OF PSYCHIATRY. 


In connection with the timely symposium in this issue, consisting 
of papers by Overholser, Ebaugh and Hamilton on topics relating 
to mental hospital administration, it is well to reflect upon the 
varying fortunes of psychiatric practice in several of the state 
jurisdictions within the recent past. In 1925 the Committee on 
Standards and Policies, under the chairmanship of Dr. William L. 
Russell, formulated the famous schedule of minimum standards 
which was adopted by the Association as representing the in- 
dispensable conditions for efficient hospital organization and man- 
agement. In surveys that have since been made, both in the United 
States and Canada, this schedule of standards has served as an 
invaluable guide. 

Psychiatry is the one branch of medicine which from the be- 
ginning, insofar as its major activities are concerned, 7. e., the 
operation of its public hospitals, has been state controlled; and 
this circumstance must be assigned as one of the reasons for the 
slower development of mental medicine as compared with other 
disciplines which, cultivated in general hospitals and medical 
schools, have longer afforded fields for teaching and research, and 
inviting prospects for men and women of teaching and research 
caliber. 

During several years past the Committee on Standards and 
Policies assembled data on the various types of state admuinistra- 
tion of mental hospitals, and on the basis of this information 
was able to make a rough grouping of the several jurisdictions 
under three headings, A (good), B (fair), C (poor), with respect 
to the efficiency of the administrative system in promoting the 
welfare of patients and the interests of the community and the 
advancement of psychiatry. With the creation of the Mental Hos- 
pitals Survey Committee it became possible for the first time 
however to make a country-wide study of mental hospital services 
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demand that the abuses of spoilsmanship and privilege inherent in 
this form of state medicine shall cease, to the end that high stand- 
ards of hospital administration in keeping with the best medical 
tradition and practice may everywhere prevail. 


BIOGRAPHICAL DATA OF ASSOCIATION 
MEMBERSHIP. 


For a long time, a need has been recognized for more detailed 
and better organized information about the members of the As- 
sociation. The application-for-membership forms adopted within 
recent years contain valuable biographical material, but there is 
little available about the majority of the members. For example, 
inquiries are frequently received as to qualified psychiatrists who 
may be available for desirable opportunities of responsibility and 
we have repeatedly been impressed with our unpreparedness for 
such service. 

For this reason and also in view of requirements should any 
national emergency develop, it has been decided to send to all known 
psychiatrists in the United States, members and non-members, bio- 
graphical and military questionnaires for return to the New York 
office as soon as possible. In Canada only the biographical question- 
naires will be distributed. 

The biographical questionnaire will be used as a basis not only 
for the preparation of a professional directory of all members 
and fellows of the Association, but also in the estimation of the 
total psychiatric assets of the United States and Canada as to 
medical personnel. 

These questionnaires were prepared after careful consideration 
by Dr. Chapman’s Special Committee and the Military Mobilization 
Committee of which Dr. Steckel is chairman. The questionnaires 
are obviously of great importance and I hope each member and 
fellow will fill them out as completely as possible, returning them 
promptly to the New York office. Your full cooperation will be 
greatly appreciated. 


W.C.S. 
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Dr. Winfred Overholser, superintendent of St. Elizabeth’s Hos- 
pital, Washington, D. C., was elected chairman of the Executive 
Committee, to succeed Dr. Karl M. Bowman, director of the 
Division of Psychiatry of Bellevue Hospital, New York City. 
Dr. Bowman was elected chairman of the Scientific Committee to 
succeed Dr. Hans T. Clarke, professor of biochemistry, Columbia 
University. Dr. Edward A. Strecker, professor of psychiatry at 
the University of Pennsylvania, Philadelphia, Pa., was elected 
vice-chairman of the Scientific Committee. 


K. M. B. 


THE MENNINGER CLINIC RESIDENCIES.—Four accredited resi- 
dencies annually, two beginning January 1, and two July 1, are avail- 
able at the Menninger Clinic. Intensive training is given in psycho- 
analytic psychiatry, neurology, child psychiatry, psychotherapeutic 
and other psychiatric techniques. Applications for July, 1940 open- 
ings are now being received. Address The Menninger Sanitarium, 
Topeka, Kansas. 


PENNSYLVANIA Society.—The definitive organ- 
ization meeting for the founding of the Pennsylvania Psychiatric 
Society was held as a dinner meeting in the Forum Room of the 
Hotel William Penn, Pittsburgh, Pa., at seven o’clock the even- 
ing of Thursday, October 5. There were 56 psychiatrists pres- 
ent, most of whom. are members of The American Psychiatric 
Association. 

Dr. William C. Sandy spoke on the preliminary organization, 
purposes, aims and functions of the Society, the following being 
an abstract of his address. 

A state-wide group of psychiatrists has met several times as the “Founders 
of the Pennsylvania Psychiatric Society” and has formulated a constitution 
and by-laws, also selecting officers, for final consideration at the definitive 
organization meeting on October 5. 

The need for and usefulness of such a professional society may be realized 
when one considers what similar organizations have accomplished for psy- 
chiatry. For example, higher standards for mental hospitals, for member- 
ship in The American Psychiatric Association and for the officially recog- 
nized specialty in general, have resulted from the activities of special medical 
committees and boards. In Pennsylvania, state-wide mental hygiene com- 
mittees have brought about increased interest in and support of activities 
for the general welfare of mental patients. 
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Dr. Austen Fox Riggs, medical director of the Austen Riggs 
Foundation. Among others the paper was discussed by Dr. Adolf 
Meyer of Baltimore, Drs. Macfie Campbell and Stanley Cobb of 
Boston, Earl Bond and Kenneth Appel of Philadelphia and Arthur 
Ruggles of Providence, Rhode Island. 


Dr. GrAves Honorep sy St. Louis Mepicat Socrety.—On 
October 24, 1939, a meeting was held at the St. Louis Medical 
Society in honor of Dr. William Washington Graves, professor 
of neuropsychiatry, St. Louis University School of Medicine. At 
this meeting Dr. Graves was awarded a certificate of merit and 
a gold medal for scientific accomplishment for his classification of 
scapulae and other inherited characters, and for his discovery of 
“The Age-Incidence Principle of Investigation.” 


A copy of this certificate of merit is subjoined. 


THIS CERTIFICATE OF MERIT 
PRESENTED BY 
THE ST. LOUIS MEDICAL SOCIETY 
TO 
WILLIAM WASHINGTON GRAVES, M.D. 

N CONSIDERATION of the USEFULNESS of his CLAS- 
SIFICATION of SCAPULAE and other INHERITED 
CHARACTERS, and of his DISCOVERY of “THE AGE- 
INCIDENCE PRINCIPLE of INVESTIGATION,” both 
of which resulted in NEW APPROACHES to the QUALI- 
TATIVE EVALUATION of INHERITED VARIATIONS 
in relation to the INHERITED QUALITIES of HUMAN 
CONSTITUTION, expressed in INHERITED PREDIS- 
POSITION to HEALTH or DISEASE, and in INHERITED 
CAPACITY for EDUCATION, for ADAPTABILITY, and 
for LONGEVITY. 


Given by Authority of the St. Louis Medical Society, 
October 24, 1939. 


JEROME I. Stmon, M.D. ALPHONSE McMauon, M.D. 
Secretary President 
(SEAL) 
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The original institution, the State Psychopathic Hospital at Ann 
\rbor, opened its doors February 7, 1906, with Dr. Albert M. 
Barrett, as director. 

Dr. Barrett’s long and distinguished career, his splendid service 
to the University and the State and his noteworthy contributions 
to medical education and research constitute a unique historical 
background for the new Institute. 

The Neuropsychiatric Institute is a five story building situated 
on the University Hospital grounds and providing 62 beds for 
adults, and 20 beds for children, as well as an out-patient depart- 
ment. The new Institute will be the psychiatric teaching, training 
and research centre of the State and the University, and will afford 
under very favorable conditions enlarged opportunity for inves- 
tigation and therapy in the field of psychiatry such as have long 
been traditional at Ann Arbor. 

Dr. Raymond W. Waggoner is director of the Neuropsychiatric 
Institute and there are ten physicians attached to the staff. 


DEDICATION EXERCISES, ARTHUR H. HARRINGTON ASSEMBLY 
House, Howarp, R. I.—On Wednesday, October 25, 1939, the 
new auditorium building at the State Hospital was dedicated to 
Dr. Arthur H. Harrington and named the “Arthur H. Harrington 
Assembly House.” 

The program consisted of two parts, a memorial service held 
at 12:30 in the congregate dining hall, at which organ selections 
and selections by the choir were rendered and prayers offered by 
the three hospital chaplains. Following this, lunch was served, and 
at 2:30 the dedicatory exercises were held in the main hall of the 
auditorium. Mr. Vincent Sorrentino, director of Social Welfare 
for the State of Rhode Island, presided. A preliminary address 
was given by the Honorable James O. McManus, Lieutenant- 
Governor, following which Dr. John E. Donley gave the dedicatory 
address and formally dedicated the building as the Arthur H. 
Harrington Assembly House. 

Dr. Donley paid a very eloquent tribute to Dr. Harrington and 
the work for which he was responsible at the State Hospital. The 


exercises were opened and closed with selections by the symphony 
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The 69th annual meeting of the Association will be held in 
Detroit, Mich., in October 1940. 


SCIENTIFIC EXHIBIT AT THE CINCINNATI MEETING IN 1940.— 
Space has been provided for the scientific exhibit at the next 
annual meeting of The American Psychiatric Association, to be 
held May 20-24, 1940, at the Netherlands Plaza Hotel, Cincinnati, 
Ohio. The scientific exhibit offers an opportunity for investigators 
and visiting members to meet and discuss informally the various 
phases of the research work presented. The exhibit is also of 


special advantage to persons reading papers, since the exhibit can 


be used to supplement the paper read. The scientific exhibit at the 
annual convention of the American Medical Association has come 
to be recognized as a week of opportunities for graduate education 
not equaled by any similar opportunity available to the medical pro- 
fession. It is hoped that in the future the scientific exhibit of The 
\merican Psychiatric Association will fill the same purpose in the 
field of psychiatry. 

The following topics for the purpose of general orientation 
are suggested: interesting material relating to research in new 
methods of treatment, clinical psychiatry, psychopathology, mental 
hygiene, child psychiatry, administrative psychiatry, diagnostic 
methods, new laboratory procedures, neuropathology, neuro- 
anatomy, etc. 

Important aids toward a successful scientific exhibit are per- 
sonal demonstration ; plainly lettered posters ; statement of purposes 
or justification of exhibit; and neatness and care in planning 
material. The Association furnishes wall space, consisting of a 
beaver-board wall eight and one-half feet in height, and signs with 
the title of the exhibit and names of the exhibitors. Application for 
space with a short description of the exhibit material for the pro- 
gram, not exceeding 150 words, should be sent to the Director 
of the Scientific Exhibit, Dr. Walter L. Bruetsch, Central State 
Hospital, Indianapolis, Indiana, not later than March 1, 1940. 


The 
17th annual meeting of the American Orthopsychiatric Asso- 
ciation, an organization for the study and treatment of behavior 
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JOURNAL OF CRIMINAL PsyCHOPATHOLOGY.—Number 1 of this 
publication made its appearance July 1939. It proposes “to provide 
a channel for the prompt publication of clinical investigation, 
medical or otherwise, into the field of mental abnormalities among 
criminals.”’ The Journal is published by the Woodbourne Institution 
for Defective Delinquents, New York State Department of Correc- 
tion, is issued quarterly and distributed free of charge, as a project 
of the Institution’s class in journalism. Each issue will contain 
original articles, abstracts from current literature and book reviews. 
Contributors to the first two numbers include V. C. Branham and 
J. J. Brooks, Bernard Glueck, Ales Hrdlicka, Ben Karpman, C. P. 
Oberndorf, Chester D. Owen, J. Rubin, Jack Schuyler. 

This noteworthy undertaking is under the editorial direction of 
Dr. V. C. Branham, superintendent of the Woodbourne Institution 
for Defective Delinquents. There are six assistants on the editorial 


staff. 


FIFTIETH ANNIVERSARY, DELAWARE STATE HospitaLt.—The 
fiftieth anniversary of the Delaware State Hospital at Farnhurst, 
Delaware, and dedication of the newly erected chapel took place 
September 28, 1939. To commemorate this event a special memorial 
brochure was issued containing an interesting historical résumé on 
the care of the mentally ill in Delaware together with photographs 
of the governors, members of the boards of trustees and superin- 
tendents of the hospital who have administered the institution dur- 


oO 


those fifty years. 
\n impressive program was arranged. Greetings were extended 
by his Excellency, Richard C. McMullen, Governor, and other 
state officials, and many eminent representatives of American 
psychiatry and mental hygiene participated. Dr. M. A. Tarumianz, 
the superintendent, presided at the meeting, and Dr. Edward A. 
Strecker, professor of psychiatry at the University of Pennsyl- 
vania, the principal speaker, discussed “The Social Implications 
of Psychiatry.” 

Delaware was the first state to assume the responsibility for the 
care and treatment of its mentally ill. The hospital opened its doors 
August 1, 1889, with 99 patients; today it houses 1200. (Normal 


accommodation, goo.) The development and scientific activities of 
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Book Reviews. 


THALASSA: A THeEoRY OF GENITALITY. By Sandor Ferenczi, M. D. Trans- 
lated by Henry Alden Bunker, M. D. (Albany: The Psychoanalytic 
Quarterly, 1938.) 


This work is devoted to the exposition of the thesis that the whole pur- 
pose of human evolution, therefore likewise of the sex act, is no other than 


1 


an attempt on the part of the ego to return to the mother’s womb, where 
there is no such painful dysharmony between ego and environment as char- 
acterizes existence in the external world. It is further submitted that all 
animal existence was originally aquatic, air and land existence being later 
acquisitions in our evolution; and that the basic human wish to return to 
the mother’s womb is but a personal expression of the unconscious cosmic 
wish to return to our original aquatic existence. In the mother’s womb 
surrounded by amniotic fluid we feel once again as if returned to our 
original thalassic existence. 

Ferenczi arrived at this idea through the consideration of certain clinical 
data. He submits that in its early days, psychoanalysis concerned itself to 

relatively much greater degree with pregnancy and birth, with acts pre- 
paratory to coitus, and with the perversions than with the meaning and 
explanation of the phenomenon of the act of coitus itself. In the main, the 
work is an elaboration along biological lines of Freud’s Three Contributions 
to the Theory of Sex, more especially with reference to the evolution and 
development of the act of coitus which Freud conceives as the final phase 
in the total course of sexual development; an onto- and phylogenetic theory 
of genitality. 

Ferenczi’s reflections on the subject had their origin in certain psycho- 
analytic observations on impotence in the male. Abraham in discussing the 
so-called “pregenital organizations,” has attributed ejaculatio precox to a 
too intimate association of urethral erotism with genitality, and believed that 
these patients who suffer from ejaculatio precox manifest the same attitude 
of indifference toward their semen as they would toward their urine, that 
is to say, as valueless excretion. On the other hand, according to Ferenczi’s 
observations, there are patients who are excessively economical of their semen, 
many of them so much so that they suffer, properly speaking, only from 
impotentia ejaculandi: that is, they are capable of erection and intromis- 
sion, but are incapable of ejaculation. In the unconscious, and to some extent, 
even in the conscious, mentations of these patients, the equating of coitus 
with the act of defecation plays an important part. Not infrequently, these 
patients have displaced upon the sexual act the self-will and obstinacy with 
which in childhood they opposed the strict regulation of their excretory 
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tion subordinate to the primacy of the genital zone. Between urethral and 
anal autoerotisms there seems to exist a kind of reciprocity well prior 
to the establishing of genital primacy. It is conceivable that besides genital 
amphimixis there are as well progenital fusions of different sorts. On the 
basis of these observations Ferenczi has come to the conclusion that the act 
of ejaculation is essentially a phenomenon of urethro-anal amphimixis. 
Whether one agrees with Ferenczi or not, the concept provides some very 
stimulating suggestions for neurophysiology and neuroanatomy to consider, 
to wit, the interrelationship between genital and anal innervations, and be- 
tween genital and other innervations. There is a great deal about the 
act of coitus about which neurophysiology and neuroanatomy are completely 
silent. What, for instance, is the relationship between orgasm and ejaculation? 
The subjective experience of man fuses these two processes into one; but 
clinical material suggests that they are probably separate. This, however, can 
hardly be determined in normal subjects, but only by the observation and 
study of psychopathological material. The reviewer has had in his ex- 
perience the case of a man who experienced orgasm without ejaculation. 
This was traced to an incest phantasy which unconsciously occupied the man’s 
mind during coitus; ejaculation was prohibited for it would lead to preg- 
nancy; at the same time the man as a neurotic would not forego the pleasure 
of the orgasm 


a beautiful instance of pleasure without guilt and of neu- 
rotics’ capacity to eat the cake and have it at the same time. But in terms 


of neurophysiology, are we dealing here with two different innervations, two 


sphincters, or what! 

From this point on Ferenczi is led to more intimate considerations of the 
problem. Infantile erotisms, on becoming forepleasures in the adult, serve 
to set in motion the genital mechanisms proper, the actual discharge of 
the excitation taking place only at the moment of ejaculation. It is as if 
all these erotisms have been transmuted into the channel of another, more 
powerful erotism. It is the summation of simple, independently acting erotisms 
into one, all-inclusive genital erotism, which on attaining a certain ve- 
hemence lead to erection, and the urge to intromission and friction, to 
culminate in the amphimictic phenomenon of ejaculation already mentioned. 
[hus, the genital center comes to represent in it other parts of the organism, 
acting in the role as it were of an executive manager, providing for the 
discharge of sexual tension on behalf of the entire organism. The phallus, 
suggests Ferenczi, may thus be viewed as a miniature of the total ego, as the 
embodiment of the pleasure-ego. In dreams and other products of phantasy, 
this miniature ego represents the total personality. 

Ferenczi thus arrives at the conclusion that in the sex act and in whole 
life, the purpose is to return to the mother’s womb. The sex act achieves 
this transitory regression in a threefold manner: the whole organism at- 
tains this goal by purely hallucinatory means, somewhat as in sleep; the 
penis, with which the organism as a whole has identified itself, attains it 
partially or symbolically; while only the sexual secretion possesses the pre- 
rogative, as representative of the ego and its narcissistic double, the genital, 
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property of all life and a biological antecedent stage of regression; and in 
the ejaculation he sees nothing less than the desire, in the sense of autotomy, 
to cast off the organ under tension, erection perhaps being only an incom- 
pletely achieved attempt to detach the genital, a kind of self-castration. This, 
it seems to the reviewer, is a most phantastic speculation and strains to the 
utmost the biologic facts on which it is presumably based. J. Arthur Thomp- 
son (Biology for Every Man, E. P. Dutton & Co., Vol. 1, p. 209) describes 
autotomy in the crab, in which it is best studied. When a walking leg is 
seriously injured e outer end, the crab throws off the bulk of the 

age; immediately thereafter, a thin membrane covers the wound, a 


toward th 
process of rejuvenation begins to take place and a new limb is soon formed 
from the stump. Thompson emphasizes that in order that such autotomy 
take place it is mecessary that there be a serious injury to the leg, or at 
least that the animal perceive that it is in danger. Thompson emphasizes that 
the amputation is essentially in the nature of a reflex action that does not 
require the activity of the brain and has very little in it to suggest instinctive 
h i\ 1 r 

With reference to the emotions during the sex act, Ferenczi would maintain 
hat the mutual attraction is nothing but the expression of the phantasy of 
ing one’s self with the body of the partner or perhaps of 
forcing one’s way into it (as a substitute for the mother’s womb). The 
physical concomitants of the act of coitus (dyspnoeic respiration, increased 
se rate, etc.), suggest to Ferenczi a recapitulation of the process of ac- 
complishing the extensive adjustment which the change from the foetal to 
the extrauterine mode of oxygen supply demands. But it suggests itself to 
the reviewer that similar physical manifestations are observed under all 
sorts of tension conditions that have no relation to the sex act. 

Ferenczi notes the lessening or abolition of consciousness during and fol- 
lowing the sex act, this suggesting to him the unconscious hallucinatory at- 
tainment of the goal of coitus on the part of the individual as a whole, 
the attainment of the intrauterine state. He also finds a close relation between 
coitus and sleep. He points out—there obviously can be no clinical proof for 
this—that the first sleep of the newborn is a replica of the intrauterine state. 
The infant,shaken by the traumatic experience of birth,is soon lulled back into 
this sleeping state which creates in him a feeling as if no such shock occurred 
at all. The body posture of the first sleep is that of “foetal posture.” There is 
thus a relation between coitus and sleep, for the penis and the genital secretion 
do in fact penetrate the uterus. Characteristic of both phenomena, sleep 
and coitus, is the exclusion of external stimuli, the abandonment of sense 
of reality, both thus imitating the intrauterine mode of existence. In further 
favor of a genetic relationship between sleep and genitality there is likewise 
the frequent occurrence of autoerotic, masturbatory and pollutional acts in 
sleep, and this is perhaps also one of the causes of enuresis nocturna. The 
neutral state in sleep compares with that of orgasm; there is complete 
gratification, freedom from all desire, a true reestablishment of the intrauterine 
state of repose. Dreams are concerned either with the cedipus phantasy, 
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sort of eating each other up on the part of the sexually conjugating organ- 
isms,” neither one of the participants succeeding in annihilating its opponent. 
Such biologizing by Ferenczi does not at all accord with what we know 
about the process of conjugation, which is regarded neither as a cannibalistic 
nor a symbiotic process, but essentially as one of rejuvenation. (See for 
instance: Sonneborn, Tracy, M. Sexuality and Related Problems in Para- 
mectum. The Collecting Net, Vol. XIV, No. 4, July, 1939.) Even a pre- 
medical student in biology knows that much. The works of Just, Streeter, 
Sonneborn and others, show quite clearly that in the process of conjugation, 
accumulated waste matter is eliminated, the two cells having given each other 
the best that is in them, can now survive, whereas they would have per- 
ished otherwise. After the rupture of the graafian follicle, the human ovum, 
unless promptly fertilized by the spermatozoon, soon perishes; spermatozoa 
are being constantly destroyed in the human body unless given an oppor- 
tunity to fertilize. It is the mixing up of complementary impedients that 
starts and keeps the fertilization going, not their eating each other up. 

Throughout the study, Ferenczi would emphasize the preferential position 
of the male sex in the sex act. This is merely a restatement of Freud’s 
view that all libido per se is “masculine,” even when, as in the female, it 
seeks goals of gratification of a passive type. This view, however, has long 
been questioned by many competent analysts. Paul Bousfield has traced it to 
Freud's over-estimation of his own unanalyzed masculine component and, to 
him, unrecognized drive for power. But when Ferenczi says that this principle 
is applicable to the entire animal kingdom, he shows a definite lack of knowl- 
edge of established biological facts. In the lower animal kingdom it is the 
female that is the dominant sex. Many insects are ruled by queens, not by 
kings. In all too many instances the female is so much larger than the male, 
that the two may look as if belonging to different species. In many in- 
stances the male is so small as to be nothing more than a mere appendage 
to the female. Some males live only for a single erotic expedition, and this 
done, they die. In many instances, the male is not needed at all, as in partheno- 
genesis, during which the female is able to reproduce generations after 
generations. Commenting on the importance of odor in relation to sex ac- 
tivity, Ferenczi states that the rabbit becomes impotent if his olfactory 
nerves are cut. The reviewer has it on good authority that this statement 
does not at all accord with established anatomic facts of experiments. He 
cannot take further issue on this as throughout Ferenczi does not give 
specific references or sources. But the author reaches the nadir of nonsense 
when, in speaking of odors as sexual stimuli, he states that the special odor 
of the female genitalia has a sexually exciting effect “even if only through 
the fact that the odor awakens the longing for the mother’s womb.” No 
further comment is necessary. 

Ferenczi is not inclined to accept Darwin's principle of natural selection 
as a factor in evolution, because it ascribes all change to accident and leaves 
nothing to the workings of, so to speak, immanent tendencies. By preference 
he is inclined to Lamarck’s more animistic and more psychological idea of 
evolution, because it postulates a motive and concedes a role in phylogenesis 
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possibly possess. One can only admire the marvelous ingenuity of the man 
who can extract so much speculation out of so few facts. The reviewer read 
and studied this book with wonderment and disappointment; wonderment at 
the intellectual agility, disappointment at the so few and meager results 
obtained. A psychoanalytic study of biological phenomena is yet to come. 
It is quite certain, however, that it will not come from anyone who is pri- 
marily trained in psychoanalysis, but in all likelihood from the close co- 
operation of two individuals oriented biologically and psychoanalytically re- 
spectively who will complement each other and perhaps inhibit each other in 
getting too far away from established facts. 

For all the limitations as pointed out, the book is worth owning and 
reading for the stimulating and intriguing suggestions it contains. The 
translation is excellent; though the book is difficult and involved, the text 
reads easily and smoothly. 

Ben KarpMAN, M. D., 
St. Elizabeths Hospital, 
Washington, D. C. 


CLINICAL AND EXPERIMENTAL STUDIES IN PERSONALITY. By Morton Prince. 
Edited by A. A. Roback, Ph. D. (Cambridge, Mass.: Sci-Art Publishers, 
1939. ) 


By giving the best of Prince’s work this book becomes a fundamental text 
for both clinicians and investigators in the field of abnormal psychology. 
Dr. Roback is to be congratulated for having ably completed his editorial 
task; his preface and essay on “Prince’s Place in Psychology” make an excel- 
lent introduction. 

The chapter on “The Role of Meaning in the Psychoneurosis,” though not 
a deep analysis in the Freudian sense, shows that in 1912 Prince was far 
ahead of his time in comprehending the importance of subconscious motives. 
In fact, his description of subconscious and conscious phenomena is more 
exact than the unreal; dualistic division of everything into conscious or un- 
conscious, of the more recent psychoanalysts. The chapter on “Association 
Neurosis,” modified from the original paper of 1891, shows Prince as a 
pioneer in the field of “conditioned reflexes.” Hypnosis is too often dis- 
regarded by psychologists; it used to be important in therapy and in fact 
may still be more important than one realizes. Prince gives good evidence 
(chapter V) that what one usually calls hypnosis is an artificial narrowing 
of the field of consciousness associated with de- and re-personalization. 
States of abstraction, revery, absent-mindedness, trances and fugues are 
the same sort of phenomena. The state of abstraction induced by lying on 
the couch during psychoanalytical free-association may be an important 
element in the therapeutic repersonalization. Prince does not say what 
hypnosis is; he calls it a riddle; but at least he logically reduces it to com- 
ponent phenomena which one can better understand: inhibition, dissociation, 
depersonalization and repersonalization. 

Other chapters are on such problems as consciousness, dreams and hal- 
lucinations. They show the same keen, logical mind willing to use in a 
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the shortcomings of present day psychological and psychiatric theories of 
crime and calls attention to the wide disagreement among psychiatrists with 
regard to the factors underlying the behavior of criminals. He aptly states: 
“The complete absence of standardization of methods, of standardized defini- 
tion of terms, of invariable classification of traits, makes the work of a psy- 
chiatrist an individual personal judgment not comparable with the work of 
other people and not reducible to statistical form and percentage bases.” 

Professor Tannenbaum then proceeds to outline the specifications of a 
theory of criminology. Having already formulated in several different places 
the proposition that crimes are a natural outgrowth of society’s existing 
institutions, he says here: “A theory of criminology must first of all be a 
theory of behavior, of which criminal conduct is only a part. .... Unless 
and until our theory is broad enough to explain the growth and development 
of all types of integrated behavior systems, it cannot hope to explain any 
of the forms of behavior, criminal or otherwise.” Here to my mind the 
book reaches its highest point, for in this paragraph the author seeks for 
an explanation that goes beyond the obvious. Here he throws open the ques- 
tion of crime as being but one aspect of human behavior. One wonders, 
though, how the author could have overlooked in his long list of references 
so pertinent a study as Trigant Burrow’s “Crime and the Social Reaction of 
Right and Wrong,” which appeared in 1933 in the Journal of Criminal Law 
and Criminology, as well as some of his other writings. Burrow, who has 
for years investigated the social or community manifestations of the neuroses, 
finds crime to be but one of the numerous expressions of this broader be- 
havior anomaly. 

In part two of Crime and the Community the author proceeds to other 
aspects of the problem and exposes the distortions and injustices of what 
is called the administration of justice. This is another very informative 
section. 

[he third part of the book embodies a comprehensive account of the puni- 
tive process and stresses the most important aspect of this phase of the prob- 
lem, namely, its utter futility. Included is a discussion of the two more 
hopeful projects, parole and probation. The final chapter summarizes the 
discrepancies of our procedure in dealing with crime. To quote: “One thing 
is clear, that what we do now is wrong, perhaps completely wrong. We have 
failed to reform the criminal. In plain honesty we ought to admit that in 
what we have been doing we have missed our ends. The criminal career, once 
set upon, has apparently defied our efforts to redirect its energies into more 
social paths.” The book ends with the simple but forceful statement that 
we require an alternative to punishment and to our attempts at reformation 
of the criminal. 

I am again reminded of the broader biological thesis courageously set 
forth by Burrow in his book The Biology of Human Conflict. Here is no 
mincing of issues, no dalliance with what Tannenbaum calls the “individual 
personal judgment” of this or that psychiatrist, but a square confronting of 
the mind of man and its disorders of function, as these disorders are incident 
to man’s “affecto-projective” or “socio-symbolic” development as a species. 
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readily to the special requirements of many other hospitals. Certainly those 
who have as one of their responsibilities the training and supervision of 
hospital staffs would be well repaid for the time spent in reading this manual. 
Leste R. Ancus, M. D., 
The Neuro-Psychiatric Institute 
of the Hartford Retreat, 
Hartford, Conn. 


StupyY OF THE DISTRIBUTION OF MeEpICAL CARE AND PusLic HEALTH SER- 
VICES IN CANADA. (Toronto: The National Committee for Mental Hy- 
giene (Canada), 1939.) 


This report constitutes a work of reference of very considerable value. It 
represents the first attempt to present in a single volume “a factual picture of 
public health and medical care services in Canada.” 

All existing agencies dealing with various aspects of the health problem 
are covered in concise form, with discussions of administrative setup and 
statistics showing volume of work, operating costs, etc. The survey, based 
upon the latest reports from all parts of the Dominion, deals also with 
the economic aspect of illness with respect to existing facilities and present 
and future needs. 

This study was undertaken by The National Committee for Mental Hy- 
giene (Canada) through its Division on Public Health and Medical Services 
(Grant Fleming, M. D., Hon. George Hoadley) because of the conviction 
that a service organized to foster mental health must base its policies and 
plans upon an appraisal of the total health situation in the area it seeks to 
serve. The report under consideration represents such an appraisal. 


In its concluding chapter the report reviews the distribution of medical 
facilities and public health services in the Dominion and submits some care- 
fully thought out recommendations to equalize, extend and improve medical 
care throughout Canada. 

Medical administrators, public health officials, in fact all who are interested 
in the professional and economic aspects of medical care as a public service 
will find this study a full and convenient source of information. 


C. B. F. 
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In Memoriam. 


SIGMUND FREUD 
1856-193 
It is difficult to give v express 
sustained in the death of Sigmund Freud. Alt! 
the mature age of 83 years and left us 12 volume 
melte Schriften (Collected Papers) 
to fill two more volumes, | e st 


those who gradually slow up with advancing ag 


and productive worker until the end 
Monotheism, appeared in | 
all his other works is pregnant with new and 
and no less provocative than S 

Interpretation of Drean 
spectively. 


Outside of his more intimate circle, few k 
the victim of a carcinoma of the superi 
years. The malady was well « oll 


by surgical and other procedures, but the fre 


the subsequent adjustment to new dental plates irt 


which we have 
1e died at 
s of his Gesam- 
orks, enough 
For unlike 
n active 
ses and 
nd like 


stimulating ideas, 


recent years 
perations and 


1 and often 


incapacitated him more or less physically. For the last four or five 
years he was also suffering from endocarditis and was often con- 
fined to bed for short and long peri Yet, such was his in- 
domitable spirit that during all these years of suff ge he con- 


tinued his practice ; he saw patients up to about 


nve weeks before 


his death and published some of his best wo The last two 
volumes of his Gesammelte Schriften (Vols. XI and XII) are 
made up of works which he produced during these years of 
invalidism. 

Those of us who were in close contact with him, and have seen 
him from time to time, were amazed at his composure and courage 
in the face of this dreadful situation. I saw him last in July, 1936, 
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while he was confined to his bed following an operation. He was 
visibly uncomfortable, but his mind was as clear and alert as ever. 
As I listened to his conversation, which despite his discomfort was 
now and then punctuated by witty remarks, I was perforce re- 
minded of our first meeting in 1907. One of the deep impressions 
that I carried away when I left him at that time was his incom- 
parable sense of humor. In our conversation I hald told him that 
Bleuler, whom I had visited on my way to Vienna, wished to be 
remembered to him. He then mentioned the fact that he had seen 
Bleuler a few months before, and remarked that although Bleuler 
was of his own age he seemed as hale and energetic as ever. This 
was the only indirect complaint that he made about himself through- 


out tl 


ie week that I visited him daily. 

No justice can be done to Sigmund Freud in a cursory review 
of his brilliant and outstanding career. In his autobiography he 
tells us that he stood first throughout his college years. Of all 
the medical specialties psychiatry alone appealed to him. He de- 
cided to study medicine because he wished to study the human 
mind. Judging by the status of psychiatry at that time his prepara- 
tion for it seemed most adequate. He spent six years in Bruecke’s 
physiological laboratory (1876-1882) as a research student. He 
began his studies on the spinal cord of a lowly fish, the Ammocoetes 
Petromyzon, and then turned his attention to the central nervous 
system of man, devoting most of his studies to the medulla oblon- 

ata. From Bruecke’s laboratory he went to the Institute for 
Cerebral Anatomy, where he worked with Meynert. The results 
of these anatomical and histological investigations can be seen in 
his works on cerebral diplegia and aphasia, and reading them 
today, one can already discern the paths which led him from the 
organic to the psychic.* 

That he was already at that time looking beyond the’ horizon 
of orthodox psychiatry is quite evident from his interest in cocaine. 
This alkaloid was little known in 1884 when Freud investigated 
its local anaesthetic effects. He told about his interest in this drug 
to two of his friends, Drs. Koenigstein and Koller, and suggested 
that they who specialized in ophthalmology might test the anaes- 


* Smith Ely Jelliffe: Sigmund Freud as a Neurologist, Journal of Nervous 
and Mental Disease, Vol. 85, No. 6, June, 1937. 
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thetic effect of cocaine ! Dr. Koller after testing 
its effect on animals the: strate ocal effect of cocaine 
on the human eye before the Congress of Ophthalmology in 
Heidelberg. 

This little known epis his early’ scient career shows 
that whereas consciously enigma of the hum nd, as such, 
attracted him to medicine, unc 5( he was primarily inter- 
ested in the alleviation « sufte or he was 
well aware that the therapeutic proce es then in vogue were in- 
effectual in the treatment t eul and were based on mere 
guesswork. But to find the remedy one st know first the nature 
and mechanism of the diseas« 

For his meritorious work ' Bruecke 
warmly recommended stipe to spend 
a year (1885-1886) in P: he he Charcot’s 
favorite pupils, as well as his Ge trans 

When he returned to he wi to di rate what he 
had learned from Charcot el at the le” hysteria 
and that hysterical symptoms can be | emoved by 
suggestion. These views were so the \ se school of 
neurologists and psychiat1 t i the object of 
strong opposition. It is uly believed that esistance to 
Freud and psychoanalysis bega 1898 whi phasized the 
sexual factor in the neuroses. As a matter « his Viennese 
colleagues looked askance at him f: he e he demonstrated 
Charcot’s views. His stateme that 2 exualis 
no neurosis is possible, which he s: years simply en- 
hanced this already existing oppositio1 y this he and 
the old school were already conditiot to 1 al opposition 
and distrust. 

His career since then is too well known to dilate upon here. The 
best that one can do is to mention ew 1 1 few catch- 
words, as it were, to ke: p the rece 1 straight, ar e the rest to 
the reader. With Breuer in 1893 he publish [he Psychic 
Mechanisms of Hysterical Phenomena, which later formed the 
first chapter of the Studies in Hysteria.* In this epoch-making 

* Translated by A. A. Brill, Nervous Mental Disease Monograph 


Series, No. 61, New York, 193¢ 
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work the authors described the origin, but not the nature of hys- 
terical symptoms. They emphasized the importance of the affective 
life of the individual, the significance and difference between con- 
scious and unconscious mentation, and stressed the dynamic and 
economic factors in the symptoms by showing that the symptom 
originates through a damming up of an affect and through the 
transformation of a sum of energy, which should have been utilized 
elsewhere (/iysterical conversion). The patient was cured by means 
of abreaction, by re-living the repressed episode through verbal 
expression. It was a sort of mental purging or catharsis. The 
technical procedure was to hypnotize and then question the patient 
concerning the origin of the symptoms. 

The mounting opposition to these new concepts caused Breuer 
to withdraw his collaboration. Freud then continued alone. The 
first and most important change in the technical procedure insti- 
tuted by Freud soon thereafter was to eliminate hypnotism and 
substitute it by what he called the “‘free association” method. This 
procedure was more difficult and more time consuming, but it 
led directly to the deep recesses of the mind and showed how 
human beings actually react to the demands of life. The free asso- 
ciation method marks the beginning of psychoanalysis, which 
Freud gradually developed and amplified into a system of study 
and treatment of normal and abnormal activities. But as he 
traced the origin of the symptoms, the associations perforce led 
him to the childhood of the individual and thence, to that of the 
race. One can clearly see this course of evolution by following 
chronologically his basic productions. 

The Collected Papers on the Neuroses, The Psychopathology 
of Everyday Life, The Interpretation of Dreams, his books on 
Sex, Wit, and Totem and Taboo* show: (1) that normal and 
neurotic behavior differ only in degree, (2) that sexuality plays 
the same important role in both, (3) that in our unconscious, 1. @., 
in our dreams we recapitulate not only our recent and remote past, 

e., our childhood but also the childhood of the race. Sigmund 
Freud was the first mental scientist who dared take the decisive 
step from the present to the primeval past of mankind. In Ig12 


sic Writings of Sigmund Freud, The Modern Library, New York, 
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he published his 

the close resemblance 

the savage, and by comparing the results of the unresol\ 
flicts of the modern cl 
vistas to the origin of most of our cultural institutions. In h 
last work, JJoses ai MV ntinues t e trend f 
thought and demonstrates through monotl that the Cédiy 
complex, which is cot 
from the past. 

The amount « rci 
nate these various st rodis Sis reud not only 
made great contributior nol l ar logy. but 
also to biology, mythologs thropology 
literature. His direct 
highly evaluated. He riginal concepts on the neuroses and 
psychoses. No psychiatrist can nov rd t it the psycl 
genetic and unconsciou ictors in tl tudy of patients. Hi 
theories of paranoia a1 el 
these puzzling diseases al fev the hig! 
his contributions. 

Psychiatry would b barren we! 


away from it. The int tative psychiat: Bleul 


I i@r 1s 
the spiritual father, ente 
by Freud. 

Sigmund Freud re} listi1 in the de 


velopment and prog psychiat t al lern culture. 
His death has depri psychiat Id « st ingeni 
and most original worker, th i] rld its greate 
thinkers, and The Am«¢ hiats \ f its gre 
honorary member. \\ r all ! 1 the te 
time does not matter; tl Is m bt, hov r, that he ha 
fluenced the world i: 
him the words of | 
vivorum est posita.” His life’s work is stored in t emory of the 
living. He survives through his great works and through his numer- 
ous followers the world over, and psychiatry i her and better 
because he lived. 


\. A. Britt, M.D. 


OV. 


ted 

ind 

Oon- 

ie W 

( 

Dus 

DU 

His 

Ken 

ted 

de | 

rest | 
of | 
in | 
to 

ria 

the 

1er- 

tter 

| 


Fey 
| 
i | 

| 
DR. ALBERT COULSON BUCKLE‘ 


1939 IN MEMORIAM 765 


ALBERT COULSON BUCKLEY. 
1872-1939. 


Dr. Buckley was born in Philadelphia, the son of a doctor who 
had a large general practice of medicine and because of this hard 
grueling family practice it was the father’s wish that the son 
would choose some other vocation but, as it has been often said, 
“A true scientist is born, not made’”—so it was in the case of 
Dr. Buckley. Before graduating from Central High School his 
interest and enthusiasm in his course in physiology and the use of 
the microscope were so keen and so fixed at that time that he could 
never consider any vocation other than the science of medicine. 

He graduated from the Medico-Chirurgical College in 1897 and 
for several years continued as demonstrator of anatomy and 
histology until 1900 when he was made associate professor of 
histology. About this time he made his first trip abroad and spent 
six months working and studying in the laboratories and wards 
of the Berlin City Hospital. 

In 1906 he went to the Friends Hospital as assistant physician 
and in 1918, upon the retirement of Dr. Robert H. Chase, Dr. Buck- 
ley was appointed superintendent, which position he held until 
the time of his death. 

Thirty-three years of service in one institution is a long time 
but I don’t think it seemed long to Dr. Buckley. He was always 
busy, thinking and planning as to what might be done for the 
betterment of science, his hospital, those entrusted to his care, 
and social problems in the community at large. Not only was he 
anxious to study and learn for himself, but much of his time was 
spent in teaching, and he was on the staff at the University of 
Pennsylvania, the Post Graduate School of the University, the 
Philadelphia General Hospital, and was chief of the neurological 
service of the Frankford Hospital. He belonged to both local and 
international psychiatric and neurological societies and was not an 
infrequent contributor to the scientific medical journals on subjects 
pertaining to both psychiatry and neurology. In 1920 his textbook 
The Basis of Psychiatry (psychobiological medicine) was pub- 
lished, and in 1927 appeared the first edition of Nursing Mental 
and Nervous Diseases (from the viewpoints of biology, psychology 
and neurology). This latter book has passed through five editions 
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and has been used ext n Cat nd as well as 
in this country. 

He made several! t1 broad visiting thi rent clinics and 
laboratories in Europe and upon each returt enriched with 
knowledge, enthusiasm, and tl rit of true scientific re- 
search. His latest study nM ! tral Nervous 
System of the Albi 

In 1904 Dr. Buckley rried Harriet Ellis B Kentucky. 

Mrs. Buckley passed aw vovembet 1937, 1 on January 2, 
1939, he married Mary Sandife1 Imet rt Thomas, Ken- 
tucky. The cause of his rred iwust 17, 1939, | 
was cardiovascular col licat Witl nchopneumonia. 
Sanps, M.D | 
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a line of physicians, merchant rs, he retained the 
best of a New Engla ld holicity of mind 
that this has someti l. He gt te Brown Uni- 
versity in 1879 and re t Doctor Medicine from 
Jefferson Medical ( ge | . \fter two rs of private 
practice in Providence D1 irrington entered uy his psychiatric 
career, his introduction | Ls istant physician at the Danvers 
State Hospital. In 1894 Was ap] ted 1 | director of the 
Bridgewater State Fart institution caring for a heterogeneous 
group of indigent infir hronic al ics, minor offenders and 
criminal insane. Largely through the efforts of Dr. Harrington a 
department known as t [assachusetts State Asylum for Insane 


care and treatment for t neglected group last named. Here he 
appointed as his assistant a young physician just graduated in 


whose distingu ied career aS a 


Criminals was establishe r the purpose of providing psychiatric | 
medicine, Dr. Harry W. Mitch | 
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psychiatrist and as president of The American Psychiatric Associa- 
tion is already recorded in the JouRNAL. In 1898 Dr. Harrington 
returned to Danvers State Hospital as superintendent, remaining 
until 1903 when he resigned to become superintendent of the New 
York Eye and Ear Infirmary. Through his business ability and 
sound judgment he soon rescued this institution from the financial 
disaster which threatened it. Dr. Harrington’s real interest was in 
psychiatry, however, so when, in 1907, he was offered the super- 
intendency of the Rhode Island State Hospital for the Insane, he 
promptly accepted the appointment. 

In going to Rhode Island Dr. Harrington regarded the situation 
as a challenge. The physical plant of the institution was in wretched 
condition and there had been great lag both in the care and treatment 
of patients and in psychiatric interest. By enlisting the aid of the 
medical profession and by wisely informing both the public and 
legislators concerning the needs and work of the institution he 
gradually transformed the physical plant, at the same time making 
improvements in the standards of psychiatric and other medical 
activities. Perhaps the most important of the physical improve- 
ments accomplished by Dr. Harrington in the hospital at Howard 
was the construction in 1912 of a reception building. This was 
probably one of the most complete and best adapted buildings which 
had then been constructed for the purpose indicated. Although 
always handicapped by limited appropriations Dr. Harrington 
established a laboratory, introduced occupational therapy, social 
service and other scientific and therapeutic facilities as they became 
recognized as useful psychiatric instruments. 

A subject in which Dr. Harrington felt the keenest interest and 
developed to the pleasure and benefit of his patients was music. 
A great lover of this art and a skillful pianist he believed that, 
properly directed, it could be made a valuable therapeutic agent, not 
so much through the instruction of patients in its technique as by 
group participation in its production, especially in the form of 
chorus singing. Although he had already highly developed this 
form of music Dr. Harrington recognized the need of a pipe-organ 
as accompaniment in the large congregate dining-room where the 
patients were accustomed to assemble for singing. By means of a 
personally directed drive, he raised $10,000 through contributions 
from the public and secured the desired instrument. 
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its certificate as an expression of his sympathetic support of the 
purposes for which the Board was created. 

Dr. Harrington was a life member of The American Psychiatric 
Association, a member of the Boston Society of Neurology and 
Psychiatry, a past president of the Rhode Island State Medical 
Society, past president of the Rhode Island Society of Neurology 
and Psychiatry, and past president of the New England Society of 
Psychiatry. In spite of these many honors those who were privi- 
leged to know him best felt that his self-effacing modesty prevented 
him from receiving the even wider recognition which they were con- 
vinced his rare professional and personal qualities merited. 

ARTHUR P. Noyes, M.D. 


WILHELM WEYGANDT. 
1870-1939. 


Those who attended The First International Congress on Mental 
Hygiene in Washington in the summer of 1930 will recall that 
Dr. Wilhelm Weygandt was the representative of Germany at that 
memorable meeting and took a distinguished part in its proceedings. 
He was a member of the Committee on Institutions and participated 
in the founding meeting of the International Committee for Mental 
Hygiene. At the first general session at which was presented a 
world view of mental hygiene Dr. Weygandt spoke for Germany, 
outlining the status of psychiatry and mental hygiene in that 
country. “Some of the features most worthy of note in our 
system,” he said, “are scientific research, intensive treatment by 
occupational therapy, and a very extended provision for the care 
of mental cases outside the hospital.” 

Professor Weygandt, who died at Wiesbaden, January 22, 1939, 
had for many years been one of the most conspicuous figures in 
German psychiatry. With a wide and informed interest in the arts 
and sciences he exemplified the qualities which a leader in psycho- 
logical medicine needs to cultivate. He entered upon his profes- 
sional work under especially favorable auspices. He had been a 
pupil of the great philosopher-psychologist Wundt * at Leipzig, 

* The great Heidelberg philosopher Kuno Fischer is said to have summed 
up German philosophy in his day, thus: “Es gibt nur zwei grosse deutsche 
Philosophen—der andere wohnt in Leipzig.” 
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THE BIOCHEMISTRY OF EPILEPSY. 
A Review. 


By H. GOLDSTEIN, Pu.D., ann R. A. McFARLAND,* Pu. D., 


Columbia University. 


“Affliction with seizures is an ancient and widespread condition. 
In the United States, if we may accept for the whole population 
the incidence among drafted men, something less than 500,000 
persons are subject to ‘epilepsy.’ The lot of these persons is a 
difficult one. The care of those who need it constitutes a heavy 
charge on families or communities ; their treatment is oftentimes 
no more rational than was given in the dark ages and beyond” 
(100). 

If epilepsy is to be considered a distinct disease entity it sur- 
passes any other single nervous or mental disorder in the number 
of its victims. Yet both understanding and treatment of this malady 
are still on a hit-and-miss basis. 

It is true that the overt physical manifestations that we have 
come to recognize as the convulsions or fits of epilepsy are fairly 
easily discernible and tend to make the diagnosis of epilepsy too 
much of a snap judgment and too often erroneous. The mere 
recognition of a symptom does not imply that it is a symptom of 
only a single disease entity. It may very well be a symptom of 
many such entities. It is realized that many diseases have some 
symptoms in common and that some diseases have many symptoms 
in common. Just as a high temperature is characteristic of typhoid 
fever it is also characteristic of pneumonia. Yet no one but the 
most naive would say that these two conditions resemble each other 
in either etiology, diagnosis or prognosis. 

“Increasing knowledge has demonstrated that pathological con- 
ditions of various types may cause similar manifestations” (178). 


* Now at the Fatigue Laboratory, Harvard University, Soldiers Field, 
Boston, Mass. 

1 This article is the fourth and last of a series dealing with the blood 
biochemical studies of the psychoneuroses (116), dementia precox (117), 
manic-depressive insanity (115), and epilepsy. 
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chronic arachnoiditis, encephalitis, multiple sclerosis, presenile 
gliosis, senile cortical degeneration, toxins, disturbance of circula- 
tion, decreased consumption of brain cells, disturbed equilibrium 
of electrolytes and of acid-base elements in the tissues, edema of 
tissue and permeability of nerve cell membranes, decreased blood 
supply to the nerve cells, pathological chemistry of the brain sub- 
stance, psychoanalytic repressions, demoniacal possession, failure 
of adjustment to environment, epileptic personality type, vascular 
spasms, cutaneous vaso-constriction, organic and functional ab- 
normalities in basal metabolism, endocrine dysfunction,’ toxicity 
of the blood, alcoholism, etc. And the theories are still being elabo- 
rated at great length. As can be seen from a study of the literature, 
specific lesions of one kind or another of the central nervous sys- 
tem,® functional instability of either the central or sympathetic 
nervous system, bacterial, toxic or metabolic damage, or psycho- 
genic causes that have their origin in litthke demons that gloat 
maliciously over the wretched epileptic or a malfunctioning ego, 
have all at various times been accused of being the cause. But 
so far it has been found that neither starving brain cells nor acute 
indigestion nor chronic constipation nor phantastic toxins in the 
circulation nor ‘“‘pin-worms embedded in the anal mucosa nor 
complexes buried in the personality are in themselves sufficient to 
produce a convulsion, though it is self-evident that such inciting 
causes when present should be removed” (100). There are no 
data to demonstrate that any of the above abnormalities are more 
common in individuals subject to epileptic attacks than in normal 
individuals. The theories of epilepsy have been plentiful but un- 
fortunately the facts have been conspicuous by their scarcity. 
Because of the plenitude of theory the therapies advocated have 
been numerous and varied. It must, however, be indicated that 
some measures of treatment have proved to be of value while 
others have been worthless. Lennox and Cobb (100) in an excel- 


4“About all that investigation has demonstrated in regard to the connec- 
tion between epilepsy and the various endocrine glands is that there is no 
relation between the symptom complex and endocrine disorder, and that 
whenever there is a relation it is probably secondary and not the cause of the 
epileptic manifestations” (178). 

5 Cobb (30) has stated that, “probably the greatest cause of epilepsy is 
cerebral (at birth or later), closely followed in importance by infections of 
the brain and meninges in infancy and youth.” 
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experimental procedures, and inadequate statistical treatment * of 
the obtained results. Previous articles have discussed these factors 
as they influence studies of the psychoneuroses (116), dementia 
precox (117), and manic-depressive insanity (115). 

Criticism of biochemical studies of epileptics have generally been 
directed to the following points: (1) As a general rule, chronic 
institutional cases have been used in the majority of the studies. 
The effect of institutional routine, in terms of diet and activity, 
is difficult to evaluate and to control. (2) The difficulty of ascer- 
taining exactly when a seizure is to occur makes it often impossible 
to obtain blood samples immediately before a seizure or group of 
seizures. (3) Many seizures occur at night during sleep. The 
difficulty of obtaining samples of blood in relation to fits occurring 
at that time is obvious. (4) Investigators often do not record the 
time of the seizure or its relation to other seizures, that is, elapsed 
time since the last seizure. As a result these seizures may be in- 
terpreted as inter-paroxysmal seizures when they may really be 
pre-paroxysmal or post-paroxysmal. 

Since there is no specific test to establish or corroborate diagnosis, 
as in the case of many organic diseases, it is probable that cases of 
tetanic, uremic or hysterical convulsions, to mention a few, may 
have been included in some studies of epilepsy. The convulsive 
state, which has been the basis of classification of epileptics, cannot 
be regarded as the clear-cut result of any one particular physiologi- 
cal disturbance. There are some who “believe that instead of, or 
indeed in addition to, the motor release in genuine epilepsy there 
may be a pathological release in other domains and on other levels 
than the purely motor cortical” (182). 

The biochemist in such instances is not at fault because he relies 
fully on the adequacy of the psychiatric diagnosis. It is to be hoped 
that with a fuller knowledge of etiology will come a greater cer- 
tainty of diagnosis. Study of a few isolated cases without any 


not been collected according to any uniform plan, and that selection for 
study of a disproportionate number of epileptics from institutions renders 
generalized conclusions invalid. Such patients form a special class which in 
no way represents the entire epileptic population of a community.” 

8 Lennox and Cobb (100) stress this point particularly as it applies to 
epilepsy. “In any disease of unknown etiology, much can be learned from 
carefully gathered statistics. But with epilepsy, which is only a symptom, 
confusion is to be expected unless data are thoroughly digested.” 
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Lennox, et al. (104) remark that Kersten’s use of the Bang micro- 
method and of such a small amount of capillary blood from the 
lobe of the ear increases the error of measurement. 

Barlocco (5) in 1922 also using this method studied a group of 
epileptics and found blood glucose values above normal before a 
seizure but normal during the attack. Vollmer (187) with the 
same method examined a group of patients and reported an increas- 
ing hypoglycemia up to the time of the convulsion, this reversing 
with the seizure and becoming a hyperglycemia. In 1924 Dide, 
Fages, and Baudouin (39) made a study of several epileptics and 
found hypoglycemia to be the rule, that is the blood sugar value 
was never above but frequently below normal. 

Wladyezko (195) in 1925 tested 18 epileptics and found evidences 
of hypoglycemia which the investigator believed could directly or 
indirectly provoke a seizure. In 1926 Lennox, O’Connor, and 
Bellinger (103) made frequently repeated measurements in an 
epileptic patient having serial convulsions and on a healthy person 
who simulated convulsions. They found increased blood sugar 
during convulsions but concluded that any increase in blood sugar 
which takes place during convulsions is the result of the muscular 
exertion and asphyxia of the seizure. They felt that whether or 
not blood sugar increases depends on the amount of readily avail- 
able glycogen in the body. It was their belief that in the usual 
case of epilepsy there is no evidence that blood sugar plays any 
more than a passive role in the events associated with seizures 
while in the unusual patient extreme hypoglycemia may assist in 
the precipitation of seizures. 

Nielsen (137) 1n 1934 using the Folin-Wu method studied 56 
idiopathic epileptics and found an average value of 82.8 mg. per 
cent which was about 10 per cent below that of the average of 
102 controls. There was reported a tendency to hypoglycemia in 
about 90 per cent of the cases. Tyson, Otis, and Joyce (186) in 
1935 using the Folin-Wu method tested g2 epileptics and 16 non- 
epileptic controls. Of these 92 patients 85 were on luminal therapy 
which may cause a rise in the fasting blood sugar. Despite this 
fact, 56.4 per cent of the patients showed subnormal fasting blood 
sugar levels as compared with only 12.5 per cent of the non-epilep- 
tic controls. Neri (136) in 1935 using the Crecelius-Seiffert method 
studied 9 patients and reported a tendency to high blood sugar 
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using the Landois method tested eight epileptics and found that 
the degree of alkalinity of the blood underwent constant variations 
during the course of each day. The convulsive attacks presented 
variations equally constant, occurring alternately with the variations 
in alkalinity of the blood. In 1902 Pugh (158) tested 40 epileptics 
and 20 controls and reported that the interparoxysmal period in 
the patients is lower in alkalinity in the average than the average 
for the controls. There was a marked fall in alkalinity immediately 
prior to the onset of the fit. There was a further fall from three 
to ten minutes after the fit was over with a gradual return to normal 
alkalinity in five to six hours. The investigator was of the belief 
that the diminution of the alkalinity after the fit is due to the 
chemical end products of muscular metabolism, that is, sarcolactic 


and carbonic acids, and not to substances in direct relation to the 


epileptics and reported great variability in the alkalinity in the 


epilepsy. In 1903 Pugh (159) using Wright’s method tested 40 


patients. 
Jarloev (78) in 1921 found that the pH value of the blood of a 
group of epileptics rose, on the average, to 7.42 at the approach 
of an attack which the investigator thought to be due to intoxica- 
tion with basic substances which might be neutralized during the 
attack by acid products formed by the contracting muscles. Frisch 
and Walter (51) in 1922 tested three idiopathic epileptics and 
noted a fall of total alkalescence with increasing diffusible alkali 
in the pre-paroxysmal stage. In 1923 Bigwood (11) using the 
Cullen method studied 40 epileptics and in the “convulsive type” 
of epilepsy found a “rupture of the regulating mechanism of blood 
pHi” and a state of transitory alkalosis preceding the seizure. Fol- 
lowing the attack there might be alkalosis normal blood pH, or 
even acidosis. The same investigator (g) in 1924 using the same 
method examined 35 epileptics making two to II repetitions on 
each and found that when the hydrogen ions were normal or higher 
than normal in concentration the patients had no attacks. During 
a long period without seizures the pH might remain normal. 
Usually whenever there was an alkalosis, there was a seizure. 
There was no relationship between the degree of alkalosis and the 
severity of seizures. Cases with psychic manifestations, petit mal, 
etc.. without convulsions, did not show such marked fluctuations 
in pH. Plasma pH was normal in five out of six patients with 
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Ballif and Reznic ) 
tested 75 epileptics 
reserve varied within no1 De! t) with an 
average of 64 vol. per cent liate] clonic 
tonic seizure the value fall the deg f tl ll depends on 
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cent. The return of the al 
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duration of the convulsiy 

Osnato et al. (143) using the CI n method in 1927 studied 
40 idiopathic epileptics and found tic acid 
value of 31.7 mg. per cent whicl mly increased, on the 
average, 74 per cent above normal investigators were of the 
opinion that the increase was not due to the muscular exertions 
during convulsions but might perhay te abnormal metabolic 
processes. Page (143) bel that it | ble that the hich 
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lactic acid values obtained by these investigators resulted from 


anoxemia. McLaughlin and Hurst (119) feel that the figures ob- 


tained by Osnato et al. (143) are unusually high in a number of 
cases and are of the opinion that it is very unlikely that they would 
be obtained with present more refined experimental techniques for 
determining lactic acid. They also criticize the lack of experimental 
results for normal blood lactic acid since Osnato et al. (143) did 
not have any control subjects. Bigwood (8) in 1929 after studying 
group of epileptics concluded that an alteration in reaction of 
the blood toward increased alkalinity was an essential preliminary 
to the production of convulsions by a hypothetical toxin. 
In 1930 Di Renzo (40) studied 21 epileptics and reported that 
ie epileptic convulsion is preceded by a rise in the alkaline reserve 
of the blood manifested 24-48 hours before a seizure. Immediately 
before a fit the alkaline reserve decreased rapidly to normal and 
remained at tha 
\ccording to t 
coincide with the sudden throwing into the blood stream of a 


t level throughout the fit and until the next seizure. 
he investigator the convulsive seizure appears to 
quantity of acid which brings down the increase in the alkaline 
reserve. Massazza (113) in the study mentioned above reported 
that in the “essential” epileptics he found evidence of alkalosis as 
shown by increased blood pH, normal or increased alkaline reserve, 
and decreased CO, tension. In a study of nine epileptics and five 


1 
] 


controls Poli (154) reported that the oscillations in the acid-base 
cannot be said to be absolutely pathogenic (for the seizure itself) 
and must be interpreted as natural biochemical symptoms. These 
symptoms precede and accompany the seizure since the experi- 
mental reproduction of modifications in the alkali reserve was not 
enough to determine alone the onset of the epileptic seizure. 
McLaughlin and Hurst (119) in 1933 found that during the 
intervals the variations in the pH of epileptic patients extend to a 
range slightly above normal. They also found that the average 
alkali reserve (ave. 68.7 vol. per cent) and pH values tend to be 
slightly above normal. They reported a fall in alkali reserve during, 
and for varying periods after, the fit. The degree of the fall in 
alkali reserve was related to the severity of the convulsion. They 
accounted for this fall by the accumulation of lactic acid in the 
blood. Decrease in lactic acid during recovery was accompanied by 
increase in alkali reserve. The investigators also reported that the 
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lactic acid values obtained by these investigators resulted from 
anoxemia. McLaughlin and Hurst (119) feel that the figures ob- 

ined by Osnato et al. (143) are unusually high in a number of 
cases and are of the opinion that it is very unlikely that they would 
be obtained with present more refined experimental techniques for 

termining lactic acid. They also criticize the lack of experimental 
results for normal blood lactic acid since Osnato et al. (143) did 
not have any control subjects. Bigwood (8) in 1929 after studying 

group of epileptics concluded that an alteration in reaction of 
the blood toward increased alkalinity was an essential preliminary 
to the production of convulsions by a hypothetical toxin. 

In 1930 Di Renzo (40) studied 21 epileptics and reported that 
the epileptic convulsion is preceded by a rise in the alkaline reserve 
of the blood manifested 24-48 hours before a seizure. Immediately 
before a fit the alkaline reserve decreased rapidly to normal and 
remained at that level throughout the fit and until the next seizure. 
\ccording to the investigator the convulsive seizure appears to 
coincide with the sudden throwing into the blood stream of a 
quantity of acid which brings down the increase in the alkaline 
reserve. Massazza (113) in the study mentioned above reported 
that in the “essential” epileptics he found evidence of alkalosis as 
shown by increased blood pH, normal or increased alkaline reserve, 
and decreased CO, tension. In a study of nine epileptics and five 
controls Poli (154) reported that the oscillations in the acid-base 
be absolutely pathogenic (for the seizure itself) 
and must be interpreted as natural biochemical symptoms. These 
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symptoms precede and accompany the seizure since the experi- 
mental reproduction of modifications in the alkali reserve was not 
enough to determine alone the onset of the epileptic seizure. 
McLaughlin and Hurst (119) in 1933 found that during the 
intervals the variations in the pH of epileptic patients extend to a 
range slightly above normal. They also found that the average 
alkali reserve (ave. 68.7 vol. per cent) and pH values tend to be 
slightly above normal. They reported a fall in alkali reserve during, 
and for varying periods after, the fit. The degree of the fall in 
alkali reserve was related to the severity of the convulsion. They 
accounted for this fall by the accumulation of lactic acid in the 
blood. Decrease in lactic acid during recovery was accompanied by 
increase in alkali reserve. The investigators also reported that the 
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for arterial blood is 93 to 98 per cent and for venous blood is 62 
to 85 per cent (78, p. 47). The limits of normal of oxygen satura- 
tion for blood from an internal jugular vein is 50-70 per cent and 
for blood from an extremity is 65-85 per cent. 

Some investigators have found normal blood gas values in the 
epileptic. Table 4 shows the essentially negative findings. 

Not all of the investigators, however, have reported normal find- 
ings. Notkin et al. (140) in 1933, using the Van Slyke method, 
studied seven epileptics and reported that the oxygen capacity was 
normal in four epileptics but low in three cases; that the oxygen 
content was normal in two cases but low in five; that the oxygen 
unsaturation was normal in three cases but high in four cases. 
lennox and Gibbs (101) using the Van Slyke method in 1936 
made 100 measurements of blood taken from the arms of epileptics 
and found an average oxygen saturation of 64.5 per cent which 
they found to be significantly lower than the 72.3 per cent average 
for healthy persons as reported in the literature. Forty-one of the 
100 measurements were below the normal range 65 per cent to 
85 per cent. The range of basilic vein oxygen saturation was 
from 38 per cent to g1 per cent, and of the femoral vein from 
43 per cent to 87 per cent. The observed mild degree of anoxemia 
of the venous blood of the arms of epileptic patients was believed 
to be the result of a laggard peripheral circulation due not to 
insufficient cardiac output but to overactive vaso-constriction pre- 
venting the quick passage of blood through the capillaries. The 
investigators felt that the condition was a common accompaniment 
of poor physique, poor posture, constipation, and an inadequately 
balanced vegetative nervous system, but not symptomatic of epi- 
lepsy alone. Lennox and Gibbs (102) in 1936 using the Van 
Slyke method studied 88 epileptics and measured the oxygen satu- 
ration of the blood of a femoral, radial, or brachial artery 125 
times. They found that the average was 93.4 per cent, which was 
slightly below that of normal individuals (94 per cent to 99 per 
cent) as taken from the literature. Fifty-four per cent of the 
cases had oxygen saturation within normal range. However, a 
study of 58 non-epileptic neurological patients revealed that only 
46 per cent of these patients had normal oxygen saturation values. 
The degree of hypoxemia which the majority of the epileptics 
exhibited was not in itself sufficient to explain the seizures to which 
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concentration of calcium ions in the blood. When the calcium ions 
were normal or higher than normal in concentration the subjects 
had no attacks in spite of the alkalosis and their epileptic condition. 
In the non-convulsive seizures the calcium ion concentration re- 
mained normal. Sachs (165) in 1926 examined eight epileptics 
whom he tested bi-weekly and obtained normal or high blood cal- 
cium values in the inter-paroxysmal period (ave. 9.5 mg. per cent), 
never decreased values. During the attacks the values always in- 
creased (ave. 11.1 mg. per cent). In 1927 Kora (87) using the 
Kleinman modification of the Bloor nephelometric method tested 
five patients and found that for a few hours after attacks the 
amount of total phosphorus of serum increases remarkably (ave. 
increase 3.1 mg. per cent). Blumgarten and Rohdenburg (16) 
using the Kramer-Tisdall method tested four epileptics and re- 
ported low blood calcium values (ave. 6.00 mg. per cent). 

In a study of 21 epileptics in 1930 Di Renzo (40) reported that 
the epileptic seizure appeared to coincide with an increase of serum 
calcium. Parhon and Ornstein (146) in 1930 using the Kramer 
method studied 35 epileptics and reported that in the majority of 
cases the serum calcium was below or at the lower limit of normal 
values. Massazza (113) studied a group of epileptics and reported 
low blood calcium. Di Renzo and Tomasino (41) in 1930 in a 
study of 20 epileptics and 10 normal controls found that the con- 
centration of calcium in the blood is lower in epileptics (ave. 11.9 
mg. per cent) than in the controls (ave. 12.7 mg. per cent) (that 
is, a hypocalcemia prevails between seizures). During the seizure 
and the first hour after the seizure there is a slight temporary 
increase in calcium values. The investigators concluded from the 
results that “in epileptics a disturbance in the fixation of calcium 
in the tissues takes place which in the blood is manifested by hypo- 
calcemia.” They believed that during the seizures there arise con- 
ditions which cause that part of the calcium fixed in some tissues 
to be freed and to enter the circulation. Hepburn and Neibaum 
(67) in 1931 using the Clark titration method studied three epilep- 
tics and reported low calcium values (ave. 9.9 mg. per cent). 

Messina (125) in 1935 made a study of 12 epileptics and found 
that with attacks the calcium values rose and that with increasing 
periods of latency they tended toward normal. Hirschfelder and 
Haury (68) examined 67 epileptics and reported that plasma phos- 
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sisgaard and N¢grvig (13) in 1923 tested 16 epileptics and found 
in the blood about three hours before the epileptic seizure a rising 
ammonia value which in some cases reached as high as three times 
that of the normal. The investigators felt that in genuine epilepsy 
there are constant significant irregularities in ammonia interchange 
as determined by the Hasselbach method. Shaw and Moriarty 
(172) studied a group of five epileptic children and found an 
increased blood uric acid after a fast of several days. N¢grvig (139) 
in 1924 making use of the Folin method examined 22 epileptics and 
10 controls and reported that in patients with genuine epilepsy 
pathological amounts of ammonia are found in the blood 1-6 hours 
before the convulsion. In the attack-free period low ammonia 
values are found. Sherrill (174) in 1924 using the Van Slyke 
modification of the Marshall urease method tested five epileptics 
and found high blood urea values (ave. 36.4 mg. per cent). 

Luck, Thacker, and Marrack (107) in 1925 using the Luck-Seth 
method tested 10 epileptics and 15 controls and found blood 
ammonia values in the patients (ave. .18 mg. per cent) that were 
higher than those found in the controls (ave. .og mg. per cent). 
They concluded, however, that high blood ammonia does not occur 
invariably before epileptic fits and is not the cause of the fits. In 
1925 Meyer (127) studied 15 epileptics and reported an increase 
in the serum albumin as compared with the serum globulin. In 1926 
Wuth (194) using the Zeiss dipping refractometer, Pregl’s micro- 
method and the Folin method examined 16 cases of genuine epilepsy 
and found that non-protein nitrogen, uric acid, creatinine and serum 
protein showed higher values during or shortly after convulsions 
than during interparoxysmal periods. The changes were not always 
uniform in the same or in different individuals nor were they specific 
for any disease or for the convulsive reaction, as they might be 
found as the result of all physical exertion. The investigator at- 
tributed these increases to the muscular work involved in the 
seizures. Reid (161) ina study of 36 epileptics reported tendencies 
toward low non-protein nitrogen values (ave. .29 mg. per cent) 
and low urea nitrogen values (ave. .12 mg. per cent) in the blood 
of his patients. 

Frisch and Fried (49) using the von Starling method examined 
a group of epileptics and reported pre-paroxysmally an averaged 
increased serum albumin. Post-paroxysmally there was an in- 
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seven epileptics found that blood cholesterol was increased before 
a seizure and decreased after the seizure. Malerba (111) in 1921 
using the Pisani method and the Liebermann-Burchard reaction 
studied two epileptics and reported that the blood cholesterol con- 
tent fell below normal during their fits. Barlocco (5) in the study 
mentioned above found the blood cholesterol content slightly but 
constantly low during the epileptic attack. The investigator found 
normal blood fat values in the period preceding the attack but doubt- 
ful oscillations at other times. 

Targowla, Badonnel, and Berman (180) in 1923 using the 
Grigant method made a study of three epileptics and reported that 
the cholesterol values varied in these patients. Pezzali (151) in 
1923 examined five epileptics before, during, and after seizures. 
The cholesterol content regularly decreased during the seizure and 
rose afterward, as did the fat to a lesser extent. The regular 
fluctuations in cholesterol suggested to the investigator that this 
might have a protective action. In 1924 Goebel (56) tested several 
epileptics and found that the blood cholesterol was always higher 
than normal. Popea and Vicol (156) using the Grigant method in 
1925 studied 16 epileptics during interparoxysmal periods in all 
cases but one. During the seizures blood cholesterol values were 
lower than during the attack-free periods. After the attack they 
tended to return to interparoxysmal values. The investigators 
believed that the lowering blood cholesterol during attacks was due 
to the exaggerated use of circulating cholesterol and to its destruc- 
tion during convulsions. Ornstein (142) in 1925 found a pre- 
dominance of hypocholesteremia in cases of epilepsy. Claude, 
largowla, and Badonnel (29) in 1926 reported that the blood 
cholesterol in epileptics during the convulsion is generally high. 
Jacobi in 1927 using the Myers method tested 23 epileptics had 
found a strong variation of the serum cholesterol content. A definite 
connection of these observations with the paroxysms could not be 
determined. The curve of cholesterol content showed significant 
deviations from normal. 

In 1927 Brain (19) using the Sackett modification of the Bloor 
method studied a group of epileptics and a group of normals and 
reported that the epileptics had a slightly lower (7 per cent) blood 
cholesterol than normals. Within 24 hours of a fit, epileptics 
showed 15 per cent lower blood cholesterol and 20 per cent lower 

53 
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differed greatly in the patients, the ratio of phosphatide to cho- 
lesterol tended to be higher at or near the time of convulsions 
than at other times. A comparison by McQuarrie et al. (121) of 
the plasma lipid values of 100 epileptics and 32 controls revealed 
that, in general, the average phosphatide value of the patients 
(ave. 125 mg. per cent) is significantly lower than that of the 
controls (ave. 172 mg. per cent), that the ratio of phosphatide to 
cholesterol in patients (ave. 0.74) is significantly lower than that 
of the controls (ave. 1.04), and that the average value for total 
fatty acids in patients (ave. 471 mg. per cent) is significantly 
greater than that of the controls (ave. 312 mg. per cent). In 
lecithin, total fatty acids, and lecithin cholesterol ratio the epileptics 
had a statistically significant greater coefficient of variability than 
the controls had. 
In 1933 Hopkins (73) in a study of seven epileptics and six 
controls reported that the average whole blood cholesterol in 
epileptics was slightly lower than in normals. The range in vari- 
ition of the cholesterol at any one hour through 24-hour periods 
was greater in epileptics than in normals. Jacchia and Fattovich 
(75) using the Autenrieth and Liebermann-Burckhard method in 
934 tested three epileptics during the interval period, during and 
following the attacks. The cholesterol values during the interval 
periods proved to be constantly lower than those usually obtained 
in normal individuals and, in addition, there appeared to be evidence 
of a relationship between the clinical severity of the epilepsy and 
the degree of hypocholesterolemia. During the attack there was 
frequently found a slight increase in the blood cholesterol which, 
n the period following the attack, descended constantly and in large 
measure below the values found either during the attack or in 
closest interval periods. The investigators felt that the variations 
in cholesteremia stand in some relationship, at least an indirect one, 
to the alterations responsible for the convulsive attacks. Rampini 
(160) using the Grigant method tested 20 epileptics and reported 
a tendency toward hypercholesteremia during the interval periods. 
Immediately after the convulsive attacks there was a further in- 
crease in the blood cholesterol which was maintained for a certain 
number of hours but with a tendency to regain the value prior to 
the attack. In a study of seven epileptics McLean (120) employing 
the Sackett method found that the occurrence of the epileptic fit is 
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Reiter (162) of 18 epileptics revealed that in each individual there 
were considerable variations which were outside the limit of error 
of the method followed, such as, in one case, values varied from 
8.3 to 11.5 mg. per cent in measurements made on three different 
occasions, without any relation to seizures. 

Dautrebande (35) in 1926 studied seven epileptics and found 
that the daily variations in alkali reserve and pH were extremely 
large. These variations showed no connection with the appearance 
of the attack. Frisch and Fried (50) examined the pH value of 
nine patients on seven or more occasions and reported that all but 
one had a value outside the normal range on one or more occasions. 

In 1926 Lenno et al. (103) studied 24 epileptics during a fast 
and reported that the non-protein nitrogen and urea nitrogen varied 
considerably from day to day. Lennox and Bellinger (99) tested 
14 epileptics and found that a large percentage showed marked 
variations in the form and level of successive sugar curves. The 

vestigators suggested that the great degree of variability shown 
by certain patients might be an expression of variability in the 
[ | the sympathetic system coincident with consequent 
changes in blood flow or in the activity of endocrine glands. 

In a study of 23 epileptics retested on several occasions, Jacobi 
(76) reported marked variation of the cholesterol content of the 
serum. Goodall (57) in 1929 examined six epileptics and made 
three estimates of each individual inter-paroxysmally and reported 
that the intra-individual variations pre-paroxysmally tend to be 
greater than those made inter-paroxysmally. A study by Gosden 
et al. (58) of 21 epileptics tested repeatedly revealed that the blood 
lesterol is more variable in epileptics about the time of a fit 
than at other times. Madsen (109) made I21 measurements of 
the serum calcium of 18 epileptics and reported a marked individual 
variability. Hopkins (73) studied seven epileptics and six controls 


and found that the range in variation of the cholesterol at any one 


hour through 24-hour periods is greater in epileptics than in 
In 1934 Griffiths (61) studied the serum calcium values secured 


for individual patients was wide and variable. Tingey and Hard- 
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environment than control subjects. It is also evident that during 
and immediately before seizures, the epileptic is more variable bio- 
chemically than he is at other times. 

Summary and Discussion—A number of comments might be 
made, by way of summary, of the various studies which have been 
reviewed above. Very few clear cut, consistent trends have been 
observed in the biochemical studies of the blood which have been 
analyzed. One gains the impression that the epileptic has a disturbed 
physiological make-up. The objective evidence for this, however, 
is chiefly in the greater amount of variability than that found in 
the normal individual. The significance of this lack of stability in 
the internal environment is, in itself, difficult, if not impossible, to 
evaluate because of the large number of factors which might be 
involved. 

It must be realized that the effects of the paroxysm are similar 
to those of any violent muscular exertion of fairly short duration. 
The picture secured from a biochemical study of the convulsion 
indicates that during, and as a result of, the fit, the blood sugar in- 
creases, the pH may or may not decrease slightly (depending upon 
the severity of the seizure) and the calcium increases. All of these 
reactions may be a result of the end-products of muscular metab- 
olism. Although these trends appear to be commonly observed, 
they do not show statistical reliability as a rule because of the 
typically small number of subjects and the rather high degree of 
group and individual variability. 

The muscular exertion during the seizure, as well as its emotional 
concomitants, may account for the increased blood sugar. It has 
been found that the rise of blood sugar during a seizure is roughly 
proportional to its severity. However, there appears to be no rela- 
tionship between the blocd sugar values and the type of epilepsy 
or the frequency of seizures since the amount of available glucose 
in the body at the time of the seizure will decidedly influence the 
concentration in the blood, seizure or no seizure. There is no 
evidence that blood sugar plays more than a passive role in the 
events associated with seizures (104). Although there is present 
in the inter-paroxysmal and pre-paroxysmal stages a slight tendency 
to decreased blood sugar there is no proof that the precipitating 
cause of the seizures is a temporary state of hypoglycemia or that 
the seizures are in any way etiologically similar to the hypoglycemic 
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convulsions of hyperinsul rity of the 
evidence points to a1 r] psy as 
shown by studies 

It has been found on the 
shape of the toleranc t bility 
in the pre-paroxys! \ elat 
epilepsy to a defecti explain 
by the larger number ot k tional tensio1 
or with particular 1 
endocrine dysfunction, 1 bility of tl 
sugar regulating me t t | be an expres- 
sion of fluctuations in ¢! r act t] ympa- 
thetic system or in t! I-| the bl Thus, it is 
difficult to prove that a s ny change 
observed in the sugar level t he factors 
mentioned above may Ly 
another, both in the epilept | ject | hence would 
vitiate any apparently reliable rel pilepsy and 
carbohydrate metabolist \t any 1 remembered 
that with the excepti bet e curve is 
never diagnostic per 

In the interpretation of ¢! tests, the mere peak 
reached by the blood sug luring 
which the higher levels at int l, that is, the tim uired 
for the blood sugar to return to 1 re-test level (82 Many 
studies of blood sugar cu epil I fficult t te rpret 
and of limited value because blood taker ly two hours 
after glucose was ingested and 1 t to determine 
just when the blood s els 

It is well established that the ‘'s re tl ld” of the epileptic 
and the frequency of s be inet r decreased by 
alterations in the acid-l uilibriu r in the fluid balance of 
the body, by changes in the oy n tension in the blood or by 
alterations in the concent con 
stituents of the body. “C es in hydrogen ion « ‘entration of 
the blood cause changes in « r blood electroly ese, in turn. 
may influence the irritabil f the brain” (144). Or it may be 
that “the abnormality in acid-base balance observed in certain cases 
of epilepsy is probably not the factor of chief importance in the 
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mechanism of seizures, but is an incidental accompaniment of a 
more basic disturbance in the physiology of the nerve cell” (123). 
While it is known that an induced alkalosis, such as that occasioned 
by ingestion of alkali or by hyperpnea, may precipitate seizures in 
the epileptic there is no evidence that the acid-base equilibrium of 
the epileptic differs to any great degree from the normal individual. 
No relation has been found between alkaline reserve and the time, 
occurrence, frequency or severity of convulsions. Studies of the 
hydrogen ion concentration curve have failed to show any definite 
characteristics of epilepsy or to show that the blood reaction has 
any relation to the epileptic manifestation. However, it is possible 
that there are acid-base changes in the tissues, especially in the 
central nervous system, which do not find expression in the blood 
(95). It is also very important to distinguish between those 
changes occurring during the epileptic convulsions that are the 
result of the seizures and those that are the cause of them. 

The variability of the acid-base equilibrium in the epileptic has 
been observed frequently. There appears to be a greater than 
normal hour to hour range in pH and a larger daily variation in 
alkaline reserve.'' It is difficult to determine the extent and signifi- 
cance of this variability. It may be connected intimately with an 
altered or defective neutralization regulation (13), or with a 
hypothetical rupture of the regulating mechanism of blood pH (11) 
which, in turn, may be predicated upon defective homeostatic 


It would appear that the theories formerly in vogue which re- 
garded the occurrence of convulsions as due to an “intoxication” 
with alkaline substances are no longer held. The evidence shows 
no such “intoxication.” There is a slight, temporary acidosis found 
during and after the epileptic convulsion. This acidosis, which is 
the result of and not the cause of the fit, may be connected with the 
increased muscular metabolism associated with the convulsion. This 


would tend to neutralize any basic toxicity if 1t were present. The 


Lennox and Cobb (100) discussing this point state that “if we accept 
7.30 to 7.50 as the limits of normal values of pH of the blood none of the 
dependable observations demonstrated an abnormal equilibrium. They do 
seem to show, however, that in epileptics there is within this normal limit, 
an unusual degree of fluctuation from day to day with a tendency to approach 
a more alkaline reaction.” 
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proponents of the “intoxicat t y would | to explain the 
origin of the increased | ty as well it ntinual recurrence 
since the fit would ordinai bring about more nearly conditions 
of neutrality. 

Attempts have been 1 to 1 ncile the normal pH which has 
been observed in the majority « pileptics with the theory of 
alkalosis as the precipitat factor in seizure Chis has been 
explained by the hypothesis that non-convulsive epilepsy is accom- 
panied by a normal pH while tl nvulsive type epilepsy have 
a high pH (alkalosis). However, not all alkaloses in epileptics lead 
to seizures and not all s es are pl | by alkalos “Because 
curves signifying acid-base changes in the blood and frequency of 
seizures did not maintain a intly parallel course, associated 
changes in nerve cell, such as the tens xygen, the equilibriun 
of electrolytes, or the permeabilit ll membra may play a 
more fundamental part )4 

Seizures may distinguish « ulsive from non-convulsive dis 
orders. However, “some epilepsies may have 1 nvulsions at all in 
the ordinary acceptance of the term” (182). Also “many convulsive 
seizures that seem superficially to simulate epilepsy, such as 
those occurring in uremia, diabetes, tetany, and many of the other 
toxemias, may possibly not be truly epileptic (18 lence th 
presence or absence of seizures is no more of a guarantee of an 
epileptic or non-epil pt ( lition than is the presence ol ibsence 
of alkalosis. It must be lized furthermore that “the motor 
cortical release which by reason of its dramatic intrusion startles 
the senses into its acceptance as the ‘whole thing’ has, by virtue 
of this self-advertisement, for ages dominated the conception of 
genuine epilepsy. It is probable for this reason that the compara- 
tively smaller and less insistent gestures have escaped their true 
valuation” (182). It is quite possible that in the non-convulsive 
epilepsies abnormal metal processes produce biochemical vari 
ations from the norm. 

There is evidence from various experiments that a close associ- 
ation exists between cerebral activity and the utilization of oxygen 
in the cortical cells. The importance of this association, however, 
in explaining morbid mental states and aberrations is by no means 
clear. Studies of the blood gases have revealed. in general, no 
evidence of a generalized cerebral anoxemia in epilepsy. Further- 
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more, induction of a generalized cerebral anoxemia (with conse- 
quent local anemia) is not a certain method of precipitating a 
seizure in an ordinary epileptic (g2). The rather common finding 
of hypoxemia in the venous blood of the extremities of epileptics 
appears to be indicative of a laggard, peripheral circulation, defec- 
tive pulmonary ventilation, poor posture, and poor physique. These 
factors may account for the stagnant physical and mental state 
accompanying epilepsy. However, they do not appear to be causally 
connected with a seizure. 

Epilepsy is definitely not related to tetany except by the similarity 
in seizures. Tetany is marked by a disturbed function of the 
peripheral nerves, whereas, in epilepsy there is present a disturbed 
function of the central nervous tissues. Although tetanic convul- 
sions are precipitated by decreased calcium values in acute cases of 
hypoparathyroidism, no relation has been found in the majority of 
cases between calcium values and convulsions, mental states, or 
other clinical phenomena in the epileptic. Many investigators have 
reported an increased blood calcium during and after the seizure. 
This increase is in all probability due to the muscular exertion or 
tension involved in the seizure. Several studies in normal subjects 
have indicated that calcium may increase 10-15 per cent with 
physical exercise. 

Wide limits of individual variation of blood calcium in epileptics 
tested from time to time as well as a wide scattering of calcium 
values from group to group have been reported by several investi- 
gators. This greater than normal individual and group variability 
of epileptics is of considerable interest since it is known that 
calcium influences the excitability of the vegetative nervous system. 
With a fluctuating serum calcium, one might reasonably expect a 
fluctuating degree of excitability in the nervous tissues with conse- 
quent variations in irritability.’ 

Studies of the protein metabolism in epileptics have been for 
the most part negative. It has been reported that non-protein 


12 Lennox and Cobb (100) state that “though calcium constitutes only 3% 
of the total base in blood serum, its possible variation in epilepsy has inter- 
ested many workers. This is because of the well known relationship between 
increased irritability of nerves and decreased concentration of blood calcium 
in tetany and the relation of calcium to the permeability of capillaries.” It 
is now known that an increased tissue permeability may be related to the 
precipitation of seizures. 


\ 

the 

OT 
en 

n 
Phil 

( 

ot 
as 

Cl 

he 

Al) 

an 

iCsS 

11¢ 

at 

ve 

Cl 

en 

ns 

no 


838 rH! 


nitrogen, urea nitr 


ammonia, fibrin, 


either to the degree o1 


time, frequency or s 
blood fibrinogen apy 
protein metabolism 
abnormally large vari 
nous substances. 
another and there is 


1 


the processes underly 


The retention of nit1 


the cause of the sei 
nitrogen, uric acid, 
several investigators 
uniform in the sat 
specific for epilepsy 
all of these effects 
(194). 

There appears to | 
the epileptic. In ge 
lesterol values with a 
at different times or it 
cholesterol content 
of the fit than during 


are unknown. Son 


definite connection betw 


the paroxysms while 
exist. Also there is s« 
in cholesterol is relat 


paroxysms and regard 


The fact that there 


is related to the repo 


which induces an aci 


seizures. Other predis] 
water balance, increased 
may aid in the tendency 


13 Patterson (149) in discus 


in the chemistry or in the 
for either good or ill on 


rene! 


[ Jan. 


creatinine, 


relationship 


urrence, 


eased 
rmal 
Ss, an 

cy 
og 
ent to 
ed to 
er than 
eil 

( 


nt 


nuence 


inges are 


les we 
1] ine 

genic diet 


an. 


1940] H. GOLDSTEIN AND R. A. McFARLAND 839 


The lack of clear-cut biochemical results, with the exception of 
great variability,’* points to the fact that the average collection 
of epileptics in a given investigation are usually both physiologi- 
cally and biochemically a fairly heterogeneous lot. Whether or not 
this is due to faulty psychiatric diagnosis and classification or to 
the fact that individuals exhibiting the same mental disorder may 
t y in their physiological abnormalities or to a defective 
homeostasis is open to question. In the light of the information 
now available, it seems “that to call a patient ‘epileptic’ means almost 
nothing in an explanatory sense—it is merely calling him a name” 
(182). It has been stated that “the subject with less severe epilepsy 
is not different from the normal person during the long intervals 
between attacks” ( [23 ). 

It may well be that the only constant biochemical picture pre- 
| by the functional mental disorders is the inconstancy in the 
internal environment as discussed above. The degree of variability 

ay be a reflection of the degree of instability of the sympathetic 
nervous system. It is possible that a biochemical profile of the 
eparate variabilities of the different blood constituents under study 


may yield a picture that might differentiate the epileptic from the 
schizophrenic and the schizophrenic from the manic-depressive. 
‘All these factors are liable to great variation, and they can be 
interpreted correctly only if the nature and sources of this variation 
are analyzed” ( 79 F 

It is obvious that in future studies greater accuracy must be 
exercised in the diagnosis and classification of patients, more control 


in the selection and in the adequacy of the number of subjects under 


not classed among the abnormalities because there is as yet no convincing 
evidence that epileptics are abnormal with respect to these conditions.” 

‘Lennox and Cobb (100) feel that in the epileptic, “concerning abnor- 
malities of the body elsewhere than in the brain, the most constant is the 
inconstancy of physiological processes. For example, there is a variation from 
day to day in such measurements as pH of the blood, oxygen consumption, 
od sugar curves, activity of reflexes, vaso-motor reactions, leucocytic 
formula, excretion of ammonia, weight, and nitrogen balance.” These may 
all be related by an unstable sympathetic nervous system. Disturbances in 
circulation and in general metabolism may arise as a result of such abnor- 
malities of vaso-motor control. These abnormalities are intimately related 
to the precipitation and incidence of epileptic crises although it is difficult to 


state which is cause and which is effect. 
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EVALUATION OF THE ELECTROENCEPHALOGRAMS 
OF SCHIZOPHRENIC PATIENTS.* 


By P. A. DAVIS, Boston, Mass. 


INTRODUCTION. 


Schizophrenia is a term which labels a very high percentage of 
m.ental patients in hospitals. The sub-classifications made on the 
basis of the psychiatric picture appear to involve behavior, mental 
content and their relationships. Routine physical and neurological 
examinations are usually made on these patients when they are 
admitted to a mental hospital, but the findings have not led to a 
real insight into the schizophrenic condition, and neither have cur- 
rent methods of treatment yet told us what made the schizophrenic 
patient ill or what underlies his behavior. Some patients get well 
spontaneously, and they have little understanding or insight as to 
why they became ill or why they got well. 

In the last five years in the United States, electroencephalography 
has been developing and is giving us new leads and a more objective 
tool for studying the behavior of the human brain. Electro- 
encephalograms are electrical records of the physiological activity 
of the cortex, which can be amplified and recorded automatically 
on a tape, like electrocardiograms. The technique is such that the 


patient is not hurt or uncomfortable in any way, when recorded. 
COMPARISON OF EEG’s oF SCHIZOPHRENIC AND NORMAL 


SUBJECTS. 


At the Harvard Medical School we have been making an inten- 
sive study of people selected on the basis of having a normal his- 
tory from birth; absence of any history of accidents involving the 


central nervous system, or psychiatric difficulties requiring advice 


* Read at the meeting of the American Psychopathological Association 
at Atlantic City, June 5, 1930 

\ided by a grant from the Josiah Macy, Jr. Foundation 

From the Department of Physiology, Harvard Medical School, Boston, 


Mass., and McLean Hospital, Waverley, Mass. 
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The 66 patients at the Metropolitan State Hospital are chronic 
patients. The histories are not adequate for intensive study, but 
two sets of EEG’s on each patient, taken 6 months apart, were 
found to be more normal and less variable than the group at 
McLean Hospital. The reason for this may be that the Metro- 
politan State Hospital admits only chronic patients who are not 
subject to continually disturbed behavior and who are amenable 
to ward routine. Thus there is a definite selection of the type 
of patient. 

Dividing the schizophrenics into their sub-groups as classified 
in the hospitals, the types are listed as simple, paranoid, catatonic, 
hebephrenic, so-called “other types” and “mixed types.” An at- 
tempt was made to find a correlation between the EEG and these 
sub-groups. This was difficult because some patients after a year 
may be rediagnosed, so that a manic-depressive is later called a 
schizophrenic, and a catatonic a hebephrenic or vice versa. 


CLASSIFICATION OF THE EEG’s oF SCHIZOPHRENIC PATIENTS. 


On the basis of repeated and extensive EEG studies of these 
patients, the EEG patterns fall into three main groups: 

Group I—Those patterns which appear to be essentially normal 
(Fig. 1). 

Group II.—Dysrhythmic patterns which are indistinguishable 
from the records of patients not in mental hospitals but known to 
be suffering from convulsive disorders such as epilepsy, its variants 
or equivalents (Fig. 2). 

Group III.—‘Choppy” patterns which suggest the possibility of 
localized or generalized irritative lesions, cysts, atrophy and other 
pathological conditions which cannot yet be adequately defined 
(Fig. 3). 

A fourth group of brain patterns might well be added, repre- 
senting a mixed group showing features of both Groups II and 
III, where there is a good deal of overlap. 

Group I includes the normal patterns. The histories of the ma- 
jority of patients of this group indicate a type of schizophrenia 
which has a very gradual onset and often may not be clearly re- 
vealed until adolescence. In this group, more than in Group II, 
are patients whose history and heredity give little definite evidence 
of a schizophrenic tendency. In the hospital, the behavior of many 
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We have had the impression from the beginning of our studies 
of mental patients that the most normal records among the schizo- 
phrenics have been those from patients carrying the diagnosis of 
“paranoid” schizophrenia. For example, we selected the three 
records for Fig. 1 on the basis of normality and later discovered 


that the diagnosis was “‘paranoid” type in each case. 
Group III is at present the smallest group of this series and will 
be discussed next. The main feature of the records in this group 


‘ribed as “choppy,” for want of a better term. The EEG 
isually represents a diffuse rather than localized abnormal activity, 
though both are seen. Until more pneumoencephalograms, bio- 
chemical studies and autopsies can be obtained on mental patients, 
we cannot adequately identify the conditions associated with many 
ese records. In this third group are records which indicate 
some brain lesion or abnormality which pneumoencephalograms 
uate. For example, the patient McL-171 in 
Fig. 3 has been regarded as schizophrenic for nearly Io years and 
was in a hospital for more than 7 years. The onset was gradual, 
his heredity negative, the eight siblings normal. His abnormal 
response to metrazol therapy led to further inquiry into his neuro- 
logical condition, and from a skull plate he was diagnosed as hav- 
ing a hemangioma in the right occipital bone. Then a pneumo- 
encephalogram was done, and the condition was found to be a 
large inoperable porencephalic cyst in the right occipital lobe. 


1 
} 


The rest of the brain of this patient showed lesser, but diffuse, 


changes. There was an old fracture of the inner table of the skull 
in the region of the right occiput. His history states that when 7 

mths of age he was dropped 15 feet, remained unconscious for a 
week, and had to wear an ice-cap on his head for a year. 


\ second case, Mcl-175 (Fig. 3) shows a similar “choppy” 
pattern in one part of the brain. The history is more obscure 
except that the onset was sudden and deterioration started at once, 
then her condition became stationary and has remained essentially 
unchanged for 20 years. Skull plates of this patient taken the 
same month as the brain record showed hyperostoses, extensive 
calcification of the falx, and very deep Pacchionian depressions 
in the parietal regions. The first patient cited had a history of 
severe trauma. The second patient cited had no history of trauma. 


Both brains, however, show similar “choppy” records. 
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It is true that a fair percentage of schizophrenic patients yield 
low-voltage records with few or poorly developed alpha 


es, but re absence of alpha waves is perfectly 


normal.2 We believe that it is important to distinguish within 
e “low-alpha”” group the abnormal “choppy” record with its 
regular fast waves of at least 5 or 10 »V. The “‘choppiness’’ is 
disturbance which may appear in a high-alpha type 


- . T ~ - 
low-alpha type of individual. In Mcl.-175 there are 


) un showing enough alpha rhythm in her total record 
exclude her from the “low-alpha” or ‘“‘flat” classification. 


+1, las ; i 1 1 


is the largest group and the patterns give evidence that 


schizophrenics have a disorder of brain function which is 


same as that of people suffering from convulsive disorders 

Iso Gibbs, Gibbs and Lennox,® and Jasper, Fitzpatrick and 
Solom« ) f the physiological behavior of the brain 
seem to shov izophrenia and epilepsy are by no means 
itually exclusive. The difference appears to be one of degree, 
in that the schizophrenic patient having such a pattern may suffer 
from episodes of excessive motor activity and confusion rather 
jor convulsions. The presence of dysrhythmias in the EEG 
oes ply that the patient is not schizophrenic, but it does 


imply that he may also have some variant of the convulsive dis- 
ders coexisting with his schizophrenia. 


In the histories of these patients there is very frequently the 


syndrome so common in epileptic patients, namely, bed-wetting, 
night terrors, temper tantrums, periods of destructive, unreason- 
ble, sulky, violent or excitable behavior in childhood and later. 
[t is interesting that the patients whose brain records clearly fall 
in Group II are either diagnosed as “catatonic” schizophrenia, or 
se have a history of catatonic stupors and excitements in the 


hospital. They are the patients whose behavior on the hospital 


ward is unpredictable and who have catatonic episodes which 


psychotherapy, insulin and metrazol have failed to eliminate. 


RESPONSES OF SCHIZOPHRENICS AND THEIR EEG’s To 
TREATMENT. 
This brings up a consideration of the responses of the three 
groups of schizophrenics to treatment. The treatments at McLean 
Hospital and Metropolitan State Hospital have been metrazol, 
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admission to the hospital could be thoroughly examined, physically 
and medically, and given a complete thorough neurological ex- 
amination (which would include skull plates, pneumoencephalo- 
grams, electroencephalographic studies), as well as a thorough 
inquiry into their heredity and psychiatric history, one would be 
in a better position to evaluate the relationships of these many 
factors to one another. Autopsies on every patient dying are in- 


creasingly essential for the sake of the living patients. 


DISCUSSION. 


This paper is only a general outline of work still in progress, 
and it is therefore too early to attempt elaborate discussion or to 
draw general conclusions. Three obvious suggestions emerge, 
nevertheless. 

First, if the EEG shows patterns suggestive of the convulsive 
disorders in some schizophrenic patients it would seem. rational 
to study this group separately from the clinical point of view and 
to institute treatment appropriate to epileptics. It is well known 
that many epileptics who are kept busy mentally and _ physically 
are less likely to have seizures. The “‘total-push” treatment would 
therefore be indicated for this group. Also the drugs which have 
proved useful in the convulsive disorders could be tried and the 
results studied both clinically and electroencephalographically. 

Second, since the EEG becomes more abnormal following shock 
therapy and remains unchanged during “total-push,” the clinical 
results of the two methods should be carefully compared, and un- 
less shock therapy is clearly more successful, preference should be 
given to the method which shows least evidence of temporary or 
possibly permanent damage to the brain, at least until further re- 
search throws some light on the mechanisms involved in schizo- 
phrenia. 

Third, the EEG may prove to be of practical value in identify- 
ing certain types of cases, as those of Group III and perhaps also 
Group II, for which shock therapy might be definitely contra- 


indicated. 
SUM MARY. 


A’ study of 132 schizophrenic patients at Metropolitan State 


Hlospital and McLean Hospital is in progress. 
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ELECTROENCEPHALOGRAPHY IN THE PSYCHOSES. 
LOCALIZATION OF CEREBRAL ATROPHY.* 
By MORTON A. RUBIN, Pu. D. 


Electroencephalography has been used with much success in the 
localization of cerebral lesions ( Walter,’ Williams and Gibbs,? 
and Case and Bucy*). The criterion employed by these authors 
is the presence of “pathologic” delta waves, confined to the region 
of the lesion. From a survey of the literature, it appeared that 
cerebral atrophy was rarely described in association with delta 
waves. Preliminary investigation (Rubin*) still further demon- 
strated the general absence of foci of delta-wave activity in cases 
of cerebral atrophy. Lemere® has reported a difference in the 
amount of “normal” t10-per-second electrical activity (alpha 
rhythm) from an atrophied region of one cerebral hemisphere as 
compared with the same region in the unaffected hemisphere. How- 
ever, considerable differences in amount of alpha activity may 
exist in comparable regions of the two hemispheres of normal 
persons (Rubin®). Furthermore, the amount of alpha activity 
varies to some extent (Rubin‘), so that simultaneous recording 
from two regions must be employed if a genuine comparison is to 
be made. Lemere did not take simultaneous records from the 
regions. 

It seems reasonable that an atrophied region of the cerebrum 
should exhibit a different amount of alpha activity relative to 
neighboring intact tissue in the same hemisphere than that found 
in the corresponding, but not atrophied, region in the opposite 
hemisphere. Atrophied tissue must contain fewer neural elements 
capable of autonomous electrical activity, and it probably does 
not react to other nervous influences playing upon it in the same 
manner as does normal tissue. It is with the data obtained by a 


method based on this reasoning that the present report is concerned. 


* From the Memorial Foundation for Neuro-Endocrine Research, Worces- 
ter State Hospital, Worcester, Massachusetts. 
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cation was kept constant throughout the experiments, a 5 mm. ex- 
cursion of the writing pen corresponding to 50 microvolts. 
Procedure.—The subject reclined, with eyes closed, on a bed 
<ened, quiet, shielded room. As a precaution against 
his falling aslee | 


ls talling asleep, 


1e was asked to open his eyes for a minute or 
so at frequent intervals during the experiment. The recording 
took one-half to three-quarters of an hour in all. 

lwo meters of filtered and two meters of unfiltered record were 


ybtained from the various electrode combinations, and the distribu- 
tion curves of the amount of alpha rhythm over the head were 


lotted. The amount of alpha activity is quantitatively given by the 
per cent time alpha, At least 3 consecutive alpha waves with ampli- 
tudes of 7 microvolts or more were arbitrarily regarded as con- 


stituting an alpha rhythm. The percentage of 2 consecutive meters 
of record occupied by the alpha rhythm gave the per cent time 

Complete data were obtained on two or more different occasions 
on 14 schizophrenics, two manic-depressives and on one patient 
with a traumatic psychosis. The results were essentially the same 


in the individual cases with each repetition. 


RESULTS. 

\ set of distribution curves of per cent time alpha characteristic 
for schizophrenics with no detectable cerebral pathology is given 
in Fig. 2. The curves for both cerebral hemispheres run quite 
parallel. In other words, each pair of simultaneously recorded 
points, representing the amount of alpha activity of corresponding 
regions in the two hemispheres, increases or decreases in value 
relative to the preceding pair of points. The absolute values of a 
pair of points may differ, but they change in the same direction 
as one records anteriorly along the head. The same relationships 
have been observed in non-psychotic individuals (Rubin °). 

In contrast to the similarity of the distribution of alpha-wave 
activity from the two sides of the head in a case of non-atrophy, 
there are unmistakable differences in the curves of another patient 

ich are reproduced in Fig. 3. There is a marked difference in 
the curves in the region between electrodes II and VI. On thé basis 
of this dissimilarity, a diagnosis of atrophy involving the parietal 
region and extending anteriorly through the posterior third of the 
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The following are the relevant data on g schizophrenics, on 
whom pneumoencephalographic confirmations were subsequently 
made available. 

PaTIENT H. A.—White male, 31 years of age. 

‘ype of Schisophrenia—Hebephrenic; five years’ duration. 
History of Head Trawma.—Head injury at age of 17. 
Neurological Examination.—Pathological findings were past-pointing, slight 


polyesthesia, and tendency to irradiation of tactile sensation. 


G.H. 


PER CENT TIME ALPHA 


it 


0 


OCCIPITAL PARIE TAL FRONTAL 
Fic. 3.—Distribution curves of per cent time alpha over the cerebral hemi- 
spheres of a schizophrenic patient with cerebral atrophy, illustrating dis- 
similarities in shape of the two curves in the region between electrodes II and 
V. Left hemisphere represented by the open-circle curve, and the right by 
the solid-circle curve. 
Pneumoence phalogram.—Generalized cerebral atrophy, with cortical atrophy 
most marked in posterior part of parietal lobes; ventricular enlargement. 
tlectroence phalogram.—Dissimilarity of per cent time alpha curves extend- 
ing from posterior parietal to anterior frontal region; occasional delta-wave 
discharges. 
PATIENT C. B.—White male, 24 years of age. 
pe of Schisophrenia.—Unclassified, early ; six months’ duration. 
History of Head Trauma.—Trauma followed by two hours of unconscious- 


80 
-- 
\ 
60 
4 
| 
~ 
j \ 
40 
| 
\ 
\ 
ness. 


S06 ELECTROEN( jan. 194 


Neurological Exan point P 
ing, gross errors in locali: en ] 
eyes closed), and positi 

Pneumoencephal \ 
post-traumatic case; mod third 
ventricle; no evidenc I hen 

Electroen ephal Iva ta] 
region. 

PatieNnT A. B.—W 

Type of Schitsophi 

History of Head 1 . 

Pneumoencephal 
right parietal lobe. 

Electroenc eph 1] 
waves. 

PaTiENT I. B—White 1 ot 

Type of Schizophrenia cu 

History of Head Tra 

Neurological Exan 
swaying (when eyes cl 

Pneumoence phal 


Electroencephal 


PATIENT M. C.—White 
Type of Sch 1S bhr iad 
History of Head 7 


Neurological Exan 


Pneumoence phal 
Electroencephalogram.—N 
PaTieENT A. D.—White 
Type of Schizophrenia 
History of Head Tra 
Neurological Exan 
Pneumoencephalogram.—> 


Electroencephalogran 


PATIENT G. H.—White 

Type of Schizophr nid. fr 

History of Head Tra 

Neurological 

Pneumoence phalogra 
frontal to occipital reg 
lobes on both sides. 

Electroence phal D 


fissure through posterior tl 


1940 | MORTON A. RUBIN 867 


PATIENT B. M.—White male, 25 years of age. 
Type of Schizophrenta—Hebephrenic; 10 years’ duration. 
History of Head Trauma—None. 


Veurological Examination—No pathological findings. 

Pneumoence phalogram.—Doubtful evidence of very slight atrophy in left 
hemisphere ; no cortical atrophy. 

Electroence phalogram.—Normal. 


-ATIENT T. S.—White male, 32 years of age. 

“ype of Schizophrenia—Catatonic; 14 years’ duration. 
History of Head Trauma.—None. 

Veurological Examination—No pathological findings. 
Pneumoencephalogram.—Normal. 

lectroence phalogram.—Normal. 


Pneumoencephalograms have not yet been taken on the remain- 
ing five schizophrenic patients. Electroencephalographically four 
of the five do not show dissimilarities in their per cent time alpha 
curves, and one does. The five patients were: 


PATIENT J. B—White male, 29 years of age. 

Type of Schizophrenia —Hebephrenic; four years’ duration. 
History of Head Trawna—None. 

Veurological Examination.—No pathological findings. 
Pneumoence phalogram.—Not taken. 
Electroencephalogram.—Normal. 


Patient A. L.—White male, 23 years of age. 

[ype of Schizophrenia —Hebephrenic; one year’s duration. 
History of Head Trauma.—Fell and knocked unconscious at age of 20. 
Neurological Examination—No pathological findings. 
Pneumoencephalogram.—Not taken. 
Electroencephalogram.—Normal. 

PATIENT E. L.—White male, 29 years of age. 

[ype of Schizophrenia. —Unclassified; 1 year’s duration. 
History of Head Trauma.—None. 

Neurological Examination.—No pathological findings. 
Pneumoencephalogram.—Not taken. 


} 


Electroencephalogram.—Dissimilarity of distribution curves in posterior 


frontal region. 


PATIENT H. M.—White male, 22 years of age. 

Type of Schizophrenia—Hebephrenic ; six months’ duration. 
History of Head Trauma.—None. 

Neurological Examination.—No pathological findings. 
Pneumoence phalogram.—Not taken. 


Electroencephalogram.—Normal. 
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epileptic attack (Gibbs, Gibbs and Lennox were recorded from 
the forehead, bilaterally, ot Patient A. Lu his psychomotor 
seizure is shown in Fig. 4 
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Patient A. Lu. had no past history of seizures. However, during 
the 20 seconds or so that the “electrical seizure” lasted, the patient 
did not respond to a command to open his eyes. Shortly following 
this period he opened his eyes immediately when that request 
was made. 


L. FOREHEA 
R. FOREHEAD ] 50pV 


| SECOND 


Fic. 4—A continuous record from the forehead of a manic-depressive 
patient (A. Lu.) before, during and after a “Psychomotor” seizure. The 
seizure starts at the end of the first (top) strip of record and is over after 
the first third of the last (bottom) strip. Amplification constant throughout. 


One patient with a traumatic psychosis was also examined. 


PaTIENT H. S.—White male, 39 years of age. 

Psychosis —Traumatic psychosis; one year’s duration. 

History of Head Trauma.—Fell from ladder at age of 36. 

Neurological Examination—Impairment of joint-position sense on left 
side. 

Pneumoence phalogram.—Generalized, moderate deep cerebral atrophy; 
atrophy more marked in cortex, especially in parietal regions near vertex. 

Electroencephalogram.—No alpha activity from any region of the head. 


It was not possible to diagnose cerebral pathology in Patient 
H. S., since no alpha activity was found anywhere over the head. 
Some faster activity at 18-20 per second was observed under the 
frontal leads. The patient was allowed to fall asleep, and electro- 
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grams were obtained for one-half an hour or s \lmost from 
the start of sleep, the patient snored deeply at ppeared to be 
fast asleep. It was rather difficult to arouse hi this time. Fig. 
5 is an illustrative sample of record from the vert f this patient 


when awake and during sleep. The pattern of the sleep record cor- 
responds to the “C stage’ mis, Harvey a Hobart and 
the “alpha+delta+14 | ond” stage of Blake, Gerard and 


L.VERTEX AWAKE 
R.VERTEX [ 


LVERTEX ASLEEP 


RVERTEX 


= 
SECOND 
Fic. 5.—Sample tracings from t vertex of a patient (A. S.) with exten- 
sive cerebral atrophy, illustrat the appear ( chat tic potential 
changes during sleep in spite of the almost complet bse f electrical 
activity when awake. The lars potential changes in the vake” record, 
occurring about once every three-quarters of econd, at rtitacts due t 
the heart beat. The amplificat ; tl I in both 1 r and lower 


records. 


Kleitman.'! Normal individuals who exhibit no alpha activity in 
the waking state also show this typical sleep pattern (Davis 
et al.*). The interesting point in this case is that a patient with 
extensive marked cerebral atrophy, both deep and superficial, 
shows brain potential changes typical of those observed in the sleep 
of individuals with a presumably normal cerebrun 


The electroencephalographic method of localizing cortical atrophy 
has a distinct advantage over other methods in that it measures 
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activity without itself altering the condition of the patient or of 


‘> 


his central nervous system. The method is based essentially 


n the detection of disturbances in the “normal” integrated elec- 


trical activity of the brain, which an area of atrophy might 
use. It should be emphasized that it is not the crossing 

cent time alpha curves that is taken as the localizing 
ign of atrophy. In itself crossing may not be employed as a 


criterion, since it occurs in patients without cerebral atrophy. In 


uch cases of crossing, the curves both proceed in the same direc- 


tion, and are due to a sharper increase or decrease, as the case may 


ye, in One hemisphere than in the other. Atrophy may or may 


not be accompanied by crossing. The real criterion for atrophy 1s 
> occurrence of marked differences in the change of slope of the 
ves between two successive pairs of electrodes (1. e., the curve 


rises sharply in one hemisphere and falls in the other). 


\ limitation of the electroencephalographic method at the pres- 


ent time is the fact that one cannot decide whether the atrophy 


; unilateral or bilateral. To do this, it would be necessary to know 


ape of per cent time alpha curve is “normal.” To know 


this may not be possible, even if a large number of normal indi- 
viduals were studied, since there may be an almost unlimited num- 
ver of “normal” curves. This has already been found true for the 
distribution curves for the frontal lobes (Rubin*). The other 
limitation of the method is that it cannot be used for individuals 
with extremely low or entirely absent alpha activity. 

\n interesting point may be raised in connection with “normal” 

“pathologic” potential changes. We have seen that it is possi- 
ble to localize brain atrophy by alterations in the distribution of 
led normal (alpha-wave) electrical activity. Slow (delta- 
Wave) activity is used as the criterion for the presence of brain 
tumors, and yet it is characteristic of everyday sleep. It would 
seem, then, inadvisable to call any potential change pathologic 
unless it occurs in a known instance of pathology. It is for this 
reason, primarily, that we feel that the electroencephalogram should 
not be employed as the sole test for cerebral pathology. 

The present data revealed no consistent relationship between 
the presence or absence of cerebral atrophy and type of psychosis, 
duration of illness, history of head trauma or neurologic symptoms 
of central nervous pathology. Routine electroencephalographic 
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DISCUSSION. 


Dr. Witt1AM G. LENNox (Boston, Mass.).—I thing Dr. Rubin deserves a 
great deal of credit for being the first one to make a careful study of the 
alpha rhythm in psychotic cases, comparing various localities in one hemi- 
sphere and the homologous areas of the two hemispheres. That certainly is 
work which needed to be done. 

My criticism, I think, would be mainly with his use of the word “localiza- 
tion” in the title. It is true that there are differences shown in the top when 
compared with the front and back of the head, but as he says, there are no 
lateralizing values in the test. I wonder a little in saying that, because 
offhand you would think that the higher the percentage of alpha rhythm, 
which is the normal rhythm, the more normal that side would be, and in 
comparing the two sides, you would give the credit to the one with the 
pha rhythm for being the normal. Of course, you might say that 
there is a good deal of variety in the two sides in normal individuals, so that 
that might not hold. 

I think a more serious criticism is in the suggestion that these curves go 
along with the atrophy. He didn’t show us the x-ray films on which the diag- 
nosis of atrophy was based. Of course these cortical potentials are measuring 
the cortex only. It would show, perhaps, evidence of cortical atrophy, but not 
of deep atrophy, which a pneumoencephalogram is likely to demonstrate. 

It isn’t necessarily air over the cortex. I don’t know how he can say this 
was cortical atrophy in comparing the cortical potentials with what he sees 
in the pneumoencephalogram. 

A third point on localization is this business of talking about atrophied 
cells, because those cells are dead cells and are not discharging, and there- 
fore he is speaking about active cells contrasted with dead cells, which are 
presumably in that same region, but there is no demonstration that this is 
true. They may all be dead in the atrophied region and not active at all, so 
I would be much happier if he would make this simply as a study of the 
electrical potentials which are to be found in various areas of the cortex of 
patients with schizophrenia. 
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should be less or greater. Theoretically you would say there are fewer cells, 
therefore less activity. However, dead tissue in many instances is found 


to be a good conducting medium and would conduct through the activity 


from adjacent normal regions. Lemere has found that the activity might be 


higher or lower in the atrophied regions. The main criterion here is that 
it there 


recorded from that region is not the same as it would be, compared especially 


/ are cells incapable of producing activity on their own, any activity 


the other side, if those cells were capable of activity. Therefore it 


with 
might be higher or lower, but not in the same direction as the other side, and 


at 


the curves, or the differences in slope, have been taken 


ly agree that more study is necessary. 
In answer to Dr. Diethelm, the ages ranged from 22 to 39 years, with a 


Dr. Nichols, if I understand your first question correctly about the 
cancelation out and obtaining a flat base line, that wouldn’t be very probable 
with the method used here. We purposely used monopolar leads; that is, 
an active lead and an earthed lead. If you use bipolar leads, where both 
electrodes are over active tissue, you might readily get cancelation and a 
The pneumo-encephalographic changes were just as definite or marked 
as they could be. All the cases in which I said there was agreement were 
cases of very marked, extensive atrophy. 

Pathologists have found atrophy, and I think the reason why atrophy hasn't 


1 more in the past is that methods were not adequately developed for 


been foun { th 


detecting atrophy histologically. 


that dissimilarity of [ii 
as the criterion 
mean Of 30. 
} 


] 
] 
( 
( 
( 
} 
( 


\ FIVE TO TEN YEAR FOLLOW-UP STUDY OF 641 
SCHIZOPHRENIC CASES.* 


BY CHARLES: RUPP, BM. 


Che possibility of inducing remissions in cases of schizophrenia 
1 


by the use of pharmacological agents has aroused interest in and 


eveale satisfactory data regarding the prognosis 
of th not receiving any so-called “specific” treat- 
ment ) determine the prognostic outlook in a suf- 
ficiently large group of cases followed over a long period, a follow- 


up study of 641 cases clinically diagnosed schizophrenia was under- 
g | 
taken at the Rhode Island State Hospital for Mental Diseases with 


a tour and a half to ten year follow-up. Recently similar studies 


have appeared based mainly on the more selected and acute case 
material of private and psychopathic hospitals; but few adequate 


+ 


f unselected state hospital cases are to be found 


MATERIAL. 


eqs 1 1 


ihe cases utilized represent essentially all the clinically 
diagnosed cases of schizophrenia admitted for the first time to 
10de Island State Hospital for Mental Diseases between 1929 
1934. A period of at least four and a half years had therefore 
elapsed between the time of admission and the time of this study. 
Adequate records were available in all cases. The diagnosis in 
each case had been made by the staff after presentation at the 


clinical conference. Most of the cases were seen again in confer- 


ence prior to leaving the hospital and in a few instances in light of 
the subsequent course, the official diagnosis was changed. All such 
doubtful cases were excluded from the study. The criteria deter- 
om the Adolf Meyer Clinic and Social Service Department of the 
Rhode Island State Hospital for Mental Diseases, Howard, R. I. 


* Fr 


AND 
ELIZABETH K. FLETCHER, M. Soc. Serv., 
n the literature.‘ 


878 FOLLOW-UP | Jan. 


mining the diagnosis were « those out n the Statistical 
Manual of the Natio 

The Rhode Island State pital for it How- 
ard, R. I., being the o1 hos] it le Island, receives 
an unselected group of tal patient th | tal facilities 
for private and acute cas ble at Butl pital and in 
the psychopathic depart f the | Chapin Hospital, 
many of the cases later transfert t] | tals represent 
a less favorable prognost \cute and recent ca never 
hospitalized previously were, however, 1 l fi ll parts of 
the state, although at tit c1ge rcrowdi1 essitated 
some delay in the admiss Idly ill ca e immediate 
hospitalization was not 

During the period 1929 1, wil pital population 
and a limited staff, intensive the: bl \ll patients 
were admitted to a reception service r plete anamnestic 
study, physical, neurological, psychiat lL 1 laboratory 
examinations were mad More intensiv boratory tests and 
psychometric examinations re performed, if indi Hydro- 
therapy, physiotherapy, occupational, industrial and recreational 
therapy were available and frequent brief inte1 were held with 
the physician. Patients continued to resid the reception service 
four to six weeks, at the end which tl failing to show evi- 
dence of improvement a1 se prog! ippeared poor, were 
transferred to the continued treatment set All the cases. 
therefore, received the average tl eutic opportt ; available 


at a state hospital. 


An attempt was made to secut tion regarding 


g 
the present whereabouts a1 lition of Ju I, 1939) of 
all the 641 cases includ t the patients still in 
the hospital current reco1 1 | is well as the results 
of recent examinations by 1 taff physiciar \bstracts were 
obtained on patients transferred to other hospitals. Many of the 
patients outside the hospital cont | to report at the extra- 
mural clinic at frequent int Is and nation | physician 
was possible. For the ret g casi ts to the patient’s last 


known address were mad 
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ers who endeavored to see the patient and obtain from the family 
reliable data regarding the patient’s physical and mental condi- 
tion, work and social adjustment, as well as his freedom from 
psychotic symptoms. While it is realized that an examination by 

physician in all cases was preferable, this, unfortunately, was 
ible. In some instances, it was impossible to interview 
the patient directly because of inaccessibility, or unwillingness of 
he family to cooperate. In all such cases the information given 
by the relatives was checked, so far as possible, by information 
rom physicians, hospitals, interested social agencies and neigh- 
bors. Cases‘in which the available information could not be con- 
sidered reliable were classified under “no satisfactory follow-up 
’ 1 394 cases personal examination was 
including 28 in other hospitals, informa- 

n only was available. 89 patients were dead and 33 were lost or 
satisfactory follow-up information was unavailable. On those 
cases where adequate follow-up data were available the duration 


the follow-up period in 77 patients was from 44 to 5 years; in 
73, 5 to 6 years; in 81, 6 to 7 years; in 104, 7 to 8 years; in 87, 


8 to g years; in 85, 9 to 10 years and in 12 slightly more than 


RESULTS. 


Of the 641 patients, 340 were male and 301 were female. On 


lune I, 1929, their situation was as follows: 


Male. Female. Total. Per cent. 
In the c 85 gI 170 27.5 
In mental S 180 163 343 53-5 
No r mat 3 10 33 5.1 
\dequate follow-up data were, therefore, available for 608 pa- 


tients. Since patients were frequently allowed to leave the hospital 
in the custody of relatives because they were considered harmless 
to themselves and others, rather than because of any essential de- 
gree of improvement in their condition; they were, therefore, 
classified as being either much improved, improved or unimproved. 
The group classified as much improved includes those patients 
to make a good social and work adjustment to the outside 
ununity at a level as high as before their illness and who are 
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Therefore, 35 per cent of the simple, 16.0 per cent of the hebe- 
phrenic, 30 per cent of the catatonic, 16 per cent of the paranoid 
and 36.4 per cent of the “other” group were either improved or 
much improved. The greatest percentage benefited thus appears to 
be in the heterogeneous cases classified in the “other” group. It is 
of interest that in reviewing the individual cases classified in this 
group, many presented marked affective features, characteristic of 
the so-called schizo-affective psychoses. Hunt and Appel ® have 
called attention to the better prognosis of such a group. Disregard- 
ing the simple group, because of the small number of cases, the next 
best results were obtained in the catatonic group, while the paranoid 
and hebephrenic group did poorest. 


(B) AGE oF ONSET. 


Of the entire group of patients studied, the age of onset of 


the first detectable symptoms of mental illness was as follows: 


In the various subtypes, the maximum incidence of onset of 
symptoms occurred in the simple, hebephrenic and catatonic groups 
between 15 and 34, in the paranoid between 25 and 44, and in the 
“other” group between 15 and 44. 

The status in relation to age of onset (excluding cases with 
inadequate follow-up information) follows: 


Ur 25 O Unknown 
No. &% No. ‘¢ No N No. ¢ No. ¢ 
Much improved ... 1 16.¢ 15 8.2 16 7.5 4 2 3 Oo 
Improved ..... Ss 33.3 ae 28 3.0 8 20.5 2 . 2 8.7 
Unimproved ..... 3 «§0.0 117 64.6 142 66.0 78 56.9 31 67.3 15 65.2 
0.0 18 10.0 29 13.5 25 18.1 23.9 6 26 


Leaving out the group under 15 and the group with the age of 
onset unknown, because of the small number of cases available, 
25.3 per cent of the group between 15-24, 20.5 per cent of the 
group from 25 to 34, 24.9 per cent of the group from 35-44 and 
8.6 per cent of the group over 45 were much improved or improved, 
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indicating that the age r yon 
the prognosis, except that t of symptoms 
at age 45, or older, do less \ nt here 1 t occurs at 
a younger age. 

The duration of sympt rio t r the entire 
group follows: 
Less than 6 months 7 
6 to 11 months 18 
12 to 17 months... 37 
18 to 23 months.. 2 

I5 

Omitting the dead 
formation was not avail n 
of symptoms prior to hos} 

Duration of sympto! 
Much improved ...... 20 2 
10 13.1 
Unimproved ....... 83.9 

The percentage of cas 34.5 
for those with symptoms 1 for 
those with symptoms of 6 1 montl uration, 8 for those 
with symptoms of 12 to 23 nths duration and only 16 ose 
with symptoms of more tl 2 years duratio! utcome in 
this series, therefore, is slightly more favorable, tl rter th 
duration of symptoms prior to hospitalization, with a noticeable 
falling off in the percentage of cases benefited in tl showing 
symptoms for 2 or more years before hospitali 
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(D) Pertop or Time Durtinc Wuicu HospiraALizATION Was 
NECESSARY. 


The duration of hospital residence for the original group of 


patients follows: 


Less than 6 months...... 98 cases 67 cases 
6 to Ir months....... . 64 Cases eo re 67 cases 
12 to 17 months..... 31 cases 61 cases 
18 to 23 months......... 25 cases 64 years 

IQ Or more years........ 4 Cases 


Che outcome correlated with the period of hospital residence, 
excluding those cases dead or for whom adequate follow-up infor- 
| 


mation was not available follows: 


DURATION OF HOSPITALIZATION. 


Less } ¢ nths to 2 2to Over 
months te ear years. years 5 years. 
N No C N % No No % 
Much improved 14 20.3 Q 20.5 II 26.8 5 5.3 I 0.4 
38 55.0 20) 45.5 8 8.6 10 3.8 
Unimproved 24 IS 34.0 13. 31.7. 80 86.0 261 95.7 
Duration of required Per cent 
hospitalizations. benefited 


lt appears, therefore, that those patients requiring hospitaliza- 
tion for more than two years are much less likely to show improve- 


ment than those who require hospitalization for less than 2 years. 


it 
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An analysis of the cases correlated with the subtype in relation 
to the duration of hospital residence follow 


Les Over 
N 
8 36.3 13 3 «13.6 7 31.8 
Hebephrenic ...... 24 12 g 3 3 98 52.6 
ee 16 13.8 13.8 2 1 47 40.5 
2I 2: 1.1 14.8 13 26 32.1 


Of the simple group, 40.8 | 
Of the hebephrenic group, 2 
Of the catatonic group, 27.¢ 
Of the paranoid group, 2 
Of the “other”? group, 37 


The simple and “other” groups have the highest percentage of 
patients out of the hospital at the end of one year ; the hebephrenic 
and paranoid the least. The two latter groups show the hi 
percentage of cases remaining in the hospital after five years. 

The following table shows the number of patients in the entire 
group in the community at increasing intervals after admission: 


Time elapsing since 
admission. 


6 months .... 8 8 

8 

2 years 

10 

POSTS 

It is to be noted that the rate of increase in the number of pa- 

tients in the community declines rapidly as the time elapsing since 
admission increases. While 68 patients are in the community 6 
months after admission and 42 more in the next 6 months, only 


6 patients left the hospital between the fourth and fifth year after 
admission and of those in the hospital for from 5 to Io years only 
5 left the hospital in the 5-yea1 
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READMISSIONS. 


Excluding the dead and those cases for which no adequate 
follow-up information is available, 259 or approximately 50 per 
cent of the 519 remaining patients were out of the hospital at some 
time or other for a period of at least one month, while 260 have not 
left the hospital; of those leaving the hospital, 129 have not re- 
turned, 47 returned, but later were again able to leave, 83 returned 
and continued as permanent hospital residents. The relationship 
of the degree of improvement and return to the hospital is shown 


in the following table: 


N cases Per cent of total 
spl oT cases. 
. 126 2.6 
- 
Per cent lemporary Permanent 
tr cases return return. 
re leaving 
hospital No c N % 
Much improved ........ 33 82.5 7 17.5 
Improved ......... wes OS 67.7 21 22.0 9 9.7 
Unimproved ........... 33 20.2 I 15.0 74 «458.7 
129 49.8 47 18.0 83. 32.1 


As might be anticipated, all the much improved and improved 
groups have left the hospital at some time or other for longer than 
one month. A higher percentage of the much improved group 
have not had to return to the hospital. Slightly less than to per 
cent of the improved group have returned, apparently permanently, 
to the hospital, mainly because of a lack of suitable economic and 
environmental opportunities. 126, or 32.6 per cent, of the unim- 
proved group left the hospital for more than 1 month, but 74 re- 


turned permanently. 
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The following table shows the relationship bet rious 


diagnostic subtypes at 


t 
] 
Tota N f 
17 { { 23. 
Hebephrenic ...... 150 
189 { 
6 
3 
1.8 
Hebephrenic I 
Catatonic . 14.3 Cc 
Paranoid ...... O 
a 
The “other” group shows the highest pe ; leav- 
é 
Ing the hospital ror one month, a t ‘ rcentage U 
of cases with no return to the | ta n ord simple, ” 
catatonic and hebephrenic groups paral ws the a 
lowest percentage of cases leaving t pital vest per- | 
centage with no return to t ospit th ther roup th _ 
highest percentage of permanent ret “ 
b 
CA | 
Of the 89 dead, 52 wer les and t death 0 
were as follows: 
n 
3 n 
25-34 
35-44 
45-55 
Over 55 
lhe principal causes of th wet 
0} 
ré 
Pulmonary tuberculosis 31 13 18.2 
11.2 I 
..... 10.0 hi 
2 6.7 ti 
Cardiovascular disease . 2 3 


Miscellaneous conditions 8 18.0 
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SUMMARY. 


1. Of 641 clinically diagnosed cases of schizophrenia, admitted 
to the Rhode Island State Hospital for Mental Diseases, between 
1929 and 1934, and followed for 5 to 10 years, 27.5 per cent were 
found to be at present in the community, 53.5 per cent were in 
mental hosiptals, 13.9 per cent were dead and for 5.1 per cent no 
adequate follow-up information could be obtained. 

2. Adequate follow-up data were available for 608 patients; 
of these 6.6 per cent were much improved, 15.3 per cent improved, 
63.5 per cent unimproved and 14.6 per cent dead. 

3. Classification on the basis of diagnostic subtype showed that 
35 per cent of the simple, 16.4 per cent of the hebephrenic, 30 
per cent of the catatonic, 16 per cent of the paranoid and 36.4 per 
cent of the “other” group were much improved or improved. Many 
of the cases in the latter category were of the so-called schizo- 
affective type. 

4. The age of onset of psychotic symptoms had little bearing on 
the outcome, except that those cases having an onset at the age 
of 45 or later tended to do less well than those having the onset 
at a younger age. 

5. Of those cases with symptoms of less than 6 months dura- 
tion prior to hospitalization 34.5 per cent were much improved or 
improved. For those with symptoms of 6 to 11 months, 29.4 were 
benefited ; for those with symptoms of 12 to 23 months 27.8 per 
cent benefited ; while for those with symptoms of 2 years or longer 
only 16 per cent were benefited. 

6. 75.3 per cent of the patients requiring a hospital stay of 6 
months or less were improved while only 4.2 per cent of those re- 
maining in the hospital for 5 years or longer improved. Patients 
requiring hospital care for more than 2 years showed little tendency 
to improve. 

7. Disregarding the dead and untraced cases, 259 or approxi- 
mately 50 per cent of 519 patients left the hospital at some time or 
other for more than one month; of these 129 have continued to 
remain outside the hospital while 47 returned temporarily and 83 
permanently. The much improved and improved groups show a 
higher percentage of cases remaining out of the hospital con- 
tinuously and a smaller percentage of returns than the unimproved 
group. 
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THE RELATIONSHIP BETWEEN EARLY SCHIZO- 
PHRENIA AND THE NEUROSES.* 


By WILBUR R. MILLER, M.D., Iowa Crry, Iowa. 


Although the term “schizophrenia” has generally replaced the 
older term “dementia przecox,” it has chiefly rung the changes on 
emphasizing the role of affective, associational and attention de- 
fects, rather than stressing the terminal aspects of the disorder. 
Studies from both physiological and psychological approaches have 
not as yet helped us to formulate, in terms of a working hypothesis, 
the basis for the deficiency in affectivity or the other primary 
changes. More recently, the rapidly expanding series of patients 
treated with insulin and metrazol have shown us that, whatever 
may be the factor in bringing about remissions in certain indi- 
viduals, it does not achieve it in the majority, no matter how cer- 
tain we are of the diagnosis. Whether this group is further re- 
fined by selecting only early cases, or those of a similar reaction 
picture, we continue to find that remissions cannot be predicted. 
This immediately raises the old question—is schizophrenia a dis- 
ease entity or is it a number of disease entities, or what is even 
more likely, a variety of reaction types which have certain points 
in common. Kraeplin emphasized the essentially deteriorating 
aspects of the reaction. Bleuler discussed the fundamental asso- 
ciative disorder, even emphasizing the possibility of its having a 
metabolic basis. Adolf Meyer,’ as early as 1906, in discussing the 
then new concept of “dementia przcox” as outlined earlier by 
Kraeplin, decried the implication present in Kraeplin’s concept. 
He preferred particularly to emphasize the development of the re- 
action in the setting of a certain personality background. More 
important was his pointing out that milder forms of reaction types 
occurring in simple maladjustments, psychasthenias and hysterias 
also turn up in this more inadequate setting, with “destructive 
rather than helpful results.” The principle contained in this still 

* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 19309. 

From the Iowa State Psychopathic Hospital. 
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they are forms of complex behavior, neither as severe nor as deeply 
disintegrating as the schizophrenic reaction. But they are clearly 
steps on the way to more severe disorders, if some sort of equi- 
librium is not reached before then. The reasons why some reac- 
tions stop at the level of a neurosis, and others go into a psychosis, 
are complex ones. In some it seems to be largely a matter of under- 
lying personality factors, in others it seems to depend more on the 


( 


lefect in the method of handling disturbing experiences related to 
the early instinctual life. That the two factors interplay constantly 
in determining what crystallizes as the personality pattern for the 
individual is well known. 

That some individuals are born with traits, characteristics and 
constitutional determinants of such a type that leads directly to the 
schizophrenic reaction sooner or later, seems to be true. That 
others, because of early experiences and conditioning factors, have 
these same modes of reaction well established and greatly increase 
their chances of falling back upon these methods of behavior under 
later stresses, also seems to be true. As to whether or not the third 
group, with relatively more stable personality structures, but who 
also under repeated assaults upon their attempts at meeting life, 
retreat step by step, first by maladjustments, then by neurotic com- 
promises and finally by a full surrender into schizophrenic, is the 
concern of this paper. Zilboorg* in his analysis of cases by the 
analytic method has already stated that he believes this often to be 
the case. Myerson * also has more recently, from the non-analytic 
viewpoint proposed the same concept. Both of these authors stress 
the reversibility of the reaction, and that having reached the stage 
of schizophrenic behavior it is not necessarily a fixed or static 
state, nor does it always lead to ultimate deterioration. In many 
individuals quite the reverse is true. It is a reversible process, par- 
ticularly in the group we are concerned with, who throughout their 
lives have demonstrated resources in personality reaction. 

The first case is that of a 22-year-old college girl who was brought to the 
hospital in January, 1938, because she had developed acutely disturbed periods 
in which she had assaulted her mother. The onset of the illness was dated 
from June, 1937, when she began to complain that God was displeased with 
her. She complained of being unable to concentrate, talked vaguely of having 
slapped the Holy Ghost in the face, thought her head was wooden and her 
limbs were leprous. Following a vacation with much outdoor activity there 
was some improvement, but on returning to college in the fall there was a 
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return of symptoms. S { 7 and the 
Devil’s voice. One would 1 t thet her to go on 
and carry out her im; tt { lent attitude 
toward the mother beg: l hospital 
and then admitted from t P 

The patient, however, r period. To 
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These obsessive thoughts vel ted with many 
elaborations and rituals, 1 t ! I to a rigid 
pattern. At the tim f { picture, the 
patient had begun to met the tl masturbation 
with intense feelings of guilt 1 and 
early years of college, it gt ts red a period 
of marked crushes on her t rl nied by a tre- 
mendous push of work and lis] nt I portant point 
for us is that the onset { y a return of 
these same psychasther t t] per, 
however, was so different a t that tl t herself dates it 
definitely to June 6, 1937. SI felt ethit I couldn't 
escape.” Later she says, ly I felt . m had been pri 
nounced.” Still later she d { t felt as if 1 t nd k and 
bricks were crumbling.” and the later 
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stages were strikin 


Under psychotherapy, ously described by Malamud and 
the writer,* a good recovery l ince beet hieved. but with some 


affective flatness. 


The next case came to 1 n t action st but during 
the neurotic reaction, character hiefly by hysterical : estations 
pain, convulsive attacks and a ds. She wv hool girl of 
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happiness over the loss of her father. In the spring of 1937, six weeks 
before the first admission to our hospital, she was seized with nausea, 
vomiting and pain in the right lower quadrant. This was diagnosed 
appendicitis and the appendix removed. After returning home, she began 
to develop confused attacks, when she would throw herself about as though 
in a struggle. When clear she would have no memory for these occurrences. 
She was then admitted to the Psychopathic Hospital. A rather quick recovery 
was made after she talked about her antagonism toward her mother for 
going about with a man whom she regarded as an intruder in the household. 
Shortly after discharge, however, she began to complain of physical distress 
again, which continued throughout the winter, but not enough to prevent 
her continuing school. These finally terminated in a return of her amnesic 
and convulsive attacks, necessitating a return to the hospital. On this ad- 
mission she formed a strong rapport with another psychiatrist, and brought 
out material which revealed the sexual fantasy behind her attacks and 
illness. They were based on incestuous relations begun by the father when 
she was seven and continued by her brothers after his death. With the 


appearance of puberty and the gaining of knowledge from outside sources 
concerning pregnancy, her abdominal symptoms began. Following the 
bringing out of this material, the patient developed a psychotic reaction char- 
acterized by apathy, incontinence, auditory and visual hallucinations. She 
heard the voice of her mother urging her to break windows, and felt 
compelled to carry out the orders, injuring herself badly in doing it. She 
hallucinated her father, and said he had returned from the grave to care 
for her. She developed the delusions that her family had _ substituted 
someone else for him when he was buried. There were bizarre postures 
maintained for days, with queer manneristic patterns. She explained these 
as having a special significance. After a period of several weeks, having 
continued psychotherapy she made a recovery, going out to a boarding home, 
and finally to her own home. 


This patient was of unusual interest, because under observation 
she gradually changed from classical hysteria to a reaction with 
all the outward manifestations of schizophrenia. Not only was 
the behavior recorded and observed, but the dynamic factors were 
also known. It is of interest to note here that the recovery was not 
made in the reverse order, but through the psychosis and with some 
sacrifice again of affectivity. 

The next illustrative case was that of a 24-year-old single man, in whom 
the first manifestations of difficulty appeared when he was about eight years of 
age. He was the oldest of three siblings, brought up in a fairly strict Roman 
Catholic family. The mother was the dominating figure and was the main 
factor in determining the patient’s attitudes toward life. Previous to the 
age of eight, there had been no evidence of any difficulty in adjustment. 
About this time there was some mutual sex play with a boy playmate. The 
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mother found out 
in the life of the patient 

I built up a sensitivenes 
attitude. I was so bashi 
idea about all that (refe: 
to death to touch my sex 
with that little boy. I tl 
put in my idea. All I kn 
When I was in the sixt 
wild kid named Johnney 
hell in class. A teache: 
punished for things ] 
those dirty things that 
Patient goes on to desc 
relations and couldn't 
description of his outwar 
developed an over-cons 


and a beginning of a t 


an increasingly rigidl 
way, with every waking 
his underlying feelings 
classes and went t 


but he had shown no 
college. At this time he 
through masturbation 
describe their experiences, 
amatory interest, with cons 
emissions. The following s 
sensations accompanying 
summer I went up there 
lose myself completely whil 
or get control of myself. I 
every morning, there were s 
to death all the time. Inst 
nightmare.” From thet 
grating physically, and beg 
develop himself physicall 
fortunately, he was given n 
symptoms. He finally be 
himself in terms of chang 
X-rays were taken of his s] 
changes were taking place. 
and took to his bed, giving 


ing he had to “drain his syst 


of his florid somatic delusi 


his productions. Under met 


had a good remission. 
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In this patient, one could hardly describe the change that took 


place following eight years of age as a clear-cut neurosis. It 
was more of a character change, the dynamic factors of which, 
however, were neurotic in nature. The result was a rigid psy- 
chasthenic, perfectionistic, over-conscientious, guilt-ridden boy. 
When the added physiological burden of his maturing sex demands 
were added to this top-heavy personality structure, it was no longer 
adequate to protect him from his early childhood feelings of guilt. 
Instead his personality began to disintegrate along the lines of 
bizarre somatic symptomatology, with the added development of 
a pseudo-philosophic system to account for his failure. That the 
process was a reversible one seems to have been shown by his re- 
action to metrazol. Again the recovery is marred by the scar of 
a poor affect and loss of drive. 

In general, what may we say as to the relationship of the 
neuroses to early schizophrenia? From this group of cases, selected 
from a large number of our early schizophrenias, we should agree 


‘ 


with Meyer’s statement that “schizophrenia is the outgrowth of a 
mass of dynamic factors.” In every case it is not easy to secure 
evidence as to the interplay of these factors, unless, in the de- 
7 


velopment of the personality, they appear in behavior as symptoms 


of early neuroses or traits of character. If we were fortunate 


enough to be treating a neurosis, which progressed to a reaction 
characteristic of schizophrenia, then we have an ideally experimental 
situation, many variables of which we are made aware (Case II). 
If we are treating an early schizophrenic reaction, in which affec- 
tivity is sufficiently well preserved to insure a fair degree of rap- 
port, we can often secure a detailed reconstruction of the life 
situation, tracing the dynamic development of reactions culminating 
in the — illness (Case III]). The third possibility lies in the 
study of the personality of a recovered patient who has maintained 
insight ee his reaction, and with whom a detailed analysis of the 
entire development and recession can then be subjected to study 
(Case 1). 


That there are schizophrenic reaction types, in whom consti- 


tutional factors play a leading role, there seems to be little doubt, 
although with these we are not specifically concerned in this paper 
In such cases the final illness would appear to be an exaggeration 


of already strongly accentuated personality traits. However, in 
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the group of patients with \ re rt the schizo 
phrenic reaction can | ther step in the effort 
of the personality find os forces 
of life and the deman ited by per 
sonal trial and failure 

In none of these patient nd ty character- 
istics of the “‘schizoid”’ ling. To 


reach the final regressi1 inical 
picture of schizophreni treat, with 
every evidence of a strt 


Even 
when reality was finall the fir tress, there 
remained in these ind \ 

It would seem to | 9 5 
was incorrect, and tha O- 
phrenia. At the best, scl ind 
will remain so until d en if 


one follows the more defi 
that the primary disorde: affectivit re still deal 
descriptively with a n 
marked variation in eva 

Let us say then that the final psychotic 1 n labeled schi 
phrenia may be reached in a variet ways. Or tl 
we have found appearing repeatedly in certain patients, not ex- 
hibiting the schizoid or shut-in typ 1 tl 
through the route of the neuros 
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PSYCHOTIC MANIFESTATIONS IN THE PRESENCE 
OF ACUTE CEREBRAL VASCULAR LESIONS.* 


By CULLEN WARD IRISH, M.D., Los ANcELEs, CAtir. 


Several years ago the writer undertook a statistical study of 
correlations existing between acute cerebral vascular lesions, as 
found at necropsy, with psychotic manifestations, as noted clin- 
ically. The material on which this study was based consisted of 
1,000 cases of such lesions described in the records of 12,503 
consecutive necropsies done at Los Angeles General Hospital be- 
tween March, 1918, and November, 1934. The object of this 
communication is to submit, in briefest outline, a report of the 
resulting findings. 

Cases presenting the following types of acute cerebral vascular 
lesions were included in the material selected for study: 


Cases 

nus and venous thrombosis............... 98 


TH 


he clinical records, routinely made, contain no detailed and 
complete descriptions of psychotic manifestations, nor any refined 
psychologic analyses of them. One gains the impression that only 
the more obvious and spectacular psychotic manifestations have 
been noted in the clinical records, and that the milder ones have 
been ignored or overlooked. 

For the purpose of this study the psychotic manifestations have 
been classified into four groups: 1. Confusion with irritability. 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-io, 1938. 

The material for this communication was obtained from an extensive mono- 
graph on Vascular Encephalopathy, which included an intimate survey of 
1000 necropsied cases, presented to the Graduate Medical School of the 
University of Pennsylvania as the partial requirement for the doctorate degree 
in neurology 
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if severe enough to be co! red of psvychiatt haracter. 2. De- 
lirious states, noisy, mani e or lethargic. 3. Delusional or hal- 
lucinatory trends with or without belligerence or other abnormal 
behavior. 4. Established defects of judgment and memory, indi- 
cating mental deterioration, probably, in contrast with the first 
three groups, not reversibl 

Psychotic manifestations of o1 r another of these types were 
recorded in 170 of the total of 1,000 cases studied 

It goes without saying that among the cerebral manifestations 
of these vascular lesions there were also such symptoms as coma, 
aphasia, convulsions, twitchings, paralyses and the like, in com- 
bination with the psychotic manifestations or independently. How- 
ever, it 1s rather significant that in 78 of the total of 170 cases 
with psychotic manifestatiot €., 45.9 per cent, no neurologic 
signs were recorded. 

No doubt, in this connection, too, tl tatistical figure under- 
states the case. The mere fact of the presence « h psychotic 
manifestations as confusion, excitement or deterioration results 
often in such incooperation on the part of the patient as to pre- 
clude the possibility of eliciting neurologic signs which may be 
present. 

Perhaps it should be noted here that the material which forms 
the basis of this study is hardly comparable to tl hronic psy- 
choses which are associated with cerebral arteriosclerosis, seen in 
state hospitals and described in psychiatric textbooks. We are 
dealing here mainly with acute vascular lesions manifested by 
acute clinical phenomena. Moreover, by selection, we are dealing 
with the most severe, regularly fatal cases. The average survival 
period for all patients in the entire survey, with emboli, was 8.3 
days, with thrombi 14.5 days, and with hemorrhages 6.8 days. In 
some of the cases the psychotic manifestations were attributable, 
at least in part, to factors other than the vascular lesion, especially 
those of infectious or toxic natu 

The following brief case summaries will give a general idea of 
the material on which this study is bas‘ 

Case 1.—A male, 73, had been much disturbed mentally for ten days. His 
blood pressure was 215/80, pulse 112, and a systolic mitral murmur was 


present. He became unmanagea and was transferred to the psychopathic 
department, dying the third day afterward. Extreme neph lerosis and 


~] 
Sci 
co 
Is 
Wi 
ex 
\ 
Ww! 
ir 
e) 
re 
la 
re 
a 
al 
I 
he 
ge 
al 
Ww 
m 
W 
Cz 
al 
eI 


1940] CULLEN WARD IRISH 899 


sclerosis of the cerebral vessels, with a 2 cm. softening in the right temporal 


cortex, were found at necropsy. 


CAsE 2.—A male, 74, was admitted to the hospital in noisy, delirious semi- 
stupor. He had been irrational for several days and mentally disturbed on a 
number of occasions the previous six months. The blood pressure was 
180/90. He was almost moribund when admitted, but lived four days after- 
wards. In the brain a hemorrhagic area of softening was present just be- 
neath the right lateral ventricle at the border of the corpus striatum and 
extending into it. A partially organized thrombus was contained in the 


small vessel of this area. 


Case 3.—The occipital lobe was found entirely softened following complete 
thrombosis of the right posterior cerebral artery in a man 58, hospitalized 
or mental observation. He was confused, irrational, incoherent and noisy 
when admitted. He had attempted suicide, expressed delusions of persecution 
and was violent at times, frequently hammering his head against the wall. 


CasE 4.—A female, 37, was admitted in a confused mental state, re- 
sistive and maniacal, with hallucinations of sight and hearing. The attack 
had begun the day before with a very acute manic-depressive syndrome. Fol- 
lowing her death, on the fourth day after the onset of her illness, the basilar 
artery was found completely thrombosed for 1 cm. from its distal end, with 
extension of the process into the right posterior cerebellar artery for I cm. 
No hemorrhage or softening was present. 


CasE 5.—A sudden unconsciousness lasting 24 hours occurred in a fe- 
male, 50, about two weeks after satisfactory convalescence from a mild upper 
respiratory tract infection, with apparent complete recovery. Three weeks 
later she suddenly became apathetic, showed no interest whatever, became 
resistive, would not talk, and refused food. This condition had existed for 
a week when she was admitted to the hospital mentally confused, disoriented 
and resistive. The reflexes were equal, tone normal, and no evidence of motor 
or sensory impairment was found. The blood Wassermann reaction was 
negative and the spinal fluid normal. She died on the eighth day of her 
hospital residence. Coronal cerebral sections disclosed 5 cm. areas of de- 
generation of the globus pallidus of both lenticular nuclei adjacent to the 
anterior limbs of the internal capsules. 


Case 6—A male, 49, had a history of four years’ illness of insidious onset 
with progressive mental impairment. Two years after the onset of this 
condition he developed sudden leg weakness and dropped to the floor. 
This was repeated several times and periods of general weakness with 
mental depression and frequent emotional episodes ensued. On one occasion, 
when psychotic manifestations were marked and the patient was difficult to 
care for, he was admitted to the psychopathic department. He was confused 
and disoriented, had frequent crying spells and was extremely unstable 
emotionally. The blood pressure was 218/160. The pupillary reactions were 
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normal. The patellar reflexes were exaggerat nd uggestive Babi 
reaction was elicited on the 


arteriosclerosis but no occlusions. Numerous at f softening were present 
throughout the brain substar t two lat t, 3xI ch n the caudate 
nuclei, external to the lateral S ned 
area was noted in the right _ ) white 
substance above this. Another small softening in the left cl um involved 


the left external capsule. There were nume: 1-3. mn is scattered 
throughout, chiefly in the anter 

To some extent the development of psychotic symptoms seen 
be dependent on the type of the acute vascular lesion, as may 
be judged from the following figures: 


Embolism (133 cases), psyc 
Thrombosis (351 cases), psychotic sympto1 0.8 
Sinus and venous thrombosis (9 3 hot pton 8.1 
Hemorrhage (418 cases), psychot ptoms i 14.1 
All cases (1000), psychotic s toms it ea KS 


As to localization of the cerebral pathology in the patients with 
psychotic symptoms, the figures show that cortical destruction 
the area of supply of each of the three major vessel 
middle and posterior cerebral arteri g ay cim 
equal frequency of mental symptoms. Such symptoms were defi 
nitely much less frequent where there was involvement of the basal 
ganglia or implication of any of the perforating ves 

The incidence of patholo; | 
hemispheres in the entire series was approximately equal for all 
types of lesions, but there was a somewhat greater incidence of 
right cerebral involvement, particularly thrombotic, among the 
tients displaying mental symptoms. The significanc 


+ { 
I ad- 
ing is more than doubtful, not only because the c s so slight 


as to be well within the statistical limits of probabl 
also because there is every reason to believe that the ps) 
manifestations in these cases are to be attributed, 

part, not to any special localization or laterality 
but rather to the diffuse effects of the general intrac: 
occasioned by the acute lesions, whicl 
tensive as to lead to a rapid fatal ter 


In the appended table the data are presented in det 
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DISCUSSION moment Vv 
turbance | 
Dr. WILpER PENFIELD (Montreal, Canad It req ileal of chotic alt 
courage for one who deals only with cases in which there is an organic lesiot violent. 
of the brain to discuss and follow Dr. Irish wl ndles primaril tients Her be 
with psychotic manifestations, but without orga I f troubl although 
Nevertheless, there is common grout nd that mmon | be those reg 
in the field of attempting to find evi lizat { tient is in thos 
I was very much interested in Dr. I: statist tic 1 re That 1: 
gardless of localization, will frequently show a thrombotic ] ther by the k 
was a hemorrhagic vascular chang In t t tw manifest 
of the brain that is knocked out sud 
sorption rapidly, with cleancut t {1 brain frot Dr. Ci 
what is living. lesions, < 
It produces quite a different effect m t esult { vhicl almost a 
occur often gradually and diffusely t rt ice a company 
different effect as judged histologica t reat any cond 
dence of perhaps a toxic factor. At st, the neu mor t 1 \ We cc 
evidence of chronic change, such ¢ neuros t] in quite 
result of toxic influence. a tumor 
So far as that goes, therefore, 
element of stimulation as well as dest ! f brain, small areas, 
but there is also evidence for a period of ti t ment whicl 
haps accounts for the larger incide psychot nge in thos 
individuals. 
I was hoping that Dr. Irish woul t to ; rtain at the brain 
in which the involvement was most f1 ent M ling is that there 


must be such an area. 
In turning to cases of brain tun 


localization where mental disturba: 


include the frontal lobes, in my experi The 1 tal 
slowing, a lack of initiative, and that sort of thing, but d 
of mental disturbance in the sens¢ I take it that Dr. I: 
word “psychotic.” 
On the other hand, tumors of the ter il lobe 
much the most frequent causes of mental disturbance, and suspect it 
not because the tumor is nearest the surface in the temporal lobe but becaus« 
that tumor is nearest certain deep structures beneath the temporal lobe that 
is the explanation for this localizati 
Still more frequently the localizati of organic production of mental 
change, in my opinion, is the region of the third ventricle. Supra-pituitary 
tumors which are of long standing have sent a great many patients t 
asylums. A number of the cases that have been re led as frontal in 
asylums are in fact, I think, disturbances due to the fact that the tumor A 
extends back into the supra-pituitary regi b 
We have had a number of exampl f tumor of the wall of the third ! 


ventricle producing psychotic change. I have a girl in my re at the 
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moment who has a neoplasm in one wall of the third ventricle whose dis- 
turbance began with a seizure which has been followed continuously by psy- 
chotic alterations. She has been negativistic and sometimes she becomes 


violent. 

Her behavior would place her, I suppose, in the group of dementia przcox, 
although I fear to use difficult terms which I do not understand. But it is in 
those regions of the brain which, if destroyed, unconsciousness is produced. It 


is in those regions that disturbance produces psychotic manifestations. 
That is a hypothetical suggestion, but it is borne out so far as we can see 


by the localiza ‘ganic lesions which are associated with psychotic 
manifestations. 


Dr. CULLEN Warp Irisu (closing).—Wéith regard to localization of these 
lesions, as Dr. Penfield suggested, in vascular lesions the cerebral insult is 
almost always 100 per cent more acute and more devastating with the ac- 
companying edema, irritation, and other acute symptoms that arise from 
any condition affecting the brain in a rapid or sudden manner. 

We could not, for instance, classify the lesions as to location of pathology 
in quite the same manner as you could a more slow, progressive process like 
a tumor. Hence they could not be well correlated. I attempted to do that. 
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THE EFFECT OF TREATMENT OF DEPRESSION IN 
THE MENOPAUSE WITH ESTROGENIC 
HORMONE.* 


By HERBERT S. RIPLEY, M.D., EPHRAIM SHORR, M.D., 
AND 


GEORGE N. PAPANICOLAOU, M.D., 
New York City. 


The relationship between glandular function and psychic dis- 
turbances has recently been the subject of considerable clinical 
investigation. The availability of potent estrogenic hormones and 
improved methods of evaluating their action have stimulated 
interest in possible therapeutic applications in both mild and severe 
reactions occurring in association with the menopause. 

Results obtained by different investigators in the treatment of 
menopausal syndromes with estrogenic hormone have varied. It 
is generally agreed that the common menopausal syndrome with 
vasomotor symptoms and mild depression is relieved. Among those 
who have noted favorable results are Papanicolaou and Shorr,’ 
Sevringhaus,? Frank, Goldberger and Salmon,’ Wiesbader and 
Kurzrok,* and Hawkinson.® In reporting results in severe depres- 
sive illnesses there has not been unanimity of opinion. Werner ° 
concluded that “for all. practical purposes” this therapy “is specific 
for involutional melancholia.”” Improvement in patients with in- 
volutional and other severe depressive illnesses has also been re- 
ported by Jones, MacGregor and Tod,? Suckle,® and Little and 
Cameron. Bowman and Bender *° after studying seven cases of 
involutional melancholia reported that patients who show depres- 
sion, indecision, delusions and hypochondriacal trends will probably 
not be benefited. Schube, McManamy, Trapp and Hauser ** who 
gave protocols of 10 patients with involutional melancholia treated 

*Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 

From the New York Hospital and the Departments of Psychiatry, Medi- 
cine and Anatomy, Cornell University Medica! College, New York City. 

This study has been aided by a grant from the Josiah Macy Jr. Foundation. 
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physical, social and economic elements. In addition to treatment 
with estrogenic hormone the therapeutic measures of psycho- 
therapy, regulated exercise, hydrotherapy, selected recreation and 
occupational therapy were used. All the patients were sufficiently 
ill to require treatment in the psychiatric in-patient department. 
There was however considerable variation in the character and 
severity of the symptoms. 

rhe patients in this investigation fell into three diagnostic 
groups: (1) seven cases of involutional depression; (2) six cases 
of depression of the manic-depressive type; and (3) seven cases 
of depressive illnesses of a more reactive nature. In some patients 
of this last group inherited tendencies to depression were present 
as well as psychoneurotic factors. The ages ranged from 39 to 
58 vears. 

\ll patients had a menopausal type of smear before treatment 
was given. Two estrogenic hormone preparations were used: 
estradiol benzoate (progynon-B) and estrone (amniotin).* In each 
course of treatment, from 10 to 70 days in length, dosages varied 
between 500 and 6000 R. U. of estradiol benzoate and between 1250 
and 3750 R. U. of estrone daily. A variable number of courses 
were given to different patients. Total dosages to individual patients 
were from 48,000 R. U. to 851,000 R. U. 

Since time does not permit a detailed presentation of all the cases, 
three have been selected for discussion as representative types. 

Case 1.—The patient was a 59-year-old, divorced woman admitted to the 
hospital February 5, 1938, suffering from an involutional depression. In 
October, 1937, after the death of a brother who was much attached to the 
patient, she commenced to worry excessively, was afraid to remain alone 
and spoke in a self-depreciatory manner. Her weight gradually dropped 
from 134 to 104 pounds. Three weeks before admission she began to sleep 
poorly and was tense and agitated. She expressed the feeling that she was 
a sinner and had to punish herself. Menses had ceased when she was 43. 
The gynecological examination showed no pathological changes. 

Estradiol benzoate was given in doses of 1000 R. U. daily from March 6 
to 18, and 2000 R. U. daily from March 19 to 22. The original smear was 
of the menopausal type. As the smear response was not satisfactory, from 
March 24 to April 1 2500 R. U. of estrone was given. Since there was no 
further improvement in the smear picture, the dosage was increased to 


* We are indebted to Dr. E. Schwenk and Dr. G. Stragnell of the Schering 
Corporation for the supply of estradiol benzoate (progynon-B) and to E. R. 
Squibb and Sons for the supply of estrone (amniotin). 
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CAsE 3.—The patient was a 52-year-old, married woman admitted to the 
hospital January 9, 1938, suffering from a depression of a primarily reactive 
type. Following a hysterectomy and oophorectomy in August, 1937, for 
uterine fibroids, she began to have waves of nausea followed by hot flushes 
four or five times a day. She gradually became more tense, depressed and 
worried over trifles, noted increased thirst and had great difficulty in sleep- 
ing. She was preoccupied about growing old and dyed her hair. Through 
a personality study it became apparent that concern about aging was the 
primary factor in her depression. A brother of the patient had a schizo- 
phrenic illness and did not recover. The gynecological examination showed 
no pathological changes. 

Estradiol benzoate was given in doses of 1000 R. U. daily from January 
18 to 27 and 2000 R. VU. daily from January 28 to February 1. Five days 
after administration was begun she commenced to sleep better, became less 
tense and was more cheerful and at ease. Ten days after treatment was 
started hot flushes disappeared. Vaginal smears changed from the meno- 
pausal to the follicular type. Four days after treatment was discontinued 
she felt more depressed, tense and discontented. The next day there was a 
return of hot flushes. From February 8 to 12 sterile saline injections were 
given. Sleep became poor, she worried more and noted increased muscular 
tension. She described her feelings as "more jittery.” From February 13 
to March 19 she was given estradiol benzoate in doses of 2000 R. U. daily. 
Five days after treatment was started she began to feel more cheerful and 
less tense and anxious. She had a good vaginal smear response following 
the treatment. During this course of therapy she continued to feel well 
except for occasional periods of restlessness, slight discouragement and 
“heavy feeling in the abdomen.” Nine days after treatment was discontinued 
she had a slight flushed feeling and felt that the helpful effects of the therapy 
were wearing off. From March 29 to April 15 she was given 2000 R. U. 
of estradiol benzoate daily with improvement similar to that noted previ- 
ously. The total dosage was 234,000 R. U. On home visits during her 
hospital residence her response to sexual intercourse which had never been 
satisfactory improved. After three months of hormone treatment the symp- 
toms that she presented on admission had disappeared and she was dis- 
charged from the hospital to return home in a greatly improved condition. 


The results following hormone treatment may be tabulated as 
follows: 


Involu- Manic- 
tional depressive Depressive Zz 
depression. depression, reactions. Total. Percentage. 
No improvement...... 4 I oO 5 25 
Slight improvement... 3 3 2 8 40 
Moderate improvement. 0 2 4 6 30 


Marked improvement.. 0 ) I I 5 


} 
} 

} 
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The results of this investigation suggest that the milder depres- 
sive reactions are more favorably influenced by treatment with 
estrogenic hormone than the well defined depressive illnesses. The 
depressions with agitation, feelings of unreality, suspiciousness, 
hypochondriacal and nihilistic delusions, negativism, abusiveness 
and combativeness showed little if any symptomatic response to 
the treatment given. In the less severe depressions of the manic- 
depressive group and of the reactive type there is partial or com- 
plete relief of such symptomis as hot flushes, chills, sweats, palpi- 
tation, anxiety, abnormal muscular tension, headache, dizziness 
pressure sensations, sleeplessness, weakness, nausea and poor ap] 
tite, where such symptoms exist. Such relief resulted in an increase 
in a general feeling of well being which was helpful in adding to 
the comfort of the patient so that she was able to deal more satis- 
factorily with her illness. The data obtained did not support the 
view that replacement of the deficiency of estrogenic hormone 


~ 


offers a specific therapeutic agent in the types of menopausal and 


post-menopausal depressions studied. 
Vaginal smears offered a valuable objective gauge of the physio- 


logical effect of the treatment. It was found that there was con- 
siderable variation in the amount of hormone necessary to produce 
complete replacement as indicated by the development of the 
follicular type of vaginal smear. If this standard is used, objection 
to the conclusions of others could be made on the basis of inade 
quate dosage. 


In the group of menopausal and post-menopausal depressions 
studied the beneficial effect of estrogenic hormone was 
the relief of vasomotor symptoms with associated improvement 
in feelings of well-being. There was no evidence that the depressive 


illness as such was influenced specifically or its course shortened. 


1. Papanicolaou, G. N., and Shorr, E.: The action of ovarian follicular 
hormone in the menopause, as indicated by vaginal smears. Am. J. 
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DISCUSSION. 


Dr. J. Y. NotK1n (Poughkeepsie, N. Y.).—Having been impressed with 
Werner’s reports we have: decided to try out the estrogenic hormone in 15 
involutional melancholia patients. The duration of the psychosis in this group 
ranged from two years to nine years and the average age was about 
45 years. We gave our patients rather large doses; they received 10,000 
international units intramuscularly twice a week and 5000 units orally five 
times a week, or a total of 25,000 units a week. The treatment lasted three 
months, 

Nine of these patients showed slight improvement during the course of 
treatment. They became more quiet and more amenable to the hospital 
routine. At the end of the course of treatment, that is, three months later, 
six patients definitely relapsed, but two other patients who failed to respond 
began to show some signs of improvement about this time. At a re-check 
three months later, there were only three patients who maintained some sort 
of improvement and one patient began to improve about that time. 

I must say that the improvement was of institutional character only; they 
became a little more quiet and not so restless; none was in condition to leave 
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the hospital to resume life in the mmunity. At a re-check three years later 
every patient who showed some improvement at one time or other was 
definitely worse. 

For control studies we observed at the same time a group of ten patients 
of the same clinical type, of about the same age and with about the same 
duration of psychosis. We gave them physiologic salt solution intramuscularly 
at the time when the treated patients were receiving the follicular hormone. 
Of these 10 patients only one showed some evidence of improvement during 
the first observation period of three months but she too relapsed and none of 
the other patients showed any improvement during the three years observa- 


tion period. 
I may add that three treated patients had transitory uterine bleedings 
during and after the course of tr 


Dr. Titus H. Harris (Galvestor Texa Dr. Ripley has made a 


very worthwhile contribution to what has been a highly controversial subject, 
at least as far as reports in the literature would indicate and it would appear 
that his report should answer the question as to the value of the estrogenic 
hormones in the treatment of 

Since the estrogenic hormones were first used in 1 treat t of the 
so-called menopausal symptoms, I have been interested in the su t and it 
has been my opinion that a def y of thes ya 
part in the nervous or mental symptoms occurring in womet t t period 
of life. This view is supported by the fact that a number of years ago many 
favorable reports were given fol the use of ovar hort nd yet 
today we know that the preparations used then were without definite pharma- 
cological value and could not be given in doses ficient to brit about 
physiological changes in the bod And again, the clinical pictures other 
than involutional melancholia which occur around the met isal period 
are also seen at other ages and in both sexes. Although some of the psycho- 
neurotic patients that Dr. Ripley reported showed some improvement, I 
would feel that there are other factors in the treatment procedure which 


must be evaluated. 
A year ago at the Galveston State Psychopathic H tal indertook a 
study similar to that which Dr. Ripley has discussed. P1 non B was git 


in massive doses and the total numb: f units usually exceeded the recom- 
mended dosage of most investigators wl] ive reported { results 
with this form of treatment. A ul st rv used index for 
determining whether the dosage w sufficient to bring about physiological 
changes in the body. This study wa ducted for the pu termining 


whether estrogenic substances 


on the opposite page. 


In conclusion, I would again express the opinion that the estr 
hormones have no place in the management of psychiatric patients 
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REPORT OF RESEARCH AND EXPERIMENTATION IN 
EXERCISE AND RECREATIONAL THERAPY.* 


By D. D. CAMPBELL, M. D., 
Manager, 
AND 
JOHN EISELE DAVIS, M.A., 


Sr. Physical Director, 


Veterans’ Administration Facility, 


Perry Point, Md. 


INTRODUCTION. 


This paper reports the operations of the highly diversified pro- 
gram of physical education carried on over a period of 17 years 
at the Veterans’ Administration Facility, Perry Point, Maryland. 
From such it was thought possible to make a long-range study of 
some of the results, failures and general significance and scope 
in its more modern application to the problems of rehabilitation. 
The rationale of play as a general balancing and reparative agency 
has been studied and well presented and the writers have no inten- 
tion to discuss its purely psychological setting, but rather to indi- 
cate what appears to be certain distinctive applications of physical 
educational methods and form to the increasing armamentarium of 
therapy. 


HIsToRICAL RESUME. 


Seventeen years ago physical education was utilized as a reha- 
bilitative adjuvant at the United States Veterans Rehabilitation 
Center, which aimed to restore nervous types to economic useful- 
ness through a vocational program. Numerous psychoneurotic 
rainees evinced an avidity for many types of both formal and 
informal physical exercise. Volley ball and baseball teams were 
formed and calisthenic classes organized. These activities served 

* “Published with permission of the Medical Director, Veterans Adminis- 


tration, who assumes no responsibility for the opinions expressed or con- 
clusions drawn by the authors.” 
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to stabilize many trait nowled therapeutic 
benefit in their re-orie1 t nsibl rk procedure. 
The clinical director of 1 pital tal ill vas much 
interested in the result tor the psychoneurotic 
types and after the clos t t | activities asked that 
the physical director b t pital for the purpose 
of organizing, with the t t Ly] ram of physi- 
cal therapy for the ps nt tering actively 
upon this program, th lire ted umber of insti- 
tutions where physical | | out and held a 
number of consultati: lead re inter 
ested in this aspect « 

From the very beginni wit hat appeared 
to be a reawakening of mot t patients par- 
ticipated in pleasurabl l exer e was im- 
pressed also with the fact | tic | ts would act 
in a relatively normal mat nd that in many cases 
they appeared able to subli ! nduct ell as to 


develop more aggressive | uct type. Play 
appeared to represent a t natural act would enlist 


the interest of a large grou tient n | me evident, 
however, that the play mecha | potentialities which 
could be directed into eit! lesot r unwholesor hannel 
and that it was necessary 1 re studious methods in physi- 
cal education in order to devel greatest possibilities as therapy. 
With this end in view, the physical dit r from the beginning 
attempted to make careful ol tiot patients’ reactions to 
various types of exercise and to orga rogram upon the fun- 
damental basis of the patients’ int n became evident 
that these agencies, to | t fit inte therapeutic 
process which advances f1 t t interest t ort. Dis 
covery and appropriating p! ter the psychotic patients 
was a difficult and arduous tas! he ward e out for exe 


cise, they were all lined wy rmal calisthenics whi 


administered by the aid of 1 ls with musical accompaniment. 
It was soon discovered many patients would take part in such 
formal type of exercise and uld not participate in the more 
socialized games. After the calisthet xercises, patients would 
then sit in the grandstand while the physical director and atten- 
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dants made efforts to enlist them into various types of games. 
Many patients could not be enlisted by oral methods but if escorted 
to the field and the ball thrown to them would catch it and from 
that preliminary stage could be inducted into the game. Other 
types would respond only to particular attendants or patients for 


hey had some close attachment. Others would respond only 


whom t 
for the physical director and not the attendants. Day after day, 
the procedure was followed and attempt was made to place various 
patients into positions in games in which they could show their best 
ability and gain the most wholesome recognition. After this pro- 
cedure was carried on from day to day, it was noted that the chief 
difficulty in inducting the functional patients into various types of 
yvames and various exercises was not the lack of muscular skill and 
dexterity but that the main difficulty was the social strain which 
the patients felt in accommodating themselves to types of activity 
in which they must sublimate anti-social traits and cooperate as 


1 


part of the social group. It was this natural evolution which 
| in an understanding of this therapeutic experiment as 
a social experience. We were simply groping about in an 
attempt to utilize this activity which appeared to have such poten- 
tialities in mental rehabilitation. 

The first three years developed many difficulties in the organiza- 
tion of such a program. There were failures because of lack of 
appreciation of the functional and organic factors involved; for 
example, the organic cases were inducted into complex games 
such as baseball and volley ball and pitted against the functional 
types. The fundamental difference in the capacity of these two 
types for coordinated activity becomes increasingly evident. Then 
there was difficulty in establishing a faith in the fairness of the 
competitive types of exercise. Patients were frequently critical 
of the umpires and distrustful of the scores and other athletic 
records. Many would not play if certain people umpired. There 
was also considerable difficulty in fitting the physical program into 
the general routine of the hospital. In those early days, physical 
education was considered by many as a usurper of the regular 
routine of the hospital and something that should be done after 
everything else. It was necessary to educate the personnel as well 
as the patients and it was a number of years before it was accepted 
as a therapeutic adjuvant and given respectability, and the impor- 
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became evident that the physical director could not successfully 
contact large groups of patients in a close personal relationship. 
[It appeared advisable to organize patients in units with responsible 
leaders and project the program from the clinical director to the 
physical director and hence to the unit leaders. It was found most 
practical to appoint attendants as these unit leaders. The utiliza- 
tion of attendants in this way resulted in larger groups taking part 
and it had many advantages and some disadvantages. In cases 
in which attendants could be secured with therapeutic insight the 


plan worked favorably. In other cases in which the attendant 


viewed the game as simply a medium of winning or losing, results 


were unsatisfactory. To correct this, attempts were made to teach 
the attendants the fundamental underlying principles of utilizing 
play experience as means of social re-orientation in which empha- 
sis was given for leadership and effort and sublimation of unwhole- 
some qualities in a game rather than the exclusive objective of 
winning or development of dexterity and skill. 

\s the program developed, it appeared that a wide range of 
physical activities might provide a distinctive motivation which 
would enlist many resistive types. The situation was studied from 
the standpoint of providing such motivation and in carrying out 
this objective, an intensive program of publicity which would give 
recognition for effort, leadership, sublimation of unwholesome be- 
havior and the gradual approach to higher levels of social striv- 
ing was attempted. Patients were encouraged to submit articles 
stating their ideas about various games, including suggestions as 
to techniques, interpretation of rules, spirit of the game, sports- 
manship, etc. The write-ups were included in the Perry Pont 
Bulletin and a special issue of the Bulletin in August, 1929, was 
devoted to physical education. This included 49 pictures of 
patients and personnel in various types of physical education and 
articles by both patients and personnel. At that time the activities 
consisted of calisthenics, gymnastics, volley ball, baseball, tennis, 
bowling, swimming and free-play activities. 

Such publicity created considerable interest among the patients 
and it was a common occurrence for a patient to bring records of 
his athletic performance, athletic notes, and suggestions for publi- 
cation. The surprising interest resulting from such forms of recog- 
nition led to the consideration of some system whereby public 
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such a close relationship to the patient should have a working 
knowledge of the fundamental psychotherapeutic principles in- 
volved in the utilization of physical education as therapy. Lectures 
were given for this purpose. These lectures included a statement of 
the fundamental importance of utilizing physical education as a 
resocializing agency rather than a means of physical readjustment, 
suggestions as to methods, approaches, handling, types of calis- 
thenics for three grades of patients, the alert, moderately active, 
and inactive. A much better therapeutic insight was demonstrated 
by the attendants in their contacts with the patients as the result 
of these lectures. 

\t this stage of our experience another most significant condition 
became apparent. It was noted that whereas many patients would 
make the initial participation in some particular form of game and 


would find at the outset an interest sufficiently strong to inhibit 


distractions in the form of delusions and hallucinations that.as time 
went on and they became more accustomed to the game they might 
play it in a listless manner and their delusions and hallucinations 
might return to upset the normal functioning of their play. This 


ituation led to a study of the various types of activities from the 


standpoint of substituting extraverting elements and grading them 
for progressive order. A baseball league was formed and patients 
» sraduated from the intra-ward contests to the first ward team 
and hence to the all-star team, which competed with strong outside 
ganizations. As soon as this progressive system was provided 
for baseball players, the effectiveness was apparent and efforts were 
made to provide such stimuli for other activities. A most significant 
result accrued from this. As soon as patients became inducted into 
the form of exercise in which they could realize improvement and 
graduation to higher levels, a strong interest seemed to develop 
and whereas they might be vacillating in other respects and other 
relationships, they would find a strong and relatively permanent 
interest in these activities. It was most unusual for a patient who 
was enlisted in this manner in the league to lose his interest and 
discontinue the game. 

Another important situation developed at this time. Noting the 
unusual interest which large groups of patients took in physical 
exercise, there developed a tendency on the part of a few to con- 
sider this as a sort of end in itself and make excuses to avoid 
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These potentially dangerous types are segregated in the acute 
service of the Veterans Administration Facility at Perry Point. 
The conventional treatment of hydrotherapy has been used for 
many years and while its distinct efficacy as a sedative adjuvant was 
recognized, it was deemed advisable to attempt a program of a 
more socializing character to stimulate these patients to enlarge 
their interests by doing something themselves rather than subject 
them exclusively to physiotherapy measures. To this end in addi- 
tion to other occupational activities, an intensive program of 


1 


physical therapy was organized and carried out. 


RESUME OF RESULTS OF PHYSICAL THERAPY FOR THE ACUTE 


SERVICE. 


A wide category of both formal and informal activities has been 
attempted for the acute service, including calisthenics, swimming, 
ymnastics, soft ball, volley ball, impromptu games, such as medi- 
cine ball circle passing. Of the 40 patients on the ward, ranging in 
chronological age from 35 to 40, 38 participate in some form of 
physical therapy, 20 take part in forms of social play while 18 con- 
fine their activities to the more mechanical and individual types 
of exercise, such as swimming and calisthenics, 18 play in the soft 
ball league. A very definite line of social demarcation is observed 
between the groups who are able to find elements of extraversion in 
their play experiences and those who retain their anti-social pre- 
traits. [leven patients appear to show some improve- 
heir social readjustment as evidenced by some of the 


> 


i: (a) Greater modifiability to social practices; (b) in- 
creased range of interest; (c) greater control of emotional field; 
(d) more cooperativeness ; (e) more insight; (f) brighter attitude ; 
(g) increased range of physical activity; (h) stronger volition. 
The primary motif for these acute cases was to provide sedative 
and relaxing modifications through exercise. 

In observing these patients as they take part in a league soft 
ball game, for example, one is impressed with the high degree of 
concentration and the surprisingly intense effort attained. Many 
apathetic patients will make an unusual effort while playing these 
games. Very regressed patients are frequently seen backing up 
plays, demonstrating an acute though spasmodic orientation in the 
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suicidal cases was to re-establish spirit and morale and this type of 
therapy seemed admirably suited for the purpose when considered 
as a long-range activity. At the beginning many were antagonistic 
toward efforts to enlist them into any form of exercise. They 
were resentful because of their restriction and did not participate. 
As leagues became organized and many types of activity included in 
the general program some of these patients would request to take 
part and at present writing all but two of these types will take part 
in calisthenic exercises, many of them showing real interest and 
spirit, a number have been transferred to another ward and now 
making a satisfactory adjustment to the more responsible procedures 
of work. 

In observing the conduct of many of these patients over a period 
of two years it appears that the confidence and satisfaction devel- 
oped through their play activity has become enlarged until it touches 
and colors many other relationships. Whereas it was necessary 
formerly to keep these patients locked up and. under the closest 


supervision, they now enjoy considerable freedom, they come to 


he recreation building daily for exercise, are most cooperative and 


dD 
amenable and appear to have improved in desirable social striving 
The following cases of individual patients and unit organizations 
are oftered since they are illustrative of general reactions to these 


forms of therapy: 
PATIENT X. 
Psvi hre Sls, Manic pressive, Depressed Type. 
When this patient first came to the hospital a number of years ago, he 


had litt 


with the ward, he engaged in calisthenic exercises in a spiritless manner. 


le interest in athletics. to the Recreation Building regularly 
One day he was prevailed upon to go on the handball court. The Physical 
Director played ball back and forth from the court, the patient from time to 
time hit the ball weakly as it came near him. From this beginning he 
gradually developed a slight interest in the game and would play, extending 
but little effort and complaining of his physical weakness, asserting that he 
was inferior, bewailing the fact that he did not kill himself when he attempted 
suicide, giving expression to feelings of inadequacy and asserting that he was 
sexually impotent. He would play with flashes of effort and relapse into 
what appeared to be apathy, often adopting mannerisms and stereotyped 
positions, especially folding his hands and dropping his head, assuming a 
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barefooted walking with restricted hysteriform movement and pushing him- 
self around with a long stick. Watching others play croquet one day, he 
asserted that he could play this game himself and commenced playing. 
eginning it was evident he had much natural aptitude. He ad- 


van ed from plaving 


om playing with his ward companions to the weekly tournaments 


which he won frequently. He continued to improve in this game until he 
won the hospital championship and the medal for croquet champion on Annual 
Award Day. Believing that he had more than ordinary ability in this game, 


he was entered into the eliminations for the championship of the State of 
Maryland. In competition with the best players in the state, he won the 
state championship and the cup donated by the Baltimore News-Post. He 
retained this in the following year and at present is acknowledged to be the 
best player in the state. His improvement in social adjustment is apparent. 
He is much more careful in his dress, talks in more rational channels, 
carries out a detail on the ward, and teaches many patients and encourages 


them to take up the game. His enhanced sense of self respect is commented 


Warp 4 BASEBALL TEAM 


\ most interesting example of the tendency of league organization to 


bring patients together in the establishment of a higher morale and a better 


social justment is to be found in the experience of Ward 4 baseball team. 
These had only a mediocre team and were at the tail end of the league 
for the first half of 1933. During the second half, however, their head 
attendant, who has a good grounding in baseball, assumed charge of the 


am systematic practice, brought out their strong points and 
made the boys feel that they really had a team which could compete success- 
ully in the league. The attendant established a warm contact with the patients 
because of his self-sacrificing attitude, often times playing with the boys 
on the day he was off duty. After being at the tail end for the first half 
of the league, these boys came back and won the'second half by the close 
margin of one game. It then became necessary for them to play the Con- 
valescent team, winners of the first half. Ward 4 lost the first game 6 to 1; 
they won the second game, 16 to 6 and playing one of the best games of the 
season won the third and deciding game, 3 to 2, thereby annexing the 
championship for 1933. The feeling of comradeship which developed among 
the members of the team was most noticeable. There was a spirit of helpful- 
ness, which one does not find often in the intramural relationships of psy- 
chotic patients. Those better acquainted with the game became stimulated to 
make suggestions, this was particularly noticeable, as a patient would make 
constructive suggestions, as to the arrangements of players, various plays, 
etc. Some of the introverted patients could be seen discussing plays and 
encouraging others to do their best. The team became alert as to the chances 
of winning and losing and would evaluate these situations with shrewd dis- 
cernment. One most actively hallucinated patient, would rarely react to 
hallucinations while playing. Visitors, when observing the team in action, 
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activities are included calisthenics, gymnastics and swimming. 
Attempt is made to provide a suitable type and grade of activity 
for the patient’s mental, physical and social tolerance. The idea 
has been to progress the program from the fundamental thera- 
peutic point of interest to effort and in carrying out this plan the aim 


hat the activity is self-imposed 


has been to make the patient feel t 
and purely voluntary, play is not considered as an end in itself but 
as an important part of the therapeutic régime of work, rest and 


recreation. Many patients who will not work, will play and the aim 


has been to progress these patients from the playful aspects of 
play to the more responsible forms of work. The attitudinal value 
of play has been stressed and it has been found effective in getting 
the patient into more cooperative and responsible adjustment to 
other hospital procedures. Attempts have been made to differentiate 
between the many types of physical activity for the purpose of 
prescribing activities to the more specific needs of the individual. 
The many distinctive and favorable psychotherapeutic situations 
which these activities so naturally develop have been observed and 
attempts have been made to utilize them as media of resocializa- 
tion. To this end the relational components of games, such as 
records, athletic discussions and write-ups have been emphasized 
and efforts have been made along these lines to assist the patient 
in the relationship of these play activities as to enlargement of his 
interests and activities into other channels. In order to enlist a 
large number of patients, it is realized that the program should pro- 
ject from the medical officer in charge to the clinical director to the 
physical director, hence to the attendants who should be taught to 
administer the routine exercises. This has been done with the 
result that the attendants, as well as the patients, have become 
interested in the program. They have been made managers of 
teams and have taken considerable interest and pride in their 
ability to coordinate and unify the patients’ interests. There is no 
doubt but that many therapeutic adjuvants fail to function effec- 
tively for the reason that no worthwhile incentives are offered the 
patient and he is unable to perceive steps of improvement. The 
physical therapeutic program has been organized so as to afford 
discernible and worthwhile steps of progression. Patients are 
encouraged to advance from individual play to ward teams and 
hence to unit and all-star teams; for example, a patient may first 
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inducting patients into activities simply because they are willing, 
or because they have some special preference for a particular type 
of activity. For example, the dementia paralytica cases are willing 
to engage in almost any activity of a play nature and require little 
motivation. It became evident from our experience at the Veterans’ 
Administration Facility, Perry Point, Maryland, that the problem 
in these cases was not the establishment of strong motivation, but 
to assist the patient to enter into forms of activity best suited to his 
capacity for coordinated action. While these patients will engage 
gladly in volley ball and baseball, records and personal observation 
seem to confirm the conclusion that such complex activities are 
not suited for these organic types. In competition with the func- 
tional group, they show most faulty discoordination followed by 
unfavorable psychic reactions. In activities of a simpler, one- 
response activity, they are able to show satisfactory coordination 
and to gain wholesome psychic satisfaction. The functional cases, 
especially the precox groups, appear to present a problem of 
motivation and the therapeutic aim appeared to center about the 
weaning of the patient from his field of fantasy into constructive 
forms of behavior. These cases appear able to participate in many 
complex forms of games, once their interest is aroused and their 
attention sustained. 

The following table of suggested activity for more specific appli- 
cation of disease entities may be found of value. This table is but 
tentative and subject to a widely elastic range of application. Types 
of activities suitable for the distinctive needs of the organic cases, 
for example, may also be utilized for the more alert functional 
individuals. It appears advisable, however, to utilize the more 
complex forms for the latter so as to stimulate them by providing 


requirements more in harmony with their higher capacity level. 


TABLE OF SUGGESTIVI \cTIVITIES FOR More Speciric APPLICATION TO 
DIsEASE ENTITIES. 


INFORMAL ACTIVITIES. 


Description Disease Entities. 
For functional types particularly dementia przcox 
cases and manic depressive cases. 
For functional types particularly dementia praecox 
and manic depressive cases. 
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FORMAL ACTIVITIES. 


is Description Disease Entities. 
Mechanical forms of activity, especially adapted 
for those who cannot enter into more socialized 
game projects. 
(a) Exercise apparatus for postural, structural or 
; functional readjustment. 
(b) Mechanical forms of exercise for those who 
2 cannot enter into more socializing experi- 
ences 
: Swimming ....(a) For both fundamental and organic types as a 
general conditioning exercise. 
\s an aid in differential diagnosis, of distor- 
tion or restriction of movements due to 
hysteria or organic causes. 
\s a therapeutic aid in overcoming negativism. 
i While the simple types of activities such as code ball may be 
used for both functional and organic cases, it will be found more 
listinctly effective for the types who cannot engage in complex 
orms 
‘ CONCLUSION. 
In conclusion, the writers do not wish to create the impression 
that physical therapy has been viewed as a panacea. Its many 
itations, both as to content and methods have been apparent in 
1 


attempts to utilize many and diversified activities nor has physical 
therapy been employed at this Facility as a purely independent 
adjuvant. The ideal therapeutic program advocated and carried out 
has represented a balanced regimen of work, rest and recreation. 
\ttempts are constantly being made to impress patients with the 
importance of progressing from play activity to the more respon- 
sible role typified by work so that they may be assisted in their 
return to normal responsibility. (The importance of utilizing play 
mechanisms as a distinctive means of elevating the patient’s social 
respect in the direction of more easeful and confident social rela- 
tionships, which will assist the individual to resume his place in 
normal society, is being constantly stressed. The physical program 
has been organized so as to fit most effectively and cooperatively 
into the regular hospital routine. It is hoped that these observations 
: may lead to further study of the possibilities of this adjuvant in 


the promotion of more effective rehabilitative methods. 
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TOTAL PUSH METHOD. 


[II. SCHEMA FOR THE RECORDING OF CERTAIN IMPORTANT 


\TTITUDES IN CHRONIC SCHIZOPHRENIA.* 
ABRAHAM MYERSON, M.D., Boston. 


In selecting cases of chronic schizophrenia for treatment by 
ie “total push method,” certain objective and 
apparently fundamental characteristics of these patients appear so 
conspicuously as to warrant the establishment of definite tests for 
their elicitation and recording. The purpose of these tests is, first, 
to enrich the present mental examination of patients with ob- 
jective phenomena of a behavioristic type and by tracing these 
vard and forward into the total life history of the individuals 
to difierentiate, if possible, between groups of schizophrenics in a 
more satisfactory manner than that represented by the present day 
lassification. The second purpose is to establish, if possible, 
prognostic signs which may be used in relationship to the success 
or failure of any system of therapeutics, and especially of the 
tal push method. These symptoms are as old as_ psychiatric 
ion. Their systematic organization, however, and inter- 
pretation gives, I believe, a new emphasis and a reorientation of 
our efforts to understand and to treat the chronic schizophrenic. 
[he most prominent attitude of the chronic schizophrenic is his 
retreat from social relationship, in more general terms, his retreat 
from organized activity and environmental interrelationship. In 
most disease there is retreat; the man with the broken leg has 
‘rforce retreated from activity, but the social sense and attitudes 
of the individual remain undisturbed. The individual with a severe 
neurosis retreats from activity and social contact, but this retreat 
is mainly on the basis of incapacity and a feeling of distress in the 
presence of others. There is a painful subjectivism, accounted 
for on one basis or another, which presents itself in increased heart- 
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beat, flushing, gastrointestinal disturbance, and in what I have called 


* From the division of psychiatric research, Boston State Hospital, Boston, 
Mass., aided by 


Rockefeller Foundation. 
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lightly with the finger, in many cases of chronic schizophrenia 
there is a repetitive eye closing. If the fingers of the examiner are 


he eyes of the patient, there will take place a 


©} 
thrust as if towards t 
spasmodic closure or a rapid fluttering of lids. These eye signs are 
common in what is called the catatonic przcox. 

(2) Hand shake: a reflex social contact, firmly established by 
usage, is the shaking of hands. Ordinarily, if one thrusts one 
hand towards a person, he clasps it firmly and shakes the hand up 
and down for a short period of time. This is markedly deficient in 
chronic schizophrenics and may show the following defects: first, 


10 response whatever is made; second, after a pause the hand of 
the patient comes up and touches the hand of the examiner, then 
withdraws ; third, a very light clasp may be given; fourth, a few 
up and down movements may be made. This hand shake thus can 
be recorded on a definite scale. 

(3) Communication: verbal communication is, next to face to 
face association, the most important social human contact. A few 
questions form the basis of the greeting complex. Ordinarily, if 
one asks any individual what his name is, he responds and may in 
turn ask the name of the questioner. The reaction to this simple 
question, ““What is your name?” may be graded from zero up. If 
no response is given, it is zero; if a low-pitched hesitant reply is 
evoked, it may be called one; if the reply is firmly given with some 
evidence of responsiveness, it may be graded as 2, and so forth, 
until we reach the point where the reply is adequate with a respon- 
sive look and very possibly some added phrase to indicate the 
social relationship is established. Similarly with the question, ““How 
do you feel?” and the question “How do you like it here?” An 
adequate reply to this question is “It’s all right but I prefer to be 
home” or some other response of developed type. The mere state- 
ment “All right” can be classed rather low down on the scale. 

In the chronic schizophrenic the answers to these questions are, 
so to speak, extorted by the questioner. The answers, if given, are 
terse and without amplification. The reply to the question, “How 
do you feel?” may be vividly contrasted with the reply given by 
the neurotic. A chronic schizophrenic usually says “All right,” 
if he replies at all. The neurotic issues his appeal for help in the 


form of a long answer. 
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POLARITY OF PASSIVITY AND RESISTANCE. 


Social psychologists recognize as polarities the rapid shifting 
of attitudes from one extreme to the other. Thus, there is the 
polarity of dominance and submission which has been greatly 
stressed in the social psychological literature. In the case of the 
chronic schizophrenic, signs of the polarity of passivity and re- 
sistance have been given formidable names which, however, are 
merely descriptive and have not been closely linked up with the 
lerlying attitudes of passivity and resistance. Thus, cerea flexi- 
litas is described as a symptom; it is really the extreme of pas- 
sivity. Negativism is mainly resistance, usually of a limited and 
immediate nature in that it does not express itself by a coordinated 
and purposeful series of acts but represents rather a resentment to 
intrusion upon the retreat. Echopraxia and echolalia have also 
been adequately described from the beginning of psychiatry. They 
are, on the whole, expressions of passivity and represent the willing, 
uncritical assumption of alien attitudes and words. 


na | 


and echolalia are really imitativeness of the non-pur- 


» unless the purpose be inferred as submission. 


tests for passivity are as follows: 
Posture passivity: does the patient assume and maintain 
whatever posture he is passively put into? The degree of pas- 
sivity may be measured by the duration of the maintenance of the 
attitude into which the patient is put and also by the grotesque- 
and irrelevance of the attitude. Thus, if the head is twisted 


an maantainad in +h 
to one side and maintained 1n th 


ness 
is position, and if one leg is lifted, 
and the patient maintains this position, he expresses an extreme 
passivity. If he merely holds a hand up and then quickly or 
gradually puts it down, this is passivity also but of much inferior 
degree. 

(2) Imitation: does the patient imitate spontaneously the atti- 
tudes of the examiner as he stands before him? Thus, if the ex- 
aminer spreads apart his arms, does the patient after a brief pause 
or immediately imitate this motion? If the examiner assumes a 
grotesque motion deliberately, does the patient follow this sug- 
gestion into realization? 

(3) Commands: a third phase of passivity is the obedience to 


commands sharply given as if drilling a soldier. This obedience is 
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accurately stated. A motion picture might definitely give us an 
adequate measure of this phenomenon. 

\nother approach to the measurement of the endogenous auto- 
matic activity is its resistance against distraction. In some patients, 
this activity almost ceases when the patient is talked to and ex- 
amined, and especially if he is engaged in physical activity, games, 
etc. On the other hand, there are patients who continue to mani- 
fest their endogenous automatic excitement even while under ex- 
amination and, to a certain extent, when participating in games. It 
has seemed to me, although this is without direct corroboration, 
that in the extreme form, this type of schizophrenic resists therapy 


of the total push type very markedly. 


RECORD OF TESTS. 
I. Social Contact: 
A. Aversion complex: 
1. Does the patient look at the examiner? 
2. Does he hang down his head in the flexor attitude? 


3. Does he avert his eyes and face if looked at? 


the patient lift his hand at all: 

2. Does he touch the hand and then withdraw? 

3. Does he give a feeble clasp and hold the hand stationary ? 
1. Does he give the examiner’s hand a clasp and shake it? 
5. Does he smile and greet the vis-a-vis? 


‘ommunication : 


~ 


1. Is there spontaneous greeting and talk? 

2. Does the.patient respond to “What is your name?” tersely, 

fully and adequately, or partially and inadequately ? 

3. Does he respond to the question, “How do you feel ?”’ 

(Other questions may be built up in a definite order of merit. 
This gives us some idea of the communicativeness of the 
patient. ) 

1. Is there any smiling beyond stereotypy during the examina- 
tion, that is, is there friendly or relevant smiling? The 
reaction of the patient to a humorous question may be 
tested. The stock one to give is, “When did you last 
kiss your best girl?”, which evokes a smile very readily. 

E. Handkerchief or ball test for game cooperation: 

1. Does the patient catch the ball? 
2. What does he do with the ball? If he returns it imme- 


diately and smiles, he rates a good score. If he does 


Hand shake 
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THE JUDGMENT OF INSIGHT. 
By M. MADISON CAMPBELL, B.S., M.D., SEatrLe, WAsH. 


The evaluation of insight and judgment by average psychiatric 
criteria is most ambiguous and confused. Insight and judgment are 
so very intangible that they cannot be precisely defined nor logically 
explained. The measure of each depends largely on subjective 
interpretation and can never be otherwise. 

Judgment has been defined as (a) “the ascription of meaning to 
the given,” (b) “the reference of a particular to a general con- 
cept,’ or (c) “the arousal of associated ideas.” The verity or falsity 
of judgment is determined by the adequacy of the ideas aroused by 
a given situation or stimulus. Belief is a by-product of judgment. 
It is the result of only one group of associations aroused by the 
given situation. If more than one group of associations is aroused 
incompatibility enters. Doubt or indecision may thus arise and de- 
pends then upon the habits, temperament and character, or volitional 
attributes of the experiencing person. These latter faculties are 
therefore secondary determinants of judgment. The proofs and 
reasons for judgment are only mere rationalizations, or at best pure 
psychological camouflage hiding innate motives, beliefs, feelings or 
sentiments. 

We speak of poor judgment if accepted mores and ethics are 
insulted and of good judgment if our own preconceived concepts 
and ideas are paralleled. The integrity of judgment is estimated 
by consideration of the subject’s ability to make reasonable plans 
and to give due value to exigency. Defective judgment is present 
if inappropriate associations arise in response to a situation or belief. 
Such associations may nevertheless harmonize with the subject’s 
affect and consequently. meet with no opposing associations. Such 
false judgment occurs frequently in normal life; many so-called 
beliefs differ only in degree from the delusions of the insane there- 
fore, and exist only because they are accepted by the majority of 
people as doctrine or dogma. Such beliefs usually imply complex 
affect and are often challenged by the minority, but with belated 
effect. 
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Insight and judgment tal funct nd either 
alone is an exact index t n | It ter ight is “an 
act or an ability to effect lit tion, ted whole 
which is evident in tl ! il reaction t timulus-struc- 
ture.”” Spearman states tl nsight the iality in conscious- 
ness that attaches to belie! n ad perienced ) 
events.” The popular concept nsight is the quality of penetra 
tion of the essence of, or t ean! f. thing 1 hay penin 
The psychiatric concept « ght is 1 the al but has been 
stated as (a) “the amount realizatior patient | f his own 
condition’ —a quantitati te 1 the hiatrist—some 
thing a neurotic or a r red | hot to have and 
a not recovered psychot tacit umed not t and 
(b) “appreciation by a patient of 1 t is of his 
symptoms.” 

Etymologically the ori nsight referred to 
“internal insight, 7. ¢., insight is the act of the mind having inner 
vision and discernment.’ 
ing of consciousness as tl nd’s mediate nit f its own 
experiences. A later definit t insight is, “the power of pene 
trating with the eyes of 
things.” Still later perversi f the original meani1 is the fol- 
lowing definition: less sudden realizatio1 the mean- 
ing, significance, or use of a situation which is not | 1 on previous 
experience in a like situation,” and ! \pprehension of truth 
ordinarily hid from man, in a direct unmediated fashion without 
reasoning or sense.” This is re of a mystical experience ; thus 
those with an imperative idea may or | t full gnize its 
rationality or irrationality. Psychiatrically, it t implies “‘un- 
derstanding of one’s true condition when mentally ill,” or in the 
words of Aubrey Lewis, *‘ rrect attitude t mot! change in 
oneself.” 

Expanding this definitio. lo have a “correct attitude” in- 
volves integrity of the perceptive mechanisms and at ssibility of 
perceptions to consciousness. Every mental act or activity is at 
tended by association of the apprehend uality and this quality 
is apart from the actual object of apperception. Mentation as a 
process is a dynamic act whereby an idea or a conce] accepted 
into consciousness either by bringing to light (a) what was implied 


1¢ 
al 
ay 
| je 
re 
Ce 
] 
11 
( 
Si 
tl 
O 
b 
a 


1940] M. MADISON CAMPBELL 947 
in the idea or (b) adding to it. The process is therefore continu- 
ous. Ideas and associations are cumulative ; each engram is subject 
to secondary isolation or compartmentalization as a temporally lim- 
ited experiential phenomena. One not only perceives an object or 
idea but is aware of the act of perception normally. In mental dis- 
order, for example in the phenomena of derealization, the patient 
may be aware of the unfamiliarity of the perceived environment, 
and also of the change in quality of the function of subjective 
awareness. 

For the apprehension of judgment the immediate experience is 
subjective. Only with an attempt to describe is there any objec- 
tivation. This is not to say that experience need to be actively ob- 
jectivated to be cognized. Experiential judgment may be quantita- 
tive or qualitative, gradual or abrupt, superficial or profound, and 
awareness or cognizance of it varies proportionately. The appre- 
hension of change is the important point, and insight depends di- 


rect! 


y on the degree of exact judgment of continuous changes. 

Insight, then, is concerned primarily with the awareness—or ca- 
pacity for awareness—of change. Secondarily, with the judging 
of this change as to whether the alteration in the sphere of apper- 
ception is recognized as morbid; or in a sick mind the change 
may be judged to be the result of demoniacal possession, religious 
influence or some other preternatural intervention. Additional evi- 
dence of morbid change may be available to a person in the form 
of an appreciation of lessened intellectual capacity. This would be 
indicated by mistakes, or rebukes, or restrictions or other forms of 
social discipline. Communication of this knowledge of change to 
the psychiatrist is essential if insight is to be assumed. Such judg- 
ment usually finds expression in a declarative sentence in negative 
or positive terms. [very such sentence is necessarily the verbal 
expression of the change, the changing process, or result of change. 

Normal insight is either a statistical or an ideal conception. The 
statistical norm psychologically, is idealistic in itself, because of 
the insurmountable difficulties encountered in the measurement of 
mental attributes. The ideal norm philosophically, sets up a canon 
of harmony dependent upon fluctuating, non-experiential values, 
both ethical and esthetic, serving as a standard for comparison only, 
and not as an empirical criterion. 
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sympathize with him, depending upon the individual intelligence. 
The ill person and his fellows rarely think that the situation consti- 
tutes an illness in any physical sense. The manifestations are re- 
ferred to empirical, social and moral standards and compared to 
individual credos or motivations. If a psychopath’s behavior or 
speech are not obtrusive or obnoxious to the crowd, he is not stig- 
matized as insane. A mystic is vulgarly called mad only because his 
concepts are either not conventional or not comprehensible. The 
Icoholic or drug addict is not regarded as ill if his conduct is con- 
fined to what is socially acceptable. A criminal is only “temporarily 
insane” if his conduct is manifestly anti-social. Even very apparent 


insanity as a concept may be routed by personal or ethical considera- 


tions. Insight must thus be considered to have a general connota- 
tion as well as an individual meaning. 


General and individual concepts are further confused by the dis- 
tinction between what constitutes mental morbidity and mere ner- 
vousness. “Nervousness” is assumed to have no basis in structural 
changes in the nervous system. The nervous person is considered 
one of the odd varieties of personality. The nervous person’s symp- 
toms or state may be similar to those consequent upon organic 
changes and may be completely judged to be organic but without 
any proven organic foundation. Or the nervous person may be 
considered to harbor a mild or incipient mental disorder, but one 
which is easily comprehensible in form and nature, and usually 
attributed to the effect of the environment. And this may be true. 

There is no theory of psychopathology which can displace the 
preponderant role of one’s bodily feelings in giving substance to 
consciousness and relevancy to reality. The patient’s deference to 
the opinions of others, especially doctors, causes him concern as 
to the effects of an avowal of his subjective feelings which he 
recognizes reflect an attitude out of harmony with prevailing or 
professional opinion. At once the patient may thus give a false 
impression of insight. Also inadequacy or economy of language 
may mislead the judgment of the doctor as to the patient’s insight. 
In mental illness, it is not from any external noxa as in physical 
disorder, but rather from the unfathomable depths of one’s own 
personality that symptoms ultimately arise. The subjective attitude 
is said to be informed by the unconscious of genesis of symptoms. 
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DETOXICATION OF SODIUM BENZOATE IN 
NEUROPSYCHIATRIC DISORDERS. 


Excretion oF Hippurtc Acip AFTER THE INGESTION OF 
SopIUM BENZOATE.* 


By ISIDORE FINKELMAN, M.D., Cuicaco, 
JERRY HORA, M.D., E xcin, 
IRVING C. SHERMAN, M.D., Cuicaco, 


AND 


M. K. HORWITT, Pu. D., 


The relation of disease of the liver to disorders of the central 
nervous system has been, for a long time, a problem in neuro- 
psychiatry. In 1912, Wilson?! described the simultaneous occur- 
rence of hepatic cirrhosis and lenticular degeneration as a familial 
disease. This renewed interest in the relation of liver disease to 
disease of the central nervous system, particularly of the basal 
ganglia. 

The importance of the detoxicating function of the liver is sug- 
gested by this relationship since Weil and Crandall * have reported 
toxins in the blood of dogs about the fourth day after liver damage 
was produced by ligating the common or pancreatic ducts. These 
toxins caused destructive changes in rat spinal cord in test-tube 
experiments. 

Man eliminates benzoic acid almost completely as hippuric acid 
in man the liver is the organ concerned in detoxicating benzoic 
acid which is conjugated with glycine to form hippuric acid. The 
body does not have a store of preformed glycine. The rate of 
formation of hippuric acid depends on the rate of synthesis of 
glycine by the body. The greater the amount of benzoic acid ad- 
ministered, the greater the amount of glycine is produced until 
the maximum capacity for this synthesis is reached.* Quick * in- 
troduced a liver function test based on the excretion of hippuric 
acid in the urine after the ingestion of sodium benzoate. The 


* From the Department of Nervous and Mental Diseases, Northwestern 
University Medical School and the Elgin State Hospital. 
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RESULTS. 


Of 17 patients with catatonia, 8 showed hippuric acid excretion, 
expressed as benzoic acid, less than 2.9 grams. The average for the 
entire group was slightly less than 2.9 grams (2.87). The mean 
deviation was +0.5. The excretion of hippuric acid, expressed 
as benzoic acid as low or less than 2.9 grams indicates a deficiency 
in detoxication of the 6 grams of sodium benzoate ingested. The 
patients with hebephrenic dementia precox had a normal average 
excretion of hippuric acid which was 3.71, only 1 having an excre- 
tion below normal. The average excretion of benzoic acid of the 
patients with residuals of encephalitis lethargica was normal (3.16) 
although 7 of the 20 patients showed an excretion below normal. 
Che mean deviation in this group was +0.8, and there was a great 
variability in the group as shown by the coefficient of variability 
involving the mean deviation which was 25.6. The tests showed 
very interesting results in the epilepsy group. The extramural 
patients with epilepsy had a normal average value of hippuric acid 
excretion, which was 3.97, only I of 15 showing a value slightly 
below normal. In this group the mean deviation was +0.4 and 
there was the least variability of all groups studied, the coefficient 
of variability being 10.0. The intramural patients with epilepsy, 


an average value less than normal (2.67) and 6 


=> 


or 54.5 per cent of the patients showed defective benzoic acid ex- 
cretion. The mean deviation of the institutionalized patients with 
epilepsy was +0.9 and this group showed the greatest variability of 
all the groups studied, the coefficient of variability being 34.8. The 
patients with multiple sclerosis showed a low normal average value 
for the excretion of benzoic acid (2.99) 2 of the patients having 
values below normal. Of 3 patients with paraplegic state due to 
compression of the cord, 1 had a value below normal. One patient 
with progressive muscular dsytrophy showed a normal excretion 
of benzoic acid. The 4 normal subjects showed normal values. The 


numerical values are given in Table 1. 


COMMENT. 


Although the average excretion of benzoic acid in the catatonic 
group was less than normal (2.87), 9 of the patients had values 
above normal, 8 or 47 per cent having below normal values. These 
results are different from those reported by Quastel and Wales 
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The results in chronic encephalitis are of interest since disease 
of the basal ganglia is associated with cirrhosis of the liver in 
progressive lenticular degeneration and in pseudosclerosis of West- 
phal. The average hippuric acid excretion in 20 patients with 
chronic encephalitis was normal. There is no defect in the func- 
tion of the liver in this disease, as based on the average of the 
group but we are unable to explain the values below normal in 


teresting results. In contrast to the extramural patients with epi- 
lepsy, the institutionalized, deteriorated patients had an average, 
equivalent benzoic acid excretion below normal. Paskind and 
Brown® have reported constitutional differences between de- 
teriorated and non-deteriorated patients with epilepsy. Whether 
deteriorated patients with epilepsy have a defect in the synthesis 
of glycine and whether the defect is a constitutional error in 
metabolism cannot be inferred from the hippuric acid tests. 
Multiple sclerosis, as a group, did not show any evidence of liver 
dysfunction although 2 of tl 
excretion below normal. Other factors in addition to hepatic func- 


1e 8 patients showed benzoic acid 
tion should be studied in such a disabling disease as multiple 
sclerosis as for example diminished muscle metabolism to account 
for the low values of hippuric acid excretion in some of the 
patients. 

Since glycine is used in the therapy of progressive muscular 
dystrophy it was of interest to determine the ability of a patient 
with this disease to synthesize glycine used in conjugation with the 
ingested benzoic acid to form hippuric acid. The patient we tested 
showed a normal function of glycine synthesis and excreted a 
normal amount of equivalent benzoic acid (4.22). The ability 
of patients with muscular dystrophy to synthesize glycine at the 
same rate as normal controls, after feeding of sodium benzoate, 
has been reported by Friedberg and West, Linneweh and Linneweh 
and Thomsen.'® Whatever may be the therapeutic value of glycine 
in the dystrophies, it is not due to an inability of the organism 
to synthesize it. 

After our paper was completed an article appeared *' in which 
it was pointed out that the solubility of hippuric acid in urine is 
considerably greater than 0.33 per cent and moreover that it shows 


several of the patients and the great variability from the mean. 
[he tests for hippuric acid synthesis in epilepsy show very in- 
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Dr. Epwin F. Grtpea (New Haven, Conn.).—This paper of Dr. Finkelman 
-eady indicated. When we 
heard of Quastel’s work, it occurred to us that one of the reasons he had 
these low excretions was that there was a failure of absorption in some of 


hese very sick patients, especially catatonics. As we had some experience 


ith the differences between sugar curves by mouth and sugar curves given 
intravenous] e went at the problem of using the intravenous test instead 


of the one by mouth. We have not done very many—about eight—and we 
have only had two patients who had extreme degrees of catatonia, and to 
date our recoveries have been well over 100 per cent of hippuric acid. We 
did one of the patients by mouth and had a borderline recovery, so we have 
a suspicion that the gut may be responsible for some of these low curves. 


I would also like to suggest that the work of Dr. Rose be considered. He 


iver function, and he has found 
a very low hippuri id output, as Quick did, in a great many kinds of liver 
disease, and also in patients who were suffering from the “B” complex 
deficiency, and their hippuric acid output recovered on adequate vitamin 
therapy. 

Consequently, in dealing with these very sick patients, one has to consider 
the gut, the kind of food they are getting, whether it is deficient in vitamins, 
as well as the problem of muscular activity. We happen to have two patients 
who have been in casts for three months and pretty completely immobilized, 
and by the intravenous route these patients were able to transform benzoic 
acid into hippuric acid in the normal fashion. So it may be that hippuric 


acid involves the gut as well as the muscles. 


jan. 
tor 
Psychiat., 95: 901 (Jan.), 193 
DISCUSSION. 
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iate 1.7 grams, which is a good deal less than you give by mouth, but you can 

recovel ram on the controls without any difficulty. As a matter of fact, 

nt the difficulty we have had is that the factor of correction often gives us 

recoveries of 115 and 120 per cent, and that is puzzling us more than getting 

1] incomplete recoveries of the hippuric acid. That is another problem that we 

ment haven't made much progress on. But I think that doing both the tests, by 
t] mouth and intravenously, may help to clear up the differences in the results. 


CHAIRMAN NEYMANN.—I would like to ask Dr. Finkelman a question. 
eads You discussed, I believe, the difference in values found between institu- 
stion tionalized epileptics and non-institutionalized. Was the factor of their diet, 

which Dr. Gildea has already suggested, taken cognizance of, and was the 
' t tl institutions people notably have less exercise than when they are 
t large, « lered in your conclusions ‘ 
sels 
t in Dr FINKELMAN.—I am sincerely grateful to Dr. Gildea for bring- 
ahh ing up the question of absorption. As Dr. Horwitt mentioned, we were dis- 
t cus that the first time we started this work, and Quastel mentioned that 
as before he reached his far-reaching conclusion that there is a metabolic dis- 
Luise turbance in catatonia, he had a question-mark in the back of his mind as to 
whether it isn’t a defect in absorbability; but nevertheless he reached that 
conclus that there is a defect in liver function. 

What we want to point out is that we have reached conclusions opposite to 

in thos Quastel, that there is no liver damage in catatonia, and the chances 

th are, as Dr. Gildea has pointed out, that it is due to a failure in absorption. We 
| ely ed out that it may be also related to immobility. 

t] This failure of absorption in catatonic dementia precox is to us of greater 

in eliciting any liver damage, because it fits in with all the 

recent work on disturbances in the autonomic nervous system. For instance, 

Elgin we tried injecting pitressin in a few patients with dementia przcox, 
, nd we noted the startling result that, whereas, if we injected the pitressin 
ere to internes, who are normal subjects, they immediately had to obey nature’s 
1S call and complained of marked abdominal cramps with peristalsis. The same 

dose, or even greater doses, produced no results in demential przcox cases. 
hey did have a blanching of the face, and so on, but as far as gastro- 
ia intestinal activity is concerned, nothing happened no matter how long we 
re watched them. So there is something in the movements of the gastro-intestinal 
I tract which we believe is more of a factor in the hippuric acid excretion than 
any liver damage 
p- We are also very grateful to Dr. Weil, who has done very important 
neuropathologic work in the relation of liver disease to disease of the central 
nervous system, and his remarks are very important on the subject. 
19 We are, of course, in entire agreement with Dr. Hoskins. 

Now, in answer to Dr. Neymann’s question as to the diet, we of course 

le found patients with hebephrenic dementia praecox who had normal values 


though they had the same diet as those who were suffering from epilepsy, and 
ve the same activity. We did find normal values in institutional patients despite 
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\N OBSERVATION ON THE TREATMENT OF MENTAL 
CASES WITH SUB-SHOCK DOSES OF INSULIN. 
By C. R. BENNETT, M.D., ann T. K. MILLER, M.D., 


Can wrillo EJ spital, Camarill Calif. 


Since the introduction by Sakel of insulin as a therapeutic 
agent in the treatment of mental disease, its value has been quite 
definitely established. Practically all who have extensive experi- 
ence with this form of therapy, recognize it as an advance over 
any single treatment method previously employed on a large scale. 
\t the same time all judicious observers are aware of its limi- 
tations and are cognizant of the fact that much experimental 
work must still be done to make clear the rationale of the treat- 
ment, and hence its better understanding and more effective use. 

Sakel in his original papers stated that patients of an irritable 

and generally disagreeable nature presented, after treatment with 
insulin, a much more congenial and cooperative attitude. This 
observation, made first on drug addicts, was repeated over and 
over again in his later experiments with psychotic patients. 
This observation led us to wonder whether insulin in smaller 
doses than required for shock, might not influence favorably the 
various types of reactions among mental patients which create 
problems in their care:and management and which have led in 
the past to the use of restraint and sedation which are often 
undesirable. 

Such problems are presented by the manic patient. Large doses 
of sedatives and their continued use are often dangerous because 
of the depressing effect on respiration and circulation and par- 
ticularly because of the risk of toxic manifestations in the form of 
excitement and hallucinations. Physical restraint is always un- 
desirable, and for hydrotherapy, which requires a trained staff 
in constant attendance, adequate facilities are not always available. 

With resistive catatonic patients the necessity of tube feeding 
possibly over a period of weeks or months, is not without dangers, 
and trauma of the mucous membranes of the nasal and throat 
passages is often the cause of ulcerative lesions. The operation is 
time consuming and objectionable in many ways. 
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bination serves a male population of approximately 1200 patients 


and a similar arrangement cares for the same number of female 
patient 
Because of lack of space every effort is made to adjust a patient 
the custodial ward. Only when it appears impossible to care 


1 


r the patient properly on that ward, when he is either combative, 


ontinuously manic to the point that the entire ward is apt to be 


kept in turmoil, or when the patient refuses to go to the main 
ning room and requires individual feeding available only on the 
spital ward, is he admitted to that ward. Therefore the group 


vhich constitutes the material with which we have worked, is 
‘eme cases of the entire hospital population. 
Che prescription is written for insulin to be given from one to 
two hours before breakfast and lunch. The doses range from 
[5 to 50 units, with an average of about 25. An evening dose is not 
iven because of the danger that unfavorable reactions might 
occur during the night when the patient was presumably asleep 
and therefore go unnoticed. The dose is arrived at arbitrarily, 
taking into consideration the size of the patient, his physical con- 
ition and the desired effect. The intent is to administer sufficient 
o produce the prodromal symptoms of shock without actually pro- 
lucing coma. If the patient, after insulin has been given, refuses 
le is Observed for untoward reactions and tube fed if they 
occur. [If no unusual symptoms are manifest, the patient is allowed 
go without food until after his evening meal has been served. 
f, at that time he still has not eaten, a gavage feeding of 1000 cc. 
gg-nog, with 50 gms. of dextrose added, is administered. No 
nstance of nocturnal hypoglycemia has occurred where this routine 
has been followed. If gavage is not retained, 50 gms. of 30 per 
cent glucose must be given intravenously. The insulin is always 
given by a nurse thoroughly familiar with the technique. 

[f the desired therapeutic effect is not obtained within 48 hours 
ie dose administered has produced no systemic effects, the 
dose is increased five units per day, per dose, until the patient 
either shows clinical improvement, or unfavorable reactions be- 
come manifest. The maximum dose in any case in this series was 
50 units twice a day. Small doses of five or ten units seldom give 
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institution of this therapy it was not uncommon to have three or 


four patients being tube fed daily over a period of several weeks. 

4. Clinical improvement in newly admitted cases of early de- 
mentia precox and manic-depressive psychosis, as well as other 
depression states such as involution melancholia, is in many in- 
stances almost miraculous because of the rapidity with which the 
changes occur. It has been our experience, however, that this 
improvement does not continue if the insulin is discontinued as 
soon as improvement is noticeable. In most instances from three 
to eight weeks of continued therapy is required to produce satis- 
factory periods of remission. 

5. All patients improve markedly in their physical status, gain- 
ing weight on an average of 15 pounds within six weeks. 

6. Patients suffering from caruncles, carbuncles and acne sim- 
plex show rapid disappearance of these conditions. It is largely 
routine now, to give insulin to any patient threatened with “boils” 
as an abortive measure. Acne does not always respond so favorably. 

7. The necessity of a so-called “disturbed ward” is practically 
eliminated. 


COMMENT. 


It has been our observation that this therapy is not as effective 
with female patients as with male patients although we are not 
prepared at this time to say that such is the case without reserva- 
tions. The therapy was not instituted on the female wards until 
about six months after it had been used on the male patients, and 
was started largely as the result of the obvious benefit resulting 
from its use on the males. Also, in starting this therapy on the 
females, smaller doses were given on the assumption that females 
do not require as large doses as males to produce the same effect. 
Disregarding this assumption and having made the dosage more 
nearly equal, the results with female patients have been more 
uniformly satisfactory. 

These observations have been for us a most unusual experience, 
and are presented in this preliminary report with full realization 
that the conclusions will require further corroboration. Plans are 
being made to continue the study with proper controls and it is 
hoped that similar studies may be undertaken by others in order 
that the question of the value of the therapy herein outlined may 
be definitely answered. 
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RAPEUTIC QUARTAN MALARIA IN THE 


TREATMENT OF NEUROSYPHILIS 
\MONG NEGROES. 
\ Py GRESS Ry PORT.* 
By GEORGE C. BRANCHE, M.D., 


ete ms’ Administration Fa lily, luskegee, fila, 


ated with quartan malaria from November, 1932, to 


1933, was made before this Association in June, 1934.’ 


ils with 34 ents, the total number treated from 
932, to November, 1938 


well to state at the outset that the same satisfactory 
hown in the previous report still obtain. The original 
ured from the United States Public Health Service 


vy, Columbia, S. C., on November 24, 1932, is still in use 


no appreciable evidence of decrease in virulence al- 

actual transfers have been made over the six-year 

ipments of blood have been made to some of the Vet- 

nistration facilities, the United States Public Health 

at Columbia, S. C., State Hospitals, State Department 
] 


Health, private institutions and private physicians. Re- 


of these sources indicate that the same therapeutic 


xperienced by us are being observed by them. 


gametocytes since 1935. Although 
senerally accepted that clinical manifestations are 


e non-sexual parasites, yet it has been uniformly true 


this apparent asexual period the clinical course of the 
bee ilder with an even lower incidence of the few 
ns previously experienced during our early observa- 


the whole the patients are permitted to run a longer 


hout any signs of complications, especially our most 


the ninety-fifth annual meeting of The American Psychiatric 
inois, May 8-12, 1939. 
on of the Medical Director, Veterans’ Administra- 
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i sponds with chills and fever. The incubation period was essen- 


ng tially the same as in those cases in which tryparsamide was not used. 
en In 12 cases selected at random among 23 patients treated by 
ur this method since 1934, 11 responded to the first inoculation with 
un in incubation period ranging from 29 to 41 days or an average 
of 35 days. The twelfth Case No. 11,713 (Table 1) responded 
XxX 
TABLE I. 
TRYPARSAMIDE CONTINUED THROUGHOUT INCUBATION PERIOD 
QuUARTAN MALARIA. 
Date 
1 Date Date trypar 
¢trvpar- Date of first samide A\ No. of Mode of 
1 ind mide inoculatior par sus temp parox- termina- 
skit began oxysm pended. height yvsms tion 
Dark 3 8/27 5/36 1/36 104° | Atabrine 
5 Black 8/34 3/15/34 ‘ 4/2 + 4/26/34 3.5° | Quinine 
N 
N 
Rr 2 2 2 2 Quinine 
No. 11,98 
Brow1 6/7/34 8/20/34 »/24/34 9/24/34 I Quinine 
N - 
Mulatt 6/34 30/34 8/23/34 1 10 Quinine 
d 
brow! 7/12/34 7/30/34 8/28/34 8/23/34 2 Atabrine 
WI 34 7/30/34 9 34 5° 14 Quinine 
N 
7 5/3 <4 I Sponta 
\ neously 
Browr 8/20/36 8/27/3¢ 6/3¢ 36 104° F 10 ©Atabrine 
N 
B 8/27/36 oa 10/2 3¢ 104° F I \tabrine 
Ni 
Brow? 8/27/32 8/27/36 10/6/36 1/36 104 14 Atabrine 
to the second inoculation in a total elapsed time of 51 days. There 
was no difference in the temperature elevation or type of curve for 


the strain. Two patients, one brownskin in color and the other a 
nulatto, maintained an average height of temperature per paroxysm 
of 105°F. and 105.4°F., respectively. The general average for the 
12 cases was 104°. The patients experienced from io to 18 
paroxysms. Termination was spontaneous in one case after 10 
paroxysms, quinine was employed in six and atabrine in five. Each 


patient received from 6 to 12 injections of tryparsamide before 
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Syphilitic primary optic atrophy has been a complicating factor in 


A 


14 of our total number « \n interesting feature in this 
connection 15 that this condition is rat finitely arrested and im- 
roved by continued inoculation in the few cases that fail to re- 
spond with actual chills and fever in the same manner as those 
vho exhibit normal paroxysms. Two of the fourteen cases failed 
to respond to inoculation malaria but showed plasmodia in the 


blood streat Visual disturbance was arrested and improvement 


1 continued inoculation supplemented by _ bis- 
uth therapy. One had eight inoculations and the other 10 at 


> 


intervals varvine from two to four months. Both have useful 


vision in that they are able to go about without assistance but lack 
occupat visi 

Clinical and serological improvement from continued inoculation 

in all cases failing to respond with chills and fever as previously 

’ s been definitely borne out in these further observations. 

\ marked improvement with pronounced gain in weight, remis- 

of mental symptoms and favorable modification of the spinal 


luid findings is the rule. It has been noted, however, that these 
cases tend to relapse clinically and serologically unless inoculations 
are continued or chemotherapy supplemented. Likewise, it is 
‘ue that patients who respond to the first or second inoculation and 
terminate spontaneously after four or five paroxysms, relapse un- 
less treatment is augmented by chemotherapy. On the basis of this 
observation, we have arrived at the conclusion that the greater the 
umber of actual paroxysms, or the longer the plasmodia are ac- 


tive in the individual the sooner permanent clinical and serological 


We are convinced from our experience that most patients who 
enefit of several paroxysms, not less than 10 or as 
many more as the physical status will permit, are not likely to show 
clinical and serological relapse. However, as a safety measure 
and because of the relative resistance difference in the individual 
cases, it is our feeling that post-malarial chemotherapy in the 
form of bismuth or trivalent arsenicals or both should be con- 
tinued routinely in all cases with or without the addition of try- 
parsamide as indicated until the blood Wassermann particularly 
has been satisfactorily modified or until adequate treatment for 


this purpose has been administered. While the spinal fluid re- 


ohtain 
sults will obtain. 
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senting 94.7 per cent “takes” as against 91.6 per cent “takes” 
reported in the first series. 

One patient responded with typical quartan paroxysms 18 days 
following inoculation, another after 56 days; but the average 
incubation period was approximately 33 days as previously re- 
ported. Malarial relapse occurred in 12 cases after intervals of 
21 days to three months following apparent termination. Six of 
these occurred after quinine therapy ; three following atabrine and 
three following spontaneous termination. 

Clinical and serological relapse occurred in 14 patients at in- 
tervals of six months to two years following treatment. This 
group represents, for the most part, individuals in whom the 
syphilitic process was of long standing and resistive to all forms 
of treatment. In practically every instance the serological im- 
provement in the spinal fluid or blood Wassermann or both failed 
to parallel the clinical response despite intensive post-malarial 
chemotherapy. 

The results of therapy in this series of 346 cases are classified as: 


Group I. 
Complete remission with minor or no residual defects, 146 cases or 42 per 
108 of this number have been discharged. 
Group II. 


Good remission with mild to moderate residual defects, 103 cases or 
er cent. These are showing excellent hospital adjustment and requiring 


limited amount of supervision outside of the institution. 
Group III. 
Unimproved or arrested with pronounced residual defects, 71 cases or 


Group I[\ 


y or indirectly from malaria, 6 cases or 2 per cent. 


\) Died direct] 


\ 


(B) Died from other causes, 20 cases or 5 per cent. 


It may be noted in summarizing the foregoing that of the 346 


cases treated, 249 or about 70 per cent evidenced definite improve- 


ment. The unimproved or arrested cases showed marked mental 
gross brain damage prior to inocula- 


dilapidation or evidence of 
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chemotherapy in the form of tryparsamide, 
irsenicals or a combination of these as indi- 
ministered routinely as a supportive measure 
serological relapse. It seems especially indi- 
itment in the cases failing to respond 
repeated inoculations or in those ter- 


e clinical and serological observa- 


is progress report that the quartan strain of 
therapeutic agent in the treatment 
larly n tl Ni oTO. serves a trial 


which the physical condition does not contra- 


preciation to Dr. 


r the splendid part he has played in this work 


C: Therapeuti uartan malaria in the treatment of 
Neg l Nervous and Mental 


Epstein, S. H General paresis: Treatment by 
ilis, Gonorrhoea 


| Ind.).—The work of Dr. Branche 
Tuskegee represents an admirable contribution and has 
mn. It also comes at the right moment, that 


tl thusiasm for the treatment of general 


n the decline. It can be 

tl the majority of state hospitals are using malaria 
é treatment, using the tertian strain, is that 
irticular col | viduals, will not develop fever. 
problem by using quartan malaria obtaining 

wl 1 remarkable accomplishment in an exclusively 


Jan 
MASIS 
cu 
‘ 
«A 
\ l 
ria ra few 1 
al 
arith te 
ant 
ul r personne V Nave given assistance including par- 
Few BIBLIOGRAPHY 
| 
Veneral Diseases, Vol. 20, No. 3, May, 193 
at 
+1, 
DISCUSSION. 
ot 
| 
in- S 
| 
ro- 
lat A 
iin 
+ +1 
ed 
nd | ” 
QO4 per Cel takes, 
ne “alar 1 of +1 
ore | ps 


Q76 THERAPEUTIC Qt 


Now as to complications, { which ] 
have never seen using the tert t rious 
complications in quartan malar 
severe anemia following malar 1 about tl 
development of anemia foll t 1 treatment 
My own experience ovet th 1 ( mi 
Dr. Branche’s, which does 

The great disadvantage of t tt the ion period, 
varying from 35 to 45 days tert { res 
from 8 to 12 days; this is follow t { ith pat ms, making 
a total of the entire treatment of , is a great 
saving of time for those patient I t e the treat 
ment in a general hospital 

The excellent clinical rest nother 
important feature. It almost 
obtained with tertian strait that tl 
patient inoculated with tl t t least 
twice as long as the one 
the more malaria, the better 

The results seem to be 
Dr. Branche told us, averag { [t s been 
shown by Frazier quite conclu that 1 tw 3 and 1 
are without significant effect 1 and serological 
improvement in cases which failed t to t malaria also 
showed favorable results, a1 
ture as the main factor in the 1 { ir b greath 
overemphasized. 

There are many other g in particular the treat 
ment with tryparsamide during t riod, on w n uld 
elaborate. But I want 
perience with shipping your st t tant 1 believe tl 
plasmodia will survive a trip 

The reason I am asking t 
hospitals a quartan strain, but t v 
because we supply a great icial t Middle West witl 
tertian strain, and those pl t t patients wl t t mmitted 


to state hospitals, and ther , 
portant factor. But for cases titutions, I wot t be surprised 
if the quartan strain were supe 

I am certainly delighted 


the best contributions which ha made in re t years in tl reatment 
of neurosyphilis. 


Dr. JoHN E. Linn (Wa B;..4 Dr. Brancl paper is of 


especial interest to myself ; ther physicians frot t. Elizabeth’s 
Hospital, in that it parallels peri to a larg tent. We gave 
malaria to our first case of ge n December of 2 At that 
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time ir colored population comprised about one-fourth of our whole 

census d tl proportion has been maintained until the present time, al- 

though now we have fifteen or sixteen hundred patients. Consequently 
had ie Opportunity to observe that in those patients some more 

fective therapy had to be found than the tertian malaria. 

s have been advanced as to why the colored race is more or 

less immune to malaria, especially the benign forms; the most logical 

nce malaria is essentially a tropical disease, there is 


some rt of 1 rited immunity. At any rate, we have found, as others 


We have therefore been using quartan malaria for a number of years. 
general, we have come to the same conclusion as Dr. Branche, with a 
rences. For example, where he reports over 90 per cent success- 


inoculations, our figure is only 53.2 per cent. Our therapeutic results, 


[here at rhaps, several explanations for these differences. In_ the 


rst place, ir subjects included a large percentage of female patients, 


place, our colored patients were pretty far advanced 

cases, much 1 e so than the white cases. We explain this by the assump- 
tion that they are drawn on the whole from a social and economic group 
ere the earlier signs of the disease attract less attention. It is not at all 
is a weekly occurrence—to have colored patients 

st non-understandable speech, ataxic gait, marked con- 
fusion and « incontinence, and to have the relatives date the onset of the 


hs, or even a few weeks, when in reality 


As to Dr. Branche’s observation that the administration of tryparsamide 


to the 1 of the first paroxysm increases the therapeutic effect of the 
lntia. though he has the endorsement of Dr. Solomon and 
Dr. Epst & ly say that in our ¢ s, which number roughly around 


ve hundred, we have not been able to observe this effect. Nor have 


ted that syphilitic primary atrophy was arrested or improved, even 


\ ysms. Here again, however, there may be enough differ- 
I terial to t for this. 
We ( ement witl as to the value of post-malarial 
I apy, tog with bismut 


We are in complete ag t also with his il conclusion that quartan 
malaria is of great value in paresis in the Negro; in fact, we would go 

rtl nd that it is the best method yet avai 

yr. Bra In answer to Dr. Bruetsch’s question with regard to our 


experience in shipping our strain to distant points, I should like to state 
e have not experienced any difficulty in shipment over long distances. 
The usual n d is to prepare 't slood by the addition of 1 cc. of a 2 per 
lood and ship in an ordinary 


hermos ju We have shipped it as far as Taft, Oklahoma, St. Louis, Mis- 
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Coniment. 


INDEXING ELECTROENCEPHALOGRAPHIC 


RECORDS. 


Dr. Leon J. Robinson of the Monson State Hospital, Palmer, 
Mass., has submitted the filing card reproduced below for recording 
encephalographic data in epileptic 

This card measures approximately 5” x 8” and contains in the 
upper portion the pertinent clinical data including type of seizures 
(grand mal, petit mal or psychomotor attack), medication, etc., 
and in the lower portion the encephalographic findings. In the 
latter portion the six horizontal lines correspond to the usual scalp 
areas, and the three extra spaces provide for other areas as desired. 
[he fourteen columns each in the resting and hyperventilation rec- 
ords are for registering tl oltage and then in order the wave 
formation as spike wave, fast activity, one per second to ten per 
second waves, and, lastly, for localization out of phase. To indi- 
cate the presence of any of these data a plus sign is placed in the 
appropriate space 

The cards are filed alphabetically. 

For the recording of E. E. G. findings the department of medical 
research, University of Toronto, uses 3” x 5” cards in six colors 


x 
to indicate different clinical conditions. A sample card is repro- 


uced herewi The clinical conditions presently indexed are: 
1) epilepsy, (2) psychosis, (3) tumor, (4) other organic 


neurological conditions, (5) behavior problems, psychoneurosis, 
(6) normal 


Dr. G. E. Hall. professor of medical research, University of 


Toronto, offers the suggestion that other workers in this field be 
invited to submit the recording devices which they have found 


most useful for their respective purposes. By comparing the re- 
cording methods in use at various centres it is possible that a 
[ it be agreed upon and generally 
adopted to facilitate the interchange of information. 

To this end it is hoped, therefore, that those interested will send 
to the JouRNAL sample forms or suggestions for indexing electro- 


encephalographic records. 


+f 
w 
( 


WE | 
4 ¢ 4 \ 
| 
; ; 
Z19S 1 yosu() 
HEC aed 


"Mey 


= 
—_ 
| 
| 
| 
| 
| 
| & 
| <? Pat! 
} } 
= 
aa 
; = : 
| & 
| 
| 
| 
| 
| 
SASK — 


OM MENT OS! 


a - Vie T 
| try oer 


+ 
2 


E. E. ¢ 1 

Aly Sw con oY ARG 
| 4 4 > | 
| 4 Al 
+ ae a Are | 
+ fan + ¢ TV par 
~ ~ tLe 
Pathological Findings 

4 om + 


Jane 20/ 39 . 
A-60085 | 
60 70 | 
| 
al | 
| 
| 


j2ews and J2otes. 


Mississippi VA 
The Mississippi Vall sh 
prize of $100, a gold 1 the best 


unpublished essay o1 


cluding medical e ral 
practitioner of medici nted 
to the physicians wl 1 1 
Contestants must | 
who are residents Le 
to present his c al 
Mississippi Valley Med | Sept. 25, Ine 
26, 27, 1940, the Society 1 publish 
the essay in its official tl 
Journal (incorporat the 
shall not exceed 5 st 
script form, submitted 1 vee 
than May 1, 1940. J 
the Jan., 1940, issu 
(Quincey, Ill.). burthe: 

be 

Harold Sv Ny, 

Mis Ip] 

200-2 
pr 
or 

REPORT OF NOMINA vith the ser 
provisions of Article Cot \merican an 
Psychiatric Association, ith re | 
ports the following no M 
consideration and action at | ial 1 held in by 
Cincinnati, Ohio, on May th 


For President: Georg 
For President-Elect: H. D re 


Ire 


1940 | NEWS AND NOTES 933 


For Secretary-Treasurer: Arthur H. Ruggles, M. D., Rhode Island. 
‘ouncillors f iree years: William C. Sandy, M. D., Pennsylvania ; 
Frederick W. Parsons, M. D., New York; Bernard T. McGhie, M. D., On- 
tario; LeRoy M. A. Maeder, M. D., Pennsylvania. 
For Auditor: Horace G. Ripley, M. D., Vermont. 
Henry I. Kropp, M. D., Chairman, 
Tirus H. Harris, M. D 
M. Hincks, M. D., 
GLENN E. Myers, M.D., 
J. Tirrany, M. D. 


\NNUAL MEETING, SOUTHERN PsyCHIATRIC ASSOCIATION.— 
The Southern Psychiatric Association held its annual meeting in 


Louisville, Kentucky, October Io and I1, 1939, and was enter- 


tained by the Kentucky State Psychiatric Association and the 
Kentucky Mental Hvgiene / 
\Ventucky ental Friygiense 4ssociation. 


he meeting was well attended and over a hundred applicants 
for seats at the banquet, which was held in the large ballroom of 


he Brown Hotel, had to be turned away because of the lack of 


seating capacity. Dr. Arthur H. Ruggles, ae of The Ameri- 
can Psychiatric Association and Dr. Irvin Abell, former president 
} 


the American Medical Association were guest speakers at the 


Che Q41O meeting will € held in Jacksonville, El rida, but 
because of the climatic conditions will meet in the latter part of 
‘ovember or early part of December. 

The officers elected for 1940 are: Dr. C. D. Mitchell, Whitfield, 

Miss., president; Dr. Arthur J. Schwenkenberg, Dallas, Texas, 
president-elect; Dr. William E. Gardner, Louisville, Ky., vice- 
president ; Dr. Newdigate M. Owensby, Atlanta, Georgia, reelected 
secretary-treasurer ; Dr. Charles S. Holbrook, New Orleans, La., 
and Dr. J. K. Hall, Richmond, Va., councillors. 

A committee consisting of Dr. Harry Stack Sullivan, Dr. Ross 
McC. Chapman, and Dr. Newdigate M. Owensby was appointed 
by the Association to promote national defense and to memorialize 

the agit General of the Army and Navy and Public Health 

garding the immediate appointment ame instruction of 


recognized psychiatrists for duty in the event of a military or other 
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COLLOQUIUM OF PSYCHIATRISTS AND PsyCHOLOGISTS AT TUFTS 
CoLLEGE.—More than sixty professional psychiatrists and psy- 
chologists from eastern Massachusetts were guests on the evening 
f November 13 of three members of the department of psychiatry 


of the Tufts College Medical School and the nine members of 
he American Psychological Association who are on the Tufts 
faculty at a meeting at the home of Leonard Carmichael, president 


of Tufts College and president of the American Psychological 


Among those who spoke briefly on the relationship between 
psychiatry and psychology were: Douglas A. Thom, professor of 
sychiatry, Tufts Medical School; Abraham Myerson, professor 
of neurology, Tufts Medical School; A. Warren Stearns, professor 
f psychiatry and dean of the Tufts Medical School; C. Macfie 

mpbell, professor of psychiatry, Harvard Medical School; Tru- 
man Lee Kelley, professor, Graduate School of Education at 
Harvard; Edwin G. Boring, professor of psychology, Harvard; 
Gordon Allport, professor of psychology, Harvard; Ross A. 
\icFarland of the Fatigue Laboratory, Harvard Business School ; 
Edna Heidbreder, professor of psychology, Wellesley College ; 


David Shakow, clinical psychologist, Worcester State Hospital ; 


Vern ones, head of the psychology department, Clark Uni- 
versity E. Stanley Abbot, psychiatrist and psychologist of 
Hoston. 


President Carmichael’s purpose was to make psychologists and 
psychiatrists better acquainted with each other’s work and to ex- 
plore further possibilities of collaboration. To this end he proposes 


holding similar meetings from time to time. 


District REPRESENTATIVES—AMERICAN PsyCHIATRIC Asso- 
CIATION.—With the approval of the Council, the President has 
designated twenty-four (24) Fellows of the Association as dis- 
trict representatives in the United States and Canada and they 
have accepted the assignment. 

It is not expected that these representatives will be unduly bur- 
dened with responsibilities. They will, however, be furnished with 
appropriate letterheads and will be available to assist the Associa- 


tion from time to time in various ways such as in stimulating the 


4 ~ 4 

1S a pil. 


986 | Jan. Qé 


return of the complete { nnaires 
to the New York office by 1 tt to send 
in their replies. 

The full cooperatio1 n with 
these district representat ed. The 
following is the list of 


they are responsible : 


Dis 

Virginia, West Virgin 
South Carolina, Georgia 
Mississippi, Louisiana, A ni 


Tennessee, Kentucky pl 
Illinois, Indiana .... be 
Michigan, Wisconsin, O 
Kansas, Missouri, 
South Dakota, North D Ds 
Nebraska, Colorado, W m 


Oklahoma, Texas, New 
Arizona, Utah, Nevada te 
Idaho, Montana, Washingt p 


Oregon, California 


Pennsylvania, Maryland, 
New York (Up State) 3 
New York (Metropolit | 
New Jersey .......... 
Massachusetts, Connecticut, | t1 
Vermont, New Hampshire, \ u 

a 
British Columbia 
Manitoba, Saskatchewan, } 
Nova Scotia, New Brunswi 
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assistant professor of psychiatry, Medical College, University of 
Cincinnati. Correspondence for this Committee may be addressed 


to Dr. Ratliff at 991 Dana Avenue, Cincinnati, Ohio. 


New State Hospitat 1n New York.—Dr. William J. Tiffany, 
Commissioner of Mental Hygiene for the State of New York, 
reports that the state is acquiring 875 acres of land in Deer Park, 
Long Island, as a site for a new state hospital for mental patients. 
his land is adjacent to the property of the Pilgrim State Hospital, 
and it is expected that construction will begin the spring of 1940. 

Chapter 466, Laws of 1939 appropriated $5,628,000 of bond 
money for the commencement of construction of a new state hos- 
pital to accommodate not less than 8000 patients eventually. This 
beginning of a new hospital will include a reception service with 
accommodation for 600 patients and infirmary service for 1500 
patients ; kitchen and dining facilities ; superintendent’s residence ; 
medical and non-medical staff building for 50; accommodation for 
not less than 200 employees ; garage facilities ; power plant equipped 
to service not less than 2300 patients; water supply; sewage dis- 
posal; tunnels; corridors; heating, sanitary and electric service 


connections ; roads, walks, grading, landscaping and other neces- 


sary facilities and appurtenances. 

It is anticipated that the next legislature will allocate money to 
continue construction to include accommodations for continued 
treatment patients, staff and employees quarters and other necessary 
utility buildings. 

[he new institution will receive patients from Greater New York 
and it is hoped will somewhat relieve the overcrowding of other 
metropolitan state hospitals. The location is about 35 miles from 


New York City and is accessible by both railroad and highways. 


Dr. JELLIFFE HONoRED BY THE DUTCH SOCIETY FOR PSYCHIATRY 
.NpD NEuroLocy.—Professor B. Brouwer, president of the Dutch 
Society for Psychiatry and Neurology has announced that at a 
recent meeting of the Society Dr. Smith Ely Jelliffe of New York 
City was elected an honorary member in recognition of his services 


to psychiatry and neurology. 
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ictures to | hown in connection with the presentation should 


Dr. J. D. Reichard, 
U. S. Public Health Service Hospital, 


Lexington, Kentucky. 


lease give author, ti f paper, section, approximate time of 


presentatio1 . é., a. m., or p. m.), and type of material to be 


carly notification is requested. Failure to give such notification 


I;NVIRONMENTAL INFLUENCES.— ‘The conditions and accom- 
lay living have a definite effect on the 
alth of the individual. It is well recognized by those familiar 

these problems that serious disability often arises from the 
impact of environmental factors. The social, economic and emo- 
of the individual have had far too 


little attention although they represent the essential contributing 


elements in many illnesses and are important in the diagnosis, 
prognosis and therapy of a large proportion of medical problems. 


Insufficient emphasis on these phases constitutes one of the major 
defects of medical education and medical services, developed as 


recent years so largely on the more objective 
oratory and technical advances.” 

above quotation is from the presidential address, “The 
livered by Willard C. Rappleye, 


dean of Columbia University College of Physicians and Surgeons. 


t the fiftieth annuayl meeting of the Association of American 
\edical Colleges. at Cincinnati, Ohio. October 22-25, 1920. 


NEW COMMITMENT STATUTE FOR ILLINOIS PREPARED BY THI 
\SSOCIATION ForRMER PATIENTS.—The Executive Committee 
of Recovery, the ssociation of Former Patients of the Psychiatric 

Institut the Hhnois Research and [ducational Hospitals, an- 

nounces the completion of the preliminary draft of a new commit- 


ment statute. The statute was prepared with the aid of faculty 
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LOGY DERIVED FROM PATHO- 
DATA IN MAN. By istein, M. D. (New York: Ameri- 


an introduction and concluding remarks, 
taling 519 | he foreword is by K. S. Lashley; there is a creditable 


rraphy: relatively few of the references are in the English literature ; 


ere is a complete index. The book is essentially a translation by the author 

r the | | tain additions and omissions, and the dif- 
t spirit thinking in one language into another is 

( It is excellently edited, but is difficult to read: ‘Catastrophic 
ctior the organist to its milieu” is used in the text to mean 
ysi eurologist with unusual background in the 

} y fait the practical value of scientific 
ry, lectures the biologist and proposes interesting new approaches to 
lerst Sa e. He sponsors the empiric ap- 

t c, the integrated whole in contradistinction 

the organism and gives repeated examples and 

t te his views. He begins with the study of the com- 

e and then tries to understand its parts; he begins with 

t ohe nd n complex organism, man, and tries to derive from it 
. tudying living organisms at lower levels; he proceeds 

patl ical pl mena, especially with respect to the nervous system, 

ther tl t mal thering insight into the processes of the 
S sons n ¢ t to cause; he is more concerned with 


prol f being sick than that of disease; he reasons always from the 


experience in cases of head injury and 
ntipat thi morphism, are welcomed heartily by the clinician 


ut this ent m will fade the reader proceeds into the involved formu- 


; the subject matter. The author utilizes animal experimentation 
d tor) lings in many instances to prove his own theories. However, 
arge portion of the book is devoted to analytic critique of the usual methods 
f investigation. He is critical especially of the usual destructive isolating 
methods of research and compares his holistic approach to biology with Gestalt 
ychology ; the author is a Gestaltist; he refers to “physiological Gestalten” 
and finally arrives at a biological Gestalten, to which psychological Gestalten 
part subservie 
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ave called the “evocative” theory, that is to say, in a certain measure people 
tend by t nature to evoke the kind of experiences they meet. A paranoid 
certainly will elicit persecution on the part of others. He asks for it, so to 
speak, and he gets it. The over-sexed find sexual experiences everywhere. | 


1ew a man who, when he was ina city half a « knew the assessible brothels 
ind the cit liquor dealet the community, and in a very short time 
had experiences corresponding to his penchant. 


Whatever criticism may be made of the interpretations, these are modestly 


any rate, accompanied by important 


facts. The psychiatrist who is eager for the advancement of psychiatry 

vill make this book a part of his library and will welcome these sociologists 
d the discipline t ent as his allies in the campaign for the con- 
est 1 i] d sease 


Univer ‘ wa St s, Volume 16, No. I, 193¢ 
Director Stoddard of the Iowa Child Welfare Research Station in a 
pertinent foreword explains The present study traces in some detail the 
ental g tl large g pre-school) children placed early in 


work not only to other studies in the Station, 


ns of Burks, Freeman, Jones and Leahy.” The main 


finding ot the stud) in signil int “In general the intelligence qui tient 
f a fos child d g the pre-school years is related not to the genetic 
stitution as derived from true mother and true father, but to the quality 
the | ri¢ wi h he now ves 

This raises th ntinuing problem of heredity versus environment. The 
tter s sedly determines the mental equipment of these young children 
meas the telligence quotients. This ignoring of the biological 
rigin of the child is contrary to the great mass of traditional knowledge and 


com1 sens Hence we would question the validity of the intelligence 

tients ( s offering a t criterion of real ability. In this connection 
tis W of note that inte nce ratings of young children vary con- 
derably time to time 


W. G. Scoort, M. A.., 
Children’s Aid Society, Toronto 


‘= NCTIONAL, CLINICAL AND SURGI- 
cAL Aspects. By IV. E. LeGross Clark, John Beattie, George Riddoch 


and Norman M. Dott. (Edinburgh and London: Oliver and Boyd, 1938.) 


In this publicat the four authors have done a valuable service in assessing 
present knowledge of the structure and functions of the hypothalamus, as 
they view it from their different angles of approach 

Professor Le Gros Clark’s summary of the morphology of the hypothalamic 


nuclei is very clearly written and includes many valuable original contribu- 
tions which he has made to the subject from his studies of human material. 


ABRAHAM Myerson, M.D., 
Boston State Hospital, Boston 
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to questi whether recent “assimilation” literature has not been too 
clined to exaggerate the gap between first and second generation immi- 
ants, and hence to overlook the importance of the ancestral folkways in 
he behavior of American-born children and grandchildren of European 


nmigrants. This book should do something to counteract such a tendency, 
id further books in the series, dealing with other Europear groups in 
New Haven, will be welcomed. Badly needed, however, are concrete studies 
particular individuals of foreign parentage or grandparentage, to ascertain 


w persistent in particular lives are the folkways of European countries. 
C. W. M. Hart, M.A., 


University of Toronto. 


MENTAL HEA! Forest Ra Voulton, Editor, and Paul O. Komora, 
\ssociat Editot ( Lancaster, Pa.: The Science Press, 1930. ) 

This volume contains the fourth symposium of The American Association 

the Advancement of Science in the field of important problems of public 

lth. It is 1 first time that the subject of mental health and ill health 


lealt wit as a major issue by this premuer scientific body. 


The symposium which was under the immediate supervision of Dr. Wal- 
readway, Assistant Surgeon General, U. S. Public Health Service, 


s organized in collaboration with The American Psychiatric Association 
with the cooperation of the U. S. Public Health Service, The National 


Committee for Mental Hygiene and the Mental Hospitals Survey Committee, 


formed part of the regular mid-winter program of the A. A. A. S. at 


The 49 papers and 41 discussions, summaries and critiques fairly represen 
\merican psychiatric and mental hygiene findings and opinions of today. 
is address of introduction to the symposium Dr. Thomas M. Rivers, 

of the Hospital of the Rockefeller Institute for Medical 


ution of psychiatry in the future to describe 


urt of medicine in more precise and useful terms by insisting 


the comprehension of the physician as one of the factors in the pre- 


cur ot disease 

e material of the symposium 1s arranged 1n six sections, (I) psychiatric 

rch, (2) sources of mental disorder and disease, (3) economic aspects 

mental hea (4) physical and cultural environment, (5) mental health 

I I ©) protessional and technical education. 


ay’s admirable direction comprehensive programs were 


Mf these sections with authoritative contributors repre- 
senting the various fields. After the papers in each section had been pre- 
sented critical summaries were provided in invited formal discussions. 
Dr. C. Macfie Campbell closed the symposium with an address on “Human 
Needs and Social Resources” wherein he reviewed present outstanding issues 
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HARVEY CUSHING. 
1869-1939. 


Harvey Cushing, the fourth in a direct line of a family of 
physicians, was born in Cleveland, April 8, 1869. He died October 

1939, from a sudden coronary occlusion, at the age of 70. 

Dr. Cushing graduated from Yale in 1891, and from Harvard 
Medical School in 1895. \fter an interneship at the Massachusetts 
General Hospital he went to the recently opened Johns Hopkins 
Hospital at Baltimore; here he was resident in surgery for three 
years under the great Halsted. 

Those were the days when the wards of a hospital were filled 
with typhoid fever. Dr. Cushing has told me how he and the 
resident in medicine would take turns sitting by the bed of a typhoid 
patient hoping to operate within an hour after a perforation of the 
small intestine. A patient with a gunshot wound of the cervical 
spine and cord damage came under his care. Fortunately the patient 
gradually recovered and Cushing spent hours charting the return 
of sensation and motor function. Also on this patient he helped 
make some of the earliest x-rays used on this continent. Thus did 
Cushing the hospital interne become marked as a worker. 

Knowing him as I did later I am sure he was on the wards 
morning, noon and night working on his patients and seeing that 
they were looked after by nurses, junior internes and orderlies. 
There was nothing having to do with the care of one of his patients 
that was foreign to his interest. It would have been quite charac- 
teristic of him to interrupt and instruct an orderly giving an enema. 
His medical reading was stimulated by problems that his patients 
presented. He learned to sketch, and his drawings added greatly to 
his records and histories making them stand out above the average. 
Very early in his career he must have sensed that good records were 
all important not only for the welfare of the patient but also as a 
future basis for publication, either by himself or some one else. I 
remember him remarking that an interne only needed to leave the 
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layer of fine silk. When this principle was established he was able 
to operate on cases and to escape the previously staggering mortality 
rate from cerebral fungus and infection. He had reached the point 
where the medical profession could be told that an exposure for 
brain tumor was reasonably safe. The possibilities of removing 
brain tumors were becoming apparent. A big neurosurgical field 
was opening up. 

The opportunity was there—a man of high calibre was needed. 
One can imagine no one better fitted than Dr. Harvey Cushing—a 
young man with courage, vision and great energy. Once he had set 
his mind on the problem nothing was to deter him. He continued 
to travel the road until his last monograph “The Meningiomas” was 
published shortly before his death. 

In September 1912, he became professor of surgery at Harvard 
and head of the surgical service at the Peter Bent Brigham Hospital. 
This was a general surgery appointment but Dr. Cushing continued 
to limit his personal work to neurosurgery. 

In 1914 war broke out, and Dr. Cushing immediately let it be 
known that his sympathies were with the allied cause. He organ- 
ized and headed Base Hospital No. 5, from Boston. From then 
until his return to the Brigham in 1919, all his energies and abilities 
were centered on the various war neurosurgical problems that he 
encountered in France. During this period he kept a voluminous 
diary, part of which has been published. 

On his return to the Brigham Hospital, neurosurgical patients 
rapidly accumulated. When I became Dr. Cushing’s resident in 
1922-23, the service was busy and well established with an average 
of 25 to 30 patients, the majority of them suffering from brain 
tumor. They came from all corners of the globe, many of them 
referred by leading medical neurologists. The time had not arrived 
when the general practitioner had become familiar with the diag- 
nosis of a brain tumor. Today the general practitioner appreciates 
the frequency of such a lesion and as a result we have seen the 
establishment of neurosurgical clinics in all university and medical 
centers. 

My appointment as Dr. Cushing's resident needs telling both for 
the opportunity of expressing gratitude for the privilege of working 
with him for a year, and also to put on record Dr. Cushing’s dis- 
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routine seemed to be set weeks ahead and seldom did anything 
interfere with his plans. His office was in the hospital next to his 
laboratories, where his pathological material was worked up. At 
that time Dr. Bailey was working over his material for their book 
on “The Gliomas.” There was also a room for making photographs 
of patients as Dr. Cushing had difficulty in recalling a patient when 
reading the history unless a photograph was attached. His day's 
routine was somewhat as follows: he arrived at the hospital about 


ten, having already spent two hours at home working on Osler’s 


g 
Biography. His study at home was filled with copies of the London 
Times, covering the period that Osler spent in England. Each copy 
was scanned for some item of news having to do with Osler. 
Having come across some such item as: Osler attended such and 
such a medical meeting, he would then write to men, whose names 
were mentioned as also attending, asking for further information. 
In this way he built up the second volume of Osler’s Biography, a 
painstaking, tiring and probably a never-ending task for most men. 
When Dr. Cushing arrived at his office at ten, he spent the next 
hour or longer at his desk dealing with routine correspondence. 
His desk was kept clean. Besides answering letters to doctors and 
patients he sent off each day a number of follow-up letters keeping 
his brain tumor records up to date. 

\t about 11.30 I would come down to tell him that the patient 
to be operated upon that day was anaesthetized and ready. He 
might ask his associate, Dr. Horrax, to commence the operation, 
more frequently however, he would commence himself. There were 


usually visitors in the gallery. His team consisted of nurse anaes- 


thetist, two junior house surgeons, one as second assistant and 
the other passing instruments (a training our junior internes 
seldom get today), a scrub nurse and his resident surgeon, who 
acted as first assistant. His operations were a delight to watch, 
careful, accurate work, without fuss. In those days cranial oper- 
ations took longer than they do now. Not infrequently Dr. Cushing 
would put in the last suture himself and not leave the operating 
room until three or four o’clock. He then made himself tea and 
toast, had a shower, dictated an operative note, often two pages in 
length. Seldom did he plan a luncheon period. Then on with the 
next job—usually it meant seeing two or three office patients that 


had been worked up by his associate, Dr. Horrax. Perhaps a 
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Outside consultations were not accepted. Invitations to speak 
were only accepted when something worthwhile was ready for 
publication. In his publications he has covered the field of brain 


tumors so thoroughly that there seems little else to be said on the 
subject. Furthermore, he arranged for the follow-up of his two 
thousand verified brain tumor cases after his death. Dr. Louise 

isenhardt who had worked with him for years on his records, 
will ultimately complete this life work when all of these patients 

| would say that Dr. Cushing early in his career made up his 
mind to be a better housesurgeon than the average, this meant 
r than the next man. I heard him frequently tell an 
nterne: “You have got to keep your eye on the ball.” After 
establishing a record for hard intelligent work he had the genius 
to grasp an opportunity in a hitherto unexplored field. The driving 


force was certainly never financial gain, nor was it merely a desire 


to be the leader in his chosen field. He was the leader because of 
his burning enthusiasm to hand on to the medical profession a 
sound knowledge of brain tumors. 

Dr. Cushing’s biography is being written by Dr. John Fulton, 
professor of physiology at Yale. Trying to write such a short 
sketch as this gives one an inkling of what a task it will be. Yet it 
will be labor of love and when completed will continue the 


us which Dr. Cushing gave to a succession of young doctors 


this country and abroad who set their sails under his guidance. 


K. G. McKenzieg, M.D. 
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PSYCHIATRIC APPROACH TO THE TREATMENT 
OF EPILEPSY.* 
By STANLEY COBB, M.D., Boston. 


INTRODUCTION. 


Before discussing psychotherapy I consider it imperative to 
define two terms, “epilepsy” and “hysteria” because much con- 
fusion exists in the minds of clinicians about the relationship of 
these two disorders, and because I believe that there is no need 
for such confusion. Moreover, if any of the cases herein cited 
could be diagnosed as “hysteria,” this communication would lose 
its point. 

It is difficult to write a definition of epilepsy because it is not a 
disease entity ; it is a symptom of many cerebral diseases. If one 
tries to divide all cases into “essential” (“idiopathic,” “true”) and 
“symptomatic,” one is merely stating that in the former the etiology 
is unknown and in the latter it happens to be known. This is not 
classifying epilepsy ; it is classifying the knowledge of the classifier. 
At present it seems probable that there are two main groups: 

(1) Inherited cerebral dysrhythmia, where abnormal electro- 
encephalograms are found in the parents of the patients who show 
clinical fits. This may well be a disease entity, and after more is 
known about it, the term “true epilepsy” may well be reserved for 
this group. Certainly the clinical work of Schreck * suggested this, 
and the important discovery by Lennox and Gibbs ? of the familial 
occurrence of cerebral dysrhythmia, proves that the inherited dis- 
order is much more specific and more common than was formerly 
supposed. Three varieties of this disorder may be postulated, (a) 
dysrhythmia discovered only by electroencephalogram, the disorder 
never becoming clinically manifest, (b) dysrhythmia with clinical 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 

From the Department of Psychiatry, Massachusetts General Hospital, 
Boston, and the Department of Neuropathology, Harvard Medical School, 
Boston. 
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[his is understandable if one realizes that the cerebral disorder of 
epilepsy is almost always accompanied by a lowering of the sensory- 
motor threshold, so that in some patients simple stimuli, such as a 
loud noise, a bright light, constipation, phimosis or acute infection 
may precipitate seizures. The low threshold and the fears are 
phenomena associated with epilepsy ; they may be called the psycho- 
neurotic concomitants of a chronic disease, but they have nothing 
to do with hysteria. 


HISTORICAL. 


\Ithough much has been written on psychological methods in 
the treatment of epileptic patients,*:° most of the material pre- 
sented by the authors is difficult to evaluate accurately because 
not enough facts are given. It is said to be “well known” that 


anxiety, emotional stress 


and even simple sensory stimuli in 
excess ® can increase the number of seizures. Lennox and Gibbs ® 
have definite electroencephalographic evidence that increasing the 
use of the brain, as in mental arithmetic, decreases the number of 
abnormal waves. Therefore occupation in large institutions is used 
not only as a “pass time” but as therapy. 


OBSERVATIONS. 


During the past 20 years I have treated many persons suffering 
from fits. This material I have reviewed, and for the purpose of 
making an approximate evaluation of the use of psychotherapy I 
found it expedient to select 45 patients who were chosen because 
(1) they had been seen within the last three years, (2) they had 
been seen by me repeatedly and (3) they had received somewhat 
intensive therapy. These all are listed in three tables. All cases 
are listed that conform to these criteria. 

The patients who received psychotherapy show data on the tables 
under the heading, “TREATMENT, Psychological.” This is of four 
sorts 

(1) “Social, corrective” means that difficulties in the environ- 
ment were ameliorated ; often the mother was taught to show less 
apprehension and to be less obsessively solicitous about the patient’s 
symptoms. Irritating siblings were kept away. The whole atmos- 
phere of “invalidism’’ was combated in many ways. 
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(2) “Social, constructiv ndicates that the patients were 
actually put into new situations with the aim of improving mental 
hygiene. Some were take: t of the home and sent to appropriate 
schools (cases 3, 9, 19, 22) ; others were put at special work ; some 
were given small jobs in the | tal where they could have par- 
ticular supervision and | way from the old atmosphere of 
invalidism and defeat. The variet ial reconstruction was 
almost equal to the numbe: the personalities concerned. These 
two categories of treatment rded in montl ated f1 
the record. 

(3) Psychiatric “interviews a pet “7 \TMENT, Psycho- 
logical’”’ means that the patients di | their problems with me 
or one of my assistants roug] [his is 
recorded in number of 

(4) “Psychoanalysis” is used t regular Freudian pro- 
cedure by an analyst to whom the patient was refert [Che number 
of hours is estimated and record 

Under “TREATMENT, Drugs” there thi headings, 
Barb.” meaning phenobarbital ; ‘““Brom.,” b1 le; and “Dilant.,” 
dilantin. These are the three drugs that were mostly used and in 
the record of each patient on this table the signs “+, —, and o 
are used to mean that the drug was increased in amount, reduced 
in amount, or that it was not used at all, respectively ‘hus in 
case 12 there was an operation which was only moderately success- 
ful. Phenobarbital had been used for years bet eration ; 
it was increased after the operation, but when the seizures con- 
tinued in spite of it, I instituted social and psychological therapy 
and reduced the amount of the drug radically. It is obvious that 
the results were beneficial. This case was reported at length in 
1936.*° On the other hand, case 40 is an example where pheno: 
barbital improved the patient without any psychological treatment, 
and case 42 was taken off phenobarbital and put on neoprontosil 
with remarkably beneficial results, though the picture is confused 
by the use of psychiatric interviews along with reduction in the 
number of seizures. 

The column marked “Special” under “TREATMENT” is used to 
indicate when there were special procedures like operations, the use 
of neoprontosil as above, or the use of acidosis by the ketogenic 
diet. Case 21 is an example of marked improvement through the 


use of ketogenic diet with some improvement in home conditions. 


| 19 
1S 
sel 
in 

earl 
Wi 
th 
on 
L¢ 
p 
dl 
hic 
he 
Oo 
i€ 
a 
1 
il 
a 
a 
4) 
( 
l 
( 


ar. 


1940 | STANLEY COBB 1013 


Looking at Table I and comparing it with Tables II and III, it 
is obvious that in the last two columns the reduction in number of 
seizures (indicated by a minus sign in front of the number indicat- 
ing per cent of reduction), and the improvement in personality 
(indicated by plus signs) is much more marked in the patients on 
whom many months of social treatment and many hours of psycho- 
therapy are applied. As one would expect from the listing accord- 
ing to hours of treatment, five out of the first six patients were the 
ones who had psychoanalysis. Case 1 has only recently started 
analysis, so the improvement which has been marked for the last 
10 years is not due to the analytical work, but to the social work, 
psychological interviews and luminal that were begun in 1921. The 
dilantin has only been used recently and the amount of luminal 
has been reduced in recent years. This is an excellent example of 
how mixed these data are, but at any rate the result has been 
gratifying in that the patient has not had a convulsion for almost 
five years and now only suffers from myoclonia, which is much 
less than it used to be. The other four patients who have had 
analysis are of especial interest because three out of the four have 
had a marked reduction in the number of seizures and one has had 
a remarkable improvement in social adaptation (case 3). Cases 5 
and 6 have also improved in their economic efficiency. Case 3 is 
of especial interest because she inherited Friedreich’s disease of 
a mild form and had the convulsions that are sometimes associated 
therewith. There was extreme apprehension and an atmosphere 
of invalidism, continually surrounding her all through her youth 
until she was taken away from home at the age of 15 and put ina 
school where she immediately had many less seizures and improved 
in her outlook on life. After three years of school she went to a 
distant city and had two years of analysis. She returned home 
having at last shaken off the invalidism and with an ability to meet 
her own problems. She now only has a seizure about once in six 
months at the time of her menstruation. Dilantin has been used 
in the last six months. 

Case 5 is that of an English youth of 30 who had two convulsions 
as an infant, and no more until at college. Then he had four major 
convulsions each year for three years associated with athletics, late 
parties and alcohol. He occasionally had attacks of vertigo like 
his aura. During his last two years in college he went to a psychia- 
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trist for help, having about 20 interviews a year. These helped him 
to understand his difficult family situation, his extraordinary drive 
to be a success in athletics and the college world. All his forbears 
had 

college he had only two convulsions. Next year he entered a tech- 
nological school in America and began psychoanalysis which con- 


an aristocratic tradition of this sort. During his last year in 


tinued for 20 months. The attacks dropped in frequency to two 
per year and finally, since analysis he has had a period of three 
years with only two attacks. The analysis brought out facts con- 
cerning homosexuality which were closely connected with his drive 
for success at school and college. Each of the last attacks since 
analysis has been associated with a reversion to homosexual tempta- 
tion. The patient is perfectly convinced that he can avoid attacks 
by avoiding this adolescent form of sexuality. Throughout his 
illness he has been a good student, and since analysis he has been 
a steady worker. At times of stress during the year following 
analysis he took a small dose of phenobarbital at night. 

Case 6 is that of a man who had many confusion attacks associ- 
ated with an abnormal electroencephalogram and usually precipi- 
tated by emotional upsets. He had two years’ analysis during which 
time he was away froma hard home situation. He has now returned 
home, has about 40 per cent less spells, and his personality has 
injproved conspicuously, as is indicated by his ability to do 
effeceive work. 


Case “2,, which showed no improvement after analysis and has 


been steadif¥, deteriorating, is that of a woman of 48 with seizures 
of the automitic-locomotor and dream-state type. They are of 
unknown etiology, but they are frequent, sometimes every day, 
and the electroencephalogram shows almost continuous abnormal 
waves. All sorts of,drugs have been tried. She is a confirmed 
hypochondriac, is extremely stubborn and might be expected to be 
unsuccessful under any form of treatment. 

‘rom these cases it seems that the use of psychoanalysis in well 
selected patients is a desirable form of treatment. 

Case 2 is of interest because in a man of 50 who had become an 
absolute invalid through anxiety over his rare convulsions, the most 
remarkable improvement was made by intensive psychotherapy 
carried on by means of psychiatric interviews and by taking him 
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away from his work for a year and then ret 

job where he was really happy and felt of real use in the world 
The last half of Table I and the first half of Table II show a 

number of patients who had little drug therapy and a large amount 


of social and psychiatric treatment. On the whole the results in 
this group are very encouraging, only four (7, 15, 21, and 31) are 
complete failures. In order to feel any conviction, however, that 
the results were because cl al ot 
because of the drugs used ( which the use 
of drugs or of special treatments was a factor. After eliminating 
these, we have left patients « 2. 17, 16, 70; 20, 21, 22, 23, 24, 
25, and 26, in whom there was a decrease in the a1 t of drugs 


along with the use of psychological and social 1 s. It will 
be observed that most of thes« 


One of the best eXall)] les is case 8, a 25-yeal rirl, single, 
began to have petit mal in early childhood. With the onset of 
menstruation she began to have grand mal; each attack occurred 
at about the beginning or end of the menstruation, and the attacks 
were quite frequent. She had a complex and tense home situation 
and craved affection. Although | only « es ap 
peared at the time of menstruation, they usually occurred when 


sbe had been under some emotional stress and tl frequent 
minor “lapses.” Her grand and petit mal increased in frequency. 


She was interested in nothing but herself and was consumed with 


bitterness and self-pity. She was sent away from home to live in 
an apartment with a young psychiatrically own 
age who works in close harmony with the psychiatrist. She was 


given opportunities to do volunteer social work at which she has 


been successful. For the first time in her life she has a sense of 
being worth while. Under erate dilantin and pl barbital 
medication she has remained free of seizures for six months, and 
her petit mal rarely appears. 

Another eminently successful case is 12 who has been already 
mentioned and who was reported at a meeting of this association 
in 1933.1° Case 18 is a young woman who was li a rushing 
social and frivolous life with irregular hours a moderate 


amount of alcohol and many cigarettes. Luminal had been used 
with no avail. On moving away from home, and later marrying a 
steady and devoted young man, she | rkably in 
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point of view and has on! 
a boy with petit mal whi 
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LEGEND FOR TABLES I, II AND III. 


\s described in the text these tables give an abstract of the record of 46 
epileptic patients showing especially the kind and amount of treatment and 


inder “Resutts” showing an estimate of the effect of treatment. In these 
two columns under the heading “Seizures” is indicated an estimate of the per- 
centage of decrease (Dec.—) or of the increase (Inc.+) in the number of 


seizures. Under the heading “Personality” plus signs indicate roughly the 
mount of improvement in social adjustment and minus signs the amount 
of deterioration. 

The patients are arranged from 1 to 46 in accordance with the number of 
hours spent on each in psychological treatment. This is divided into “Social,” 
“Corrective,” (Cor.) or “Constructive” (Con.) as estimated in months. In 
the second two columns the number of hours spent in psychiatric interviews 
(Int’w) and the number of hours in psychoanalysis (Analy.) is indicated. 
The age of the patient and sex is given in the first column along with the 
number of the case. Clinical types are descriptive and are mostly well de- 
scribed in the literature. “Convulsions” (Conv.) means the motor outbursts 
often described as “grand mal.” “Lapses” are the brief losses of consciousness 


usually called 


“petit mal.” ‘‘Postural” means gross, slow movements of the 
trunk and limbs. “Automatic” is used to indicate the motor behavior during 
fugues and states of confusion. “Coordinated” means the type of motor 
activity described by Rosett that is seen in major seizures but is much more 
orderly and meaningful than the motor phenomena of the ordinary convul- 
sion. “Lapse with motor” means a petit mal in which besides the loss of 
consciousness there is some brief stereotyped muscular movement. 


DISCUSSION. 
Dr. ApotF Meyer (Baltimore, Md.).—It is a real pleasure to see a physi- 
cian put down a series of patients and try to analyze to some extent what 
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FURTHER EXPERIENCES WITH THE USE OF SODIUM 
DIPHENYL HYDANTOINATE?T IN THE TREAT- 
MENT OF CONVULSIVE DISORDERS.* 

By H. HOUSTON MERRITT, M.D., anp TRACY J. PUTNAM, M.D. 


Approximately one year ago we reported‘ on the results of the 
use of sodium diphenyl hydantoinate in the treatment of convulsive 
disorders in 144 ambulatory patients who had been under treatment 
for periods varying from 2 to 11 months. The period of observa- 
tion has been extended in these and an additional 123 cases have 
been added. We now wish to report the results on these 267 cases. 


CLINICAL RESULTS. 

In accordance with our original report, only those patients who 
had previously received other forms of therapy (mainly pheno- 
barbital) were accepted for treatment. 

The duration of treatment with sodium diphenyl hydantoinate 
in these 267 cases was as follows: 


Patients. 


Twelve to eighteen months...............06- 102 
Eighteen to twenty-two months.............. 21 
The ages of these patients varied between 2 and 68 years, di- 


vided into decades as follows: 


Per cent. 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, May 8-12, 1939. 

From the Department of Nervous and Mental Diseases, Harvard Medical 
School, and the Neurological Unit, Boston City Hospital. 

This study was aided by a grant from Parke, Davis & Co., of Detroit, Mich. 

+ Sodium diphenyl hydantoinate has been accepted by the Council on 
Pharmacy and Chemistry of the American Medical Association for inclu- 
sion in New and Non-Official Remedies under the name Dilantin Sodium. 
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The time which had elay res beg varied from 
less than one year to m n 40 rs. One hundred and sixty 
four of these patients were subject 1 nly one ty] f attack at 
the time this treatment w tar rand mal, 124; petit mal, 21; 
psychic equivalent or psycho-motor attacks, 19. The remaining 103 


patients suffered with 


Errect oF Sopium D 
SEIZURES IN 39 PATIE?D nt J CK VHo H 
BEEN TREATED FOR A P » | THAN Two M 
Completely relieved 2 24 62 
Greatly decreased . 23 
Moderately decreased { 15 
EFFECT OF SopIUM DIPH ‘ GrAND M ( 
SEIZURES IN 227 PA \ Ks WuHo H 
BEEN TREATED I ‘ »M 
Completely relieved . 60 
Greatly decreased { 
Moderately decreas 
2 
The results in this s¢ r o | with tl previously 
reported. Sodium dipheny dantoinat st effective in con 
trolling “psychic equivalent” attacks, next most effective in pre- 
venting “grand mal” attacks, and least effective in the “petit mal” 
attacks, as shown in Tables I, 
We have not as yet seen evidences of any tendency of the thera- 


peutic effectiveness becoming less with prolonged administration 
1 


of the drug. It is true that some of the patients who were classified 
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in our previous report as “completely relieved” of their attacks have 
been placed, on account of the subsequent occurrence of rare at- 
tacks, in the group with those in whom the attacks were classified 
as ‘“‘greatly decreased” in frequency. On the other hand, equally 
as many have been transferred from the “greatly decreased” to the 
“completely controlled” group. It is too early as yet, however, to 
lraw any conclusions in regard to the possible development of 
tolerance to the therapeutic action of the drug, since none of our 
patients have been under treatment longer than two years. 
TABLE 3. 
EFFECT OF SODIUM DIPHENYL HYDANTOINATE ON PETIT MAL CONVULSIVE 


SEIZURES IN 104 PATIENTS WITH FREQUENT AtTTAcKs WuHo HaAvE 
BreEN TREATED FOR A PERIOD GREATER THAN Two MONTHS. 


Petit mal 
associated 
Petit mal. with 
alone. grand mal. Total Per cent. 
Completely relieved ...... 6 34 40 30 
Greatly decreased .. “A 17 21 20 
Moderately decreased . I 20 21 20 
NO 10 12 22 21 
lot 21 83 104 100 
DOSAGE. 


The therapeutic dose of sodium diphenyl hydantoinate varied 
from 0.2 to 0.6 gram daily for adults and 0.2 to 0.5 gram daily for 
children. The usual procedure was to start adults with 0.3 gram 
daily, given in dosage of 0.1 gram with each meal, continuing the 
previous medication also. After four or five days, the dosage of 
the previous medication was gradually reduced so that its adminis- 
tration was stopped after an additional four or five days. This was 
found necessary since the sudden withdrawal of the previous medi- 
cation occasionally resulted in the precipitation of several or many 
convulsive seizures before a reservoir of sodium diphenyl hy- 
dantoinate was established. The original dose of 0.3. gram of 
sodium diphenyl hydantoinate was increased after a sufficient in- 
terval had elapsed to determine that this dose was ineffective. In 
a large number of cases, the frequency or severity of the attacks 
was only slightly changed or not affected at all by a dose of 0.3 
gram daily, but the addition of an extra 0.1 or 0.2 gram produced 
complete relief of attacks. 
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children in an epileptic school are similar to those reported from 
tate hospital patients in general,*: * presumably due to diet low in 


stat 
vitamins. 

Symptoms of toxic effects of the hemapoietic system or the kid- 
neys have not as yet been noted by us. One patient, previously re- 
1‘ had ecchymotic lesions on the buttocks, symptomatic of 
thrombocytopenic purpura. The lesion cleared although the 

n of the drug was continued. 


SUMMARY. 


7 of 267 patients previously refractory to other forms of 
erapy, sodium diphenyl hydantoinate has been found to be an ef- 
fective, non-sedative and relatively non-toxic means of controlling 
or reducing convulsive seizures over periods varying from two 
months to two years. A more prolonged study on a larger series of 
cases 1s necessary to establish its place in the treatment of patients 


with convulsive seizures. 
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A COMPARATIVE STUDY OF THE EFFECTIVENESS 
OF DILANTIN SODIUM AND PHENOBARBITAL 
IN A GROUP OF EPILEPTICS.* 


By J. WEINBERG, M.D., ann H. H. GOLDSTEIN, M.D., 
Chicago, Illinois. 


Merritt and Putnam? in their search for anti-convulsant drugs, 
have, in a series of experiments, demonstrated the effectiveness of 
sodium phenyl hydantoinate in raising the convulsive threshold in 
normal cats. Further experimental evidence of the anti-convulsant 
properties in human subjects has likewise been demonstrated by 
the authors ? in an article which is to be published in the Archives 
of Neurology and Psychiatry. Following the experimental demon- 
stration of the anti-convulsant nature of dilantin sodium, the 
obvious application of the drug to treatment of epilepsy was 
undertaken by Merritt and Putnam.’ According to their figures, 
they were able to completely control the seizures in 58 per cent of 
their cases who had failed to respond to any other type of therapy, 
viz.: phenobarbital, bromides, ketogenic diet, etc. Blair, Baily 
and McGregor * have compared clinically, the anti-convulsant prop- 
erties of sodium diphenyl hydantoinate with those of luminal, 
prominal, bromides and chlorides. Kimball® reports complete 
amelioration of symptoms in 62.7 per cent of his 129 cases and 
definite improvement in 14.7 per cent. 

The authors undertook to study clinically, the anti-convulsant 
properties of dilantin as compared to phenobarbital in a group of 
epileptic patients. Due to the relatively small number of patients 
suffering from convulsive disorders in the institution, the study 
was necessarily limited to a small group. 


METHOp OF STUDY. 


Fifteen cases of idiopathic epilepsy were selected at random. 
Their age varied from 21 years to 50 years and the duration of 
their illness varied from 6 years to 38 years. Five or 33.3 per cent 


* From the Chicago State Hospital, Dr. Edward F. Dombrowski, M. O. 
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and one patient or 6.6 per c is somewhat wot he whole, 
all patients showed improvement in affect and a1 re interest 
special occupational and 1 rganized for them 
may have had something to do with the changes in tl rritable 
epileptic personalities. 

An evaluation of the nu nvu ul ull patient 
was made by dividing the total numl rand mal seizures dur 
ing a period of one mont the num patiet died. Petit 
mal seizures were not studied because it was f eliabl 
index to the number of petit mal seizures was not | le. Using 
this method of evaluatio: rritable reactivit the patients 
studied, enabled us to tabulat terms of 
the number of seizures per patient month. Or 

Type of 
medication 
No medication ........... 2 
Phenobarbital grain 14 per « { 
Ideal phenobarbital ......... { 3 
Dilantin sodium ....... 
the average number of seizures per patient, pet nth, was 10.26 
per cent. On phenobarbital, grain 14, the number y r seizures 
per patient, per month. On ideal phenobarbital, the 1 er fell to 
three and on dilantin sodium, to 1.56 per cent 
per month. 
[CAT 
Of the complications that have arisen, the most frequent ones 


were a hyperplasia cf the gums and psychogenic phenomena. Com- 
plications were not confined to the first 10 days of transition as re- 


ported by Merritt and Putnam.* Rather, as Blair, Bailey and 
McGregor * have reported some of the complications, especially 


those of psychogenic origin have arisen from three to six weeks 
following therapy. Hyperplasia of the gums occurred in five or 
33.3 per cent of the patients. Kimball ° observed that 57 per cent 
of the patients who used the drug two months or more, showed 
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some definite hyperplasia of the gums; which he believed was cor- 
related with vitamin C deficiency. In consequence vitamin C was 
used in conjunction with dilantin sodium therapy by Merritt and 
Putnam and also by Robinson as reported by them at the last 
American Psychiatric Association meeting at Chicago. 

Psychogenic phenomena were noted in two patients who went 
through a frank psychotic episode with acute hallucinatory experi- 
ences, delusional trends, disorientation, etc., a schizophrenic type 
of reaction which failed to clear even upon withdrawal of the drug. 
However, all our patients were psychotic upon admission to the 
institution but the two patients mentioned, seemed to be clear of 
any psychotic symptomatology before treatment was begun. Five 
other epileptics developed somatic complaints of no organic origin 
which increased in number as the seizures decreased. 

Of the neurological manifestations attesting the toxicity of the 
drug against which Schlesinger * felt constrained to sound a word 
of warning, tremors, myoclonic twitchings and ataxia occurred 
in two patients. The ataxia was severe enough to cause patients 
to fall while the tremors were of such nature that they actually 
interfered with eating and work. None of the patients developed 
skin reactions. Most of these overt symptoms except those of 
psychotic nature, either disappeared after a number of days or 
were easily controlled by decreasing the dosage or removing the 
drug entirely. 


CONCLUSION. 


1. A comparative study of the effectiveness of phenobarbital and 
dilantin-sodium on a group of chronic epileptics whose average 
duration of illness has been 15.6 years was undertaken. While 
phenobarbital has proven beneficial in most cases, the best results 
were obtained by using dilantin-sodium, as on the latter drug 
40 per cent showed a complete cessation of seizures for a period of 
three to six months and 13.3 per cent showed a marked diminution 
in the number of convulsive responses, or a total of 53.3 per cent of 
improvement. 

2. Complications ranging from slight myoclonic tremors to 
frank psychotic episodes occurred. However, most of them cleared 
upon withdrawal of the drug or diminution of the dosage. 
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3. In the treatment of e] tics, 1 theray f choice varies 
with the individual. In our series | lilantit lium has 
been the medication of choi lespit ts complications and has 
proven its worth as a valuabl t in the treat pileptics. 
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\ FOLLOW-UP STUDY OF NON-LUETIC PSYCHOTIC 
PATIENTS WITH ABNORMALITIES IN 
THE SPINAL FLUID.* 
By PHILIP SOLOMON, M.D., ROBERT S. SCHWAB, M.D. 
LEO MALETZ, M.D., 


Boston, Mass. 
INTRODUCTION. 


[his investigation was prompted by the not infrequent occur- 
rence in mental hospitals of patients who have abnormalities in 
their spinal fluid not explainable on the basis of lues. In a few 
of these patients, brain tumor, brain abscess, multiple sclerosis or 
other organic disease of the central nervous system can be diag- 
nosed. In others, the spinal fluid abnormalities are attributed to 
an associated alcoholism, drug intoxication, trauma or arterio- 
sclerosis. A number of cases remain in which no explanation can 
be found for the spinal fluid findings. Such cases are usually dis- 
charged with the diagnosis of “Undiagnosed Psychosis,” or ‘‘Psy- 
chosis with other brain or nervous disease, type undetermined.” 
In some, diagnoses such as “dementia precox,” “manic-depressive 
psychosis,” “‘involutional melancholia,” and “‘paranoid state’ are 
made in spite of the spinal fluid abnormalities. 

It is well known that in a number of neurological diseases, such 
as brain tumor, multiple sclerosis, subdural hematoma, combined 
system disease and cord tumor, abnormalities in the spinal fluid 
may sometimes appear long before there are any outstanding signs 
or symptoms on which a clinical diagnosis can be based. In such 
cases only time and repeated examinations or autopsy can finally 
clarify the situation. In several of the above diseases, mental 
symptoms are of frequent occurrence. It is therefore to be ex- 
pected that occasionally mental symptoms may be the first mani- 
festation of a neurological disease in patients in whom there may 
be no other clinical evidence of an organic process except for ab- 
normalities in the spinal fluid. A follow-up study of such cases 


* From the Harvard Medical School and the Boston Psychopathic Hospital. 
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seemed to us to be logicall with a view to determining 


the progress of any orga ease that may have been present 


A study of the files in the nal fluid laboratory at the Boston 
Psychopathic Hospital revealed that between the years 1924 and 
1930 there were 368 patient lmitted in w t pinal fluid 
examination showed abno1 not explainabl basis of 
lues. During this same period there were appr tely 12,000 
psychotic patients admitt to the hospital. For 1 purposes 
of this study the following criteria were selected arbitrarily as the 
upper limits of normality: 1 1K tes per cubi illimeter, 59 
milligrams of protein pet timeters, a gold sol curve 
containing 3's. These c1 
is usually accepted in cl 

Of these 308 pati nts it beet e t btain tollow-up 
data on 165. Most of these data were obtained through the kind 
cooperation of the staffs of other state hospitals in the Massachu 
setts State Hospital syst is int t t that a form 
letter sent to 204 patients were di irged | from the 
hospital elicited only six Forty patient re examined 
by one of us 1n the f 
ined for check-up in 26 ] he average jx 
was 34 months. 


It has been possible t ts ot om tollow-uy 
data were obtained into fou ips, as follows 

Group I—This group consisted of patients in whom good rea- 
son was found to conclude that the so-called abnormal finding in 
the spinal fluid was due to an error in technique. Laboratory errors 
may occur in the spinal fluid examination as elsewhere. In six, 
or 4 per cent, of the cases in whom follow-up data were obtained, 
an early repetition of the lumbar puncture demonstrated that the 
abnormal finding was probably due to a technical error, or to con- 
taminating blood. 

Group I].—This group was made up of patients in whom an 


abnormal neurologic or metabolic state was suspected at the time 
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of the first lumbar puncture, and subsequent follow-up was able 
to establish this state as of probable etiological importance in the 
abnormal spinal fluid findings. Seventy of the patients, or 42 per 
cent of the total number followed, were placed in this group. The 
conditions suspected and number of patients to each were: cerebral 
vascular disease, 21; severe alcoholism, 21; other drug intoxica- 
tion (bromide, luminal, veronal), seven; encephalitis, four; brain 
trauma, three; brain tumor, two; multiple sclerosis, two; pellagra, 
one; Huntington’s chorea, one; undiagnosed disease of the cen- 
tral nervous system, seven. It is known that the above conditions 
may or may not be associated with abnormalities in the spinal 
fluid. The follow-up study was of value in this group because in 
some instances the diagnosis was at first not clear, while in others 

was possible that the diagnosis made was not the true cause for 
the abnormalities in the spinal fluid. Through the subsequent clini- 
cal course of the disease, through repeated spinal fluid examina- 
tions, and in five cases, through autopsy findings, we were able 
to make the diagnoses given above more certain as the cause of 
the abnormalities in the spinal fluid. 

Group I1I].—This group included those patients in whom or- 
disease was discovered in the follow-up study, though at 
the time of the first spinal fluid examination such disease passed 
unrecognized. These cases are, of course, of greatest interest. 
Ninetzen patients, or 12 per cent of the total number followed, 
were placed in this group. The diagnoses and number of patients 
to each were: cerebral vascular disease, six; brain tumor, three; 
alcoholism, three; myxedema, two; encephalitis, one; multiple 
sclerosis, one ; intracranial tuberculoma, one; Pott’s disease of the 
spine, one ; undiagnosed disease of the central nervous system, one. 
These diagnoses were made in the same manner as were those in 
Group II. Four cases came to autopsy. 


1] 
Group iv. il 


lis group contained those patients in whom the 
spinal fluid abnormalities remained unexplained. Seventy patients, 
or 42 per cent of the total number followed, were placed in this 
group. One case in which an autopsy revealed no disease of the 


central nervous system is included in this group. 
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The fact that errors Lu irious abnor- 
mal results in spinal flu tions makes it necessary that 
repeated examination of | fluid be done whenever abnor 
mal findings are not rea ent s 
clinical picture. Had su t <aminations been done in all 
our cases it is likely that ( ler 
and Group I much lars robabl most important 
sources of error is the « inatio1 pinal fl 1 | bloo 
the so-called “bloody tap.’ . method for obtaining reliable spinal 
fluid data in spite of conta ting blood has been given by one 


of us elsewhere.! 


If we combine Grout 


dition that was most p1 nent in producing abnormalities th 
spinal fluid in the total grot ; cerebral vascular dis« hi 
was diagnosed in th¢ pel 
cent of the patients ver 
eventually explained. In ; 8 per cent ¢ ents 
the diagnosis was susp¢ 
amination was made. It that s t] 
unrecognized for a tin i1 
“silent areas,” and yet may near enough to the cet ven 
tricles to produce chang \\ the 
psychosis in these cases | lainable on similar grounds 
is open to conjecture. these 
patients, in all but four ca was “ps sis witl terio- 
sclerosis,” or “psychosis with other brain or cent ystem 
disease, type undetermined r “undiagt | iosis.” In the 
remaining four cases the diagnosis w inic 
depressive, manic,” “manic-dej ive, depres nd “involu 
tional melancholia,”’ res} 

The second most com n whi be re- 
sponsible for the spinal fh ibnormalities in Groups II and I] 
was alcoholism. Twenty per cent of 1 patients in 
these groups were chr lcoholics sufferit rot me type 
of alcoholic psychosis the variou hronic alco- 
holism may be associated with abnormalities in t nal fluid 
has been recognized.* ‘Thi nosis tl on these 
patients in all but six eit riut mens,” “psy 
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chosis with chronic alcoholism,” ‘alcoholic hallucinosis,” or “Korsa- 
kow’s psychosis.” In the remaining six cases the diagnosis was 
“undiagnosed psychosis” in three, “paranoid condition,” “de- 
mentia precox,”’ and “psychosis with other brain or central ner- 
vous system disease, type undetermined” respectively. In three 
of these cases alcoholism was recognized but was not considered of 
importance in the diagnosis. In the other three alcoholism was 
not recognized, but was detected in the follow-up study. 

The association of spinal fluid abnormalities in seven of our 
cases with drug intoxication brings up an important practical 
point. Since the psychosis in some instances may also be related 
to drugs, it seems worth while in all psychotic patients where 
spinal fluid abnormalities are not readily explainable, to conduct a 
special investigation into the possibility of drug ingestion. 

Myxedema, which was diagnosed in two of our cases during 
the follow-up study, should always be considered when a high 
spinal fluid protein value occurs unexpectedly. Whether the psy- 
chosis in our two cases was etiologically connected with the myxe- 
dema is questionable. In one case, diagnosed “involutional melan- 
iolia,”” the myxedematous condition was discovered later in 
another state hospital and thyroid medication was begun. The 
patient improved from a psychiatric standpoint, but succumbed 
of cardiac decompensation. An autopsy corroborated the diag- 
nosis. The other case was detected during this follow-up study, 
and is still under investigation. The diagnosis first made in this 
case was “dementia precox, paranoid.” 

The remaining conditions which were diagnosed in Groups II 
and II] are known to be frequently associated with spinal fluid 
abnormalities. These were encephalitis, brain tumor, brain trauma, 
multiple sclerosis, pellagra, Huntington’s chorea, intracranial tuber- 
culoma, and Pott’s disease of the spine. In most of these cases 
the diagnosis on discharge from the Boston Psychopathic Hospi- 
tal was such as to take into account an organic process in the cen- 
tral nervous system. The following, however, were exceptions: 
one patient with post-encephalitic Parkinsonism was diagnosed 
“dementia pracox”’; one patient with a brain tumor was diagnosed 
“manic-depressive, depressed”; one patient with encephalitis was 
diagnosed “psychosis with mental deficiency”; the patient with 
the intracranial tuberculoma (which later caused a fatal tubercu- 
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lous meningitis) was diag “psy witl c 
sonality.” One may wis! it i 
view of the definitely abnormal nal fluid the al tional 
diagnoses should not have been mad However, Group I\ 
such diagnoses were made in 64 ] tl llow-uy 
study revealed no evidenc rganic dis 

The fact that the abnormal nal still 
remained unexplained after the follow-uy uzzling 
The later diagnoses made on 1 $s give us | hirty- 
five were diagnosed scl ret venteen epressive 
seven paranoid, seven ps} sis with mental det wo 11 
volutional melancholia, one psychosis with psy thic  per- 
sonality, one psychoneurosis. As mentioned previously it prob- 
able that some of the abnormal spinal fluid data cases 
were due to laboratory errors. Some may have beet e to tran- 
sient disease of the central nervous system whicl little sign 
such as brain injury, subarachnoid hemorrhage, ll “silent 
vascular thrombosis. Sot gnized 
drug intoxication or myx: a. It is 
few may yet show signs neurological diseas¢ low-up 
study is carried out for a longer period. How t truc 
answer to most of these pi ms doubt 

Perhaps the most significant result of this the fact that 
a follow-up study of these patients was able to expl ie abnor- 
mal spinal fluid findings in over half the cases. ( sly, the 
moral to be derived is that abnormal spinal fluid fit in non- 
luetic psychotic patients are not to be 1 th if there 
is no apparent explanation at hand at the moment. A further 


search is indicated, including a careful investigatti 


possibility of drug intoxication or alcoholism; tl 
should be re-examined, if the protein is high a ba 
should be done, x-rays of the skull should b 
possibility of brain tumor should always be kept 
should be under observation until either the spina 
are explained or it becomes reaso! ably certain that 1 


disease is present. An abnormal gold sol curve should 


to the 
il fluid 
metabolism 


nind. Patients 


fluid findings 


neurological 


be treated 


with especial respect. In the ten cases which we followed where an 


abnormal gold sol was the only abnormal spinal fluid finding, eight 


turned out to have organic central nervous system d 
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SUM MARY. 


\ follow-up study was made at the Boston Psychopathic Hospi- 
tal of 165 non-luetic psychotic patients in whom the spinal fluid 
contained abnormalities. The patients were followed for an aver- 
age period of three years. (1) In six, or 4 per cent, the abnormal 
findings were traced to errors in technique (laboratory error, or 
“bloody tap”). (2) In 70, or 42 per cent, confirmation was ob- 


tained for neurologic ¢ 


r metabolic conditions which were suspected 
at the time of the lumbar puncture as being responsible for the 
spinal fluid abnormalities. These conditions were: cerebral vascu- 
lar disease, alcoholism, drug intoxication, encephalitis, brain trauma, 
brain tumor, multiple sclerosis, pellagra, and Huntington’s chorea. 
(3) In 19, or 12 per cent, organic diseases were discovered in 
the follow-up study though at the time of the first spinal fluid 
examination, these diseases were not recognized. They were: 
cerebral vascular disease, brain tumor, alcoholism, myxedema, en- 
cephalitis, multiple sclerosis, intracranial tuberculoma, and Pott’s 


disease of the spine. (4) In 70, or 42 per cent, the abnormal spinal 
rs still remained unexplained. Thirty-five of these 


patients were schizophrenic, 17 manic-depressive. 


CONCLUSION. 


Abnormal spinal fluid data in non-luetic psychotic patients 
should be regarded as highly significant even if no ready explana- 
tion is at hand. Every effort should be made through further ex- 
aminations and prolonged observation to determine the cause for 
the spinal fluid abnormalities. Neurologic or metabolic disease 
may thus be discovered which will account not only for the spinal 
fluid abnormalities, but for the psychosis as well. 
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DEMENTIA PARALYTICA ACCOMPANIED BY MANIC- 
DEPRESSIVE AND SCHIZOPHRENIC PSYCHOSES.* 


Tue SIGNIFICANCE OF THEIR CO-EXISTENCE. 
By D. ROTHSCHILD, M.D., Foxsoroucu, Mass. 


It is well known that patients with dementia paralytica often 
present features which bear a resemblance to symptoms typically 
observed in manic-depressive and schizophrenic disorders. While 
these features are usually attributed to previous personality traits, 
they are considered part of the neurosyphilitic illness; the whole 
clinical picture is generally regarded as an organic psychosis in 
which the symptomatology has been conditioned or colored by 
personal factors. In some instances, however, the resemblance is 
striking enough to suggest the possibility that a true manic-depres- 
sive or schizophrenic psychosis is present. Cases of this type have 
received little attention in the American literature’ but have been 
discussed frequently by European writers.” * Interest has been 
directed chiefly to cases which schizophrenic features, and diver- 
gent interpretations of the observations have been advanced. 

Schube! has claimed that in most cases of general paresis two 
conditions exist side by side, namely, cerebral syphilis plus a second 
mental disorder which is precipitated by the neurosyphilitic process. 
ven though one may object to the wholesale application of this 
idea to such a large group, the conception may still be valid for 
certain cases and therefore deserves careful consideration. If it 
can be shown that dementia paralytica is sometimes accompanied 
by an affective or schizophrenic psychosis and that their occurrence 
together is not accidental, implications arise which are of interest 
not only for the neurosyphilitic disease for also for the associated 
conditions. 

This problem was recently brought into sharp focus by a case 
of dementia paralytica in which a chronic hypomanic picture de- 


* From the Foxborough State Hospital. 
Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Ill, May 8-12, 1930. 
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Laboratory Observations—The Wassermann reactions of the blood and 
spinal fluid were positive. The spinal fluid contained 4 cells per cubic milli- 
meter, and there was a pronounced increase of albumin and globulin. The 
colloidal gold curve was 5555555410. The urine contained sugar, and the 
blood sugar was 160 mg. per 100 cubic centimeters. 

Course—The patient became more restless and excited. She was noisy 
and obscene in her speech. At times she displayed a confused or delirium- 
like state, reacting actively to hallucinations of a religious and sexual nature. 
Malarial therapy was begun on November 5, 1928, and was discontinued 
after nine chills had occurred. On December 18, 1928, the spinal fluid changes 
were similar to those noted at the first examination. Following malarial 
therapy the patient improved considerably. The hallucinations disappeared 
and she no longer exhibited any impairment of memory. She became less 
restless and excited, presenting a picture which conformed to that of a 
hypomanic state. She displayed mild overactivity, distractibility, grandiose 
tendencies and mild elation, with occasional periods of irritability. She 
claimed that she could compose music and talk many languages. She dressed 
gaudily. Occasionally she expressed the idea that she was related to certain 
well-known persons and she spoke of opening a hospital in Florida. She 
was alert and well oriented. On February 15, 1929, she had five generalized 
convulsions, after which she was restless and confused for several days. 
\part from this, she continued to present a hypomanic picture which persisted, 
with occasional fluctuations in the severity of the symptoms, throughout the 
rest of her stay in the hospital. On February 26, 1929, the Wassermann 
reactions of the blood and spinal fluid were still positive, and the colloidal 
gold curve was 0112331000. In June, 1929, the Wassermann reactions of 
the blood and spinal fluid were negative. The spinal fluid showed 2 cells per 
cubic millimeter, and a slight increase of globulin. The colloidal gold 
curve was 0112200000. Examination of the blood and spinal fluid six 
months lz 
of which 


iter disclosed similar results, and subsequent examinations, several 

were performed, revealed normal findings in the spinal fluid 
except for a total protein which ranged from 35 to 70 mg. per 100 cubic 
centimeters. The patient received 12 injections of bismuth during 1929 and 
15 of tryparsamide during 1932. At first, her diabetic condition was con- 
trolled by dietary measures, but she stole food from other patients with 
such regularity that insulin therapy was finally administered. However, 
her general physical condition remained good until January, 1937, when she 
developed acute coryza. Within a few days signs of pneumonia were noted, 
and death occurred two days later, on January 17, 1937. 

Gross Pathological Observations—Necropsy was performed six hours 
after death. The right lung showed extensive lobar pneumonia, and there 
were areas of beginning consolidation in the lower lobe of the left lung. 
The heart muscle was flabby. Coronary sclerosis of moderate severity 
and slight aortic sclerosis were observed. The liver exhibited fatty changes 
and the spleen was congested. The pancreas appeared somewhat atrophic. 
The brain weighed 1225 gm. Faint opacity of the pia-arachnoid was noted 
in the frontal and precentral regions. The frontal convolutions seemed 
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At this point, the question arises whether there was any causal 
relation between the two conditions. A predisposition to manic- 
depressive psychosis may well be postulated in view of the patient’s 
physical make-up, which was of a distinct pyknic type, and her 
cyclothymic temperament. Nevertheless, the patient was able to 
make a successful adjustment during almost 60 years of a life 
beset by a variety of difficult situations, and the manic-depressive 
illness did not appear until an active neurosyphilis process had set 
in. However, one might still argue that the two conditions occurred 
together purely by chance. This idea can scarcely be maintained 
if it can be demonstrated that dementia paralytica is accompanied 
by other psychoses with considerable frequency. The following 
cases may throw light on the whole problem. 

CasE 2.—F. D., a married man, aged 54, was admitted to the Fox- 
borough State Hospital on March 7, 1932. The patient’s mother died of 
senile dementia at the age of 82. The patient was described as a good mixer, 
capable and energetic, jovial, boisterous and excitable, subject to brief blue 
spells and intemperate in the use of alcholic drinks. His excitable traits 
led to considerable discord with his wife. On November 30, 1928, he was 
taken to the Boston Psychopathic Hospital because he had been irritable, rest- 
less and sleepless for six weeks. He had been drinking excessively, spending 
money extravagantly, and carrying on an affair with a morally degenerate 
woman, Exami on showed that the patient was garrulous, noisy, bluster- 


ing, facetious and euphoric. He was well oriented and his memory was not 
grossly impaired. His judgment was poor but he had partial insight. The 


Wassermann reactions of the blood and spinal fluid were positive. The 


1 
| 


spinal fluid contained 88 lymphocytic cells per cubic millimeter. The total 
protein was 48 mg. per 100 cubic centimeters and the colloidal gold curve 
4432110000. A diagnosis of general paresis was made. 

On December 11, 1928, the patient was given malarial therapy, which 
was terminated after 12 chills had occurred. Within a few weeks marked 
improvement was noted, and he was allowed to leave the hospital on 
February 7, 1929. Thereafter, he was given weekly injections of tryparsa- 
mide in the out-patient department. He was able to return to his previous 
occupation. Examination of the spinal fluid on June 3, 1929, disclosed a 
positive Wassermann reaction, 2 cells per cubic millimeter, a total protein 
of 38 mg. per 100 cubic centimeters and a colloidal gold curve of 4311000000. 
The patient remained in good condition until November, 1930, when he 
became overactive, irritable, and euphoric. He was therefore re-admitted to 
the Boston Psychopathic Hospital on November 25, 1930. At this time, 
the Wassermann reactions of the blood and spinal fluid were positive. The 
spinal fluid contained 4 cells per cubic millimeter. The total protein was 
36 mg. per 100 cubic centimeters and the colloidal gold curve 1111000000. 
The patient was transferred to the Westborough State Hospital on Decem- 
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lectual disturbances or physical deterioration which one would 
expect to encounter in a prolonged paretic psychosis. These ob- 
servations point to the conclusion that the early and intensive 
treatment was successful in healing the neurosyphilitic process and 
hat the recurring psychotic outbreaks were expressions of a gen- 
uine manic-depressive psychosis. The first attack was associated 
with active neurosyphilis, but the later ones were apparently inde- 
pendent of any organic cerebral disease. It is possible that the 
patient was left with an increased vulnerability to further out- 
breaks. In any event, his pronounced cyclothymic temperament 
and outspoken pyknic make-up pointed to a strong predisposition 
to manic-depressive psychosis. At the same time, it should not be 


forgotten that he was able to adjust well until signs of a neuro- 
Sj philitic illness de veloped. 
lhe psychotic pictures that finally emerged in the foregoing 


cases could be recognized as clear-cut affective conditions because 


hey were not obscured by the associated neurosyphilitic disorder, 
which was treated successfully. However, it is sometimes possible, 
even when the paretic process remains active, to detect features 
which suggest that the organic psychosis is accompanied by another 
mental disorder. The following case may be given as an example. 


Case 3.—J. F., a man, aged 34, was admitted to the Foxborough State 
Hospital on June 3, 1929. The father died of unknown causes when the 
patient, an only child, was an infant. After graduating from grammar 

hool, the patient helped support his mother, to whom he was closely at- 
iched. Later he worked as a salesman, earning as much as one hundred 
dollars a week. He was described as an energetic worker, a good mixer, 
erious, sensitive, and inclined to worry. He contracted syphilis when he was 
17 years old and received an unknown amount of treatment. Five years 
ago he married a woman who have been divorced a year previously. They 
lived with the patient’s mother, who quarreled with her daughter-in-law 

such an extent that the latter soon returned to her own family. [Tour 
years ago, his mother died of kidney and heart disease. A few weeks prior 
to admission, the patient began to worry because he had been doing poorly 
in business for some time. He had spells of weeping. Finally, he refused 
to eat, stating that he had no money to pay for food and that he wanted 
to die. He was admitted to a hospital for mental diseases, where he was 
found to be depressed, agitated, hopeless, and despairing. The Wassermann 
reaction of the blood was positive, but he was discharged before a lumbar 
puncture could be performed. A diagnosis of manic-depressive psychosis, 
depressed type, was made. The patient was taken to another hospital and 
was soon transferred to the Foxborough State Hospital. 
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Schizophrenic psychoses may also be associated with dementia 
paralytica. However, a clear-cut demonstration of their presence 
is beset with obstacles which were not encountered in the fore- 
going group. Owing to the nature of the symptomatology in manic- 
depressive psychoses, it was possible to show plainly in the first 
two cases that mental symptoms of the type one would expect to 
find in an organic condition were no longer to be observed. But 
schizophrenic disorders may lead to states of partial or complete 
inaccessibility in which it is difficult to determine whether symp- 
toms pointing to a stationary or even an active organic process 
still play a role. Under such circumstances it may be argued that 
he psychosis is a neurosyphilitic one with merely a strong schizo- 
phrenic coloring. In spite of these difficulties, a careful considera- 
tion of the clinical picture and course of the illness indicates that 
this argument cannot be accepted in certain cases. The following 
cases may serve as illustrations: 


tT 


Case 4.—G. B., a man, aged 40, was admitted to the Foxborough State 
Hospital on April 8, 1923. The family history was negative for mental 
diseases with the exception that the father had a “nervous breakdown” in 
elderly life.* The patient had been married three times. Death of the first 
wife was attributed to childbirth and that of the second to tuberculosis. 
There were three children who had died of unknown causes. One child 
resulting from the third marriage was well. The patient was described as 
sociable but quick-tempered, stubborn and argumentative. His irritable 
temperament led to considerable marital discord. He worked regularly as 

weaver. The present illness began gradually six months ago. He com- 
plained of exhaustion and seemed dull. At times he behaved in a peculiar 
manner. Two weeks before admission he stopped working. He became 
fearful and restless. He complained of pain in various parts of his body. 
He grew irritable and talked in a rambling manner. Finally, he started 
several fires by carelessly dropping lighted matches, and he began wandering 
aimlessly about the neighborhood. 

Examination—The patient was very overactive, overtalkative and noisy. 
He was emotionally unstable, his mood varying from elation to marked 
irritability and transient depression. His speech was incoherent and he oc- 
casionally expressed grandiose ideas of an absurd nature. He was disoriented, 
his memory was impaired and his judgment was defective. His speech showed 
dysarthria. The pupils did not react to light. The Wassermann reactions 
of the blood and spinal fluid were positive. The spinal fluid contained 65 
cells per cubic millimeter; albumin and globulin were increased and the 
colloidal gold curve was 4445554000. 


* It was discovered later that three paternal cousins have had schizophrenic 
psychoses. 
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1 the ward, and his general physical condition has been good. 
\s to the spinal fluid, the Wassermann reaction remained positive till 1935, 
ut since 1928 all other tests have yielded normal results with the exception 
that a slight increase of total protein was noted in 1931. The Wassermann 
t the blood was doubtful in 1931 and negative in the succeeding 
years; the Hinton test was positive in 1935, becoming negative in 1938. 


Case 5.—B. K., a woman, aged 29, was admitted to the Foxborough State 
Hospital on March 22, 1932. The mother has been a patient in this hospital 


ince 1916, the diagnosis in her case being dementia przcox, catatonic type. 
here was one sister who was well. The patient graduated from grammar 
school and received training in a business college. She worked as ste- 
nographer for two years, until her marriage at the age of 18. She had three 
iildren who were well. She was described as even-tempered and undemon- 
strative; she was an over-conscientious housekeeper with no outside inter- 
ests. Her marital life was marked by considerable discord, and it was 
thought that her husband had been going with other women during the past 
\t the age of 17, the patient was assaulted sexually and she con- 
tracted syphilis, for which she received Io injections of arsphenamine and 
16 of mercury. She was well until three months ago, when she had a 
convulsive seizure. She became forgetful and at times acted in a peculiar 
manner. Shortly before admission she became confused and restléss, neglect- 
ing her household duties. Finally, she attacked one of her children, and 
was therefore taken to the Boston Psychopathic Hospital on March 8, 1932. 
She was disoriented, her memory was impaired, and the serologic reactions 
were typical of neurosyphilis. A diagnosis of general paresis was made, 
and the patient was transferred to this hospital. 

Examination.—The patient was irritable, evasive and somewhat suspicious. 
She seemed mildly depressed or apathetic. She was partially disoriented 
and her memory was defective. Her physical make-up was of an asthenic 
type. The pupils were slightly irregular and they failed to react to light 
or in accommodation. The patellar and Achilles reflexes were absent. 
The blood pressure was 112 systolic and 7o diastolic. The Wassermann 
reactions of the blood and spinal fluid were positive. The spinal fluid con- 
tained 17 cells per cubic millimeter; the total protein was 129 mg. per 
100 cubic centimeters and the colloidal gold curve 5555543210. 

Course—The patient was given weekly injections of tryparsamide, and 
gradual improvement occurred. In September, 1932, the spinal fluid showed 
a positive Wassermann reaction, 2 cells per cubic millimeter, a total protein 
of 130 mg. per 100 cubic centimeters and a colloidal gold curve of 5554321000. 
During the next few months she continued to improve. She was occupied 
regularly in the hospital laundry, and apart from slight impairment of 
memory, distinct mental abnormalities were not observed. However, in 
September, 1933, periods of preoccupation and periods in which she seemed 
to be reacting to hallucinations were noted. At this time the spinal fluid 
findings remained unchanged except for a return of the protein content 
to normal. Occasionally the patient was uneasy and tense, but she was in 
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illness is really what it appears to be, namely, a genuine schizo- 
phrenic psychosis developing in association with general paresis. 


GENERAL DISCUSSION. 


(he foregoing observations were obtained from a hospital which 
does not receive a large number of neurosyphilitic patients. Fur- 
thermore, the cases selected do not exhaust the available material 
but merely represent outstanding illustrations of the pertinent data. 
Nor is there any reason to suppose that such cases are confined to 
one locality. Judging from the present investigation, they form 
a not inconsiderable proportion of the neurosyphilitic group which 
stays indefinitely in the hospital despite vigorous therapy. They 
stand out in sharp contrast to the other members of the hospital 
group in which one sees intellectual disturbances of a stationary 
or progressive nature, accompanied perhaps by euphoric traits but 
little else. The statement of Schube' that dementia paralytica is 
in most instances associated with another mental disorder seems 
too sweeping ; yet there are probably cases in which a concomitant 
psychosis remains undetected because it is hidden or overshadowed 
by the organic disturbances. In view of these considerations, one 
may conclude that cases of the type under discussion occur too fre- 
quently to be explained on the basis of an accidental co-existence 
of two different conditions. 

Postle * has recently called attention to the fact that general 
paresis may occur in patients who have previously had manic- 
depressive or schizophrenic psychoses. In her cases the neuro- 
syphilis was associated with mental symptoms which were identical 
with those observed during the earlier mental illness. Postle * con- 
cluded that the organic brain disease serves as a release for previous 
personality tendencies or patterns of behavior. The present group 
differs from her cases in that none of the patients had shown 
psychotic disturbances prior to the onset of the neurosyphilitic 
disorder. Released patterns of behavior may still be regarded as 
part of the organic brain disease and not necessarily as a separate 
psychotic process. Therefore, it should be emphasized that in the 
cases reported here these patterns become independent of the 
neurosyphilitic condition and pursue their own lines of develop- 
ment, lines characteristically followed by manic-depressive and 
schizophrenic psychoses. 
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In cases of dementia apy is 
used, features sugges phrenia have b noted with 
special frequency. Dattner ° pointed out that similar features occa- 
sionally occur when ot therapeutic methods a1 ployed. He 
claimed that all these « lue to to» s of the 
treatment and not to t philit a miception 
of malaria as the etiologic f vid pted, though 
such close students of 1 ject t1 ind von Angyal 
and Gyarfas * have refus rally valid. This 
conception was based larg t e paranoid-hallucina- 
tory states that are cor ! ri r therapy. Less 
attention has been devoted t wilt ic-depressive pictures, 
but here too the data ha tel ted d rent ways by 
different workers.” 

Von Angyal and Gya1 believed that ntioned 
paranoid-hallucinatory stat resembled schizophrenic psychoses 
but were really complex exogenous reactions produced by malaria 
or the neurosyphilitic dis¢ [hese authors pointed out that de- 
mentia paralytica was so sociated with other types of 
schizophrenic picture which were genuine schizophrenic psychoses 
precipitated by the paretic disorder. C: t and 5 correspond to 
this group, the former showing many hebephrenic features and 
the latter an outspoken catatonic state. In both cast hizophrenic 
symptoms were already p1 t when malarial treatment was given, 
becoming accentuated afterwards 11 5. In the ses with 
manic-depressive features, the affect mptoms wet ted be- 
fore treatment of any sort had been administered, though the hypo- 
manic picture in case I appea a re clear-cut form subse- 
quent to malarial therapy. Thus, it is evident that these disturbances 
cannot be attributed to any ty] therapeutic procedure. Of 
course, it is possible that 1 ria may be the etiologic factor in 
other cases, but the present observati gest that in many 
instances the treatment merely | th fect of diminishing or 
banishing the organic mental ptoms result of which any 
concomitant psychosis appears in a more clearly recognizable 
form.* This is in agreement with the ideas of Bostt 


* Hechst 7 has suggested t I histologic observat that rela- 
tively mild anatomic changes n e€ a prerequisite for the occurrence of 
schizophrenia-like features, and if tl o, the treatment n e indirectly 
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The question may be asked whether mental stress incident to 
syphilitic disease represents an important factor in the origin of 
these affective and schizophrenic conditions. As pointed out in an 
earlier paper on senile psychoses,* the existence of structural dam- 
age to the brain does not inevitably exclude the participation of 
psychologic influences in the disturbances. However, in the group 


ler discussion it does not seem likely that such influences played 


nt role. Two of the 


ull 


L | patients (and possibly more) knew 
definitely that they had syphilis shortly after contracting the infec- 
tion, and it is therefore necessary to explain why severe mental 
reactions thereto should occur only many years later. It is con- 
ceivable that difficulties which had hitherto been dealt with success- 
fully could no longer be overcome with the handicap of organic 
brain disease. In this sense psychologic phenomena may perhaps 
play a part, but the neurosyphilitic process itself must still be re- 
earded as the primary factor. 

It is not claimed that neurosyphilitic processes contain solely 
within themselves the ability to produce manic-depressive or schizo- 
phrenic disorders. Such psychoses are generally looked on as types 
of reaction which are expressions of certain innate and perhaps 
acquired traits. The fact is, traits which suggested a strong pre- 
lisposition to manic-depressive or schizophrenic conditions were 
observed in three of the cases. The fundamental significance of 
this aspect of the problem may be granted without minimizing the 
importance of the point that neurosyphilis can provoke so-called 
functional psychoses. 

In the light of the foregoing considerations, it is necessary to 
scrutinize the paretic group more carefully. It is probable that in 
imany instances an unfavorable outcome is to be attributed to a 
concomitant schizophrenic disorder and not to persistent or ad- 
vancing organic mental changes. This is consistent with the exper- 
ience of Solomon and Epstein ® that paretic patients with a picture 
suggestive of a schizophrenic psychosis rarely make a good clinical 
adjustment, showing a disorganization of personality even when 
the syphilitic process is arrested. Similarly, some of the chronic 
elated states may well be traceable to an accompanying affective 
psychosis. The question whether manic-like forms of dementia 


concerned in the development of such conditions by favorably influencing the 
neurosyphilitic process. 


1S 
ie 
11 
rh 
eS 
ia 
( 
es 
to 
iC 
1 
1 
oO 
es 
ly 
Ot 
\ 
1 
1c 
of 


1058 PARESIS W rHER PSYCHOSES | Mar. 


paralytica are in general expressions of a manic-depressive psy- 
chosis with organic admixtures also deserves serious considera- 
tion.* These problems have been largely neglected. Too much 
emphasis has been placed on studying dementia paralytica simply 
as an impersonal anatomic process and too little on studying it as 
a disease which may set into action powerful underlying tendencies 
of a more personal natur 


On the other hand, a tendency to over-emphasis in the opposite 
direction may perhaps be discerned in etiologic considerations of 
manic-depressive and schizophrenic psychoses. Of course, it is 
not a new observation that such conditions may owe their inception 
to structural damage to the brain. Cohen and Gavigan °° described 
schizophrenic psychoses it ses of multiple sclerosis, and Schil- 
der *! believed that cerebral trauma could directly provoke a manic 
disorder. Somatic disturbances '? which could well cause cerebral 
changes have often been 1 tioned as precipitating factors in so- 


called functional psychoses. Yet there has been a tend 
discount the importance of such factors or to disregard the 
pletely. This has occurred in spite of the persistent belief that 
among schizophrenic disorders especially there is a group of cases 
produced on an organic basis lhe present observations suggest 
that greater attention should be given to the whole problem of pos- 
sible organic factors in manic-depressive and schizophrenic psy- 
choses. Histopathologic study may be unable to throw much direct 
light on this problem, but some of the newer methods of investi- 


1.3 


gation give promise of yielding more fruitful results 


SUMMAR 
In five clinically and serologically typical cases of dementia 
paralytica, there developed features strongly suggestive of manic- 


depressive or schizophrenic psychoses 


Long-section studies of the cases pointed to the conclusion that 


these features were not merely a part of the neurosyphilitic dis- 
ease but were manifestations of true manic-depressive and schizo- 

*In the patients less burdened with cvclothyvmic tendencies one might 
postulate that the manic condition will tend to disappear if the structural 


integrity of the brain is restored by successful treatment; whereas with a 
more pronounced predisposition, the manic-depressive state, once started, may 
continue along its own independent course as in the cases recorded here. 
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phrenic psychoses which pursued their own lines of development 


independent of the organic disease. Anatomic observations avail- 


able in one case supported this view. 


It is believed that manic-depressive or schizophrenic psychoses 


accompany dementia paralytica too frequently to be regarded as 


accidental concomitants of the latter. Apparently they are directly 


provoked by the organic brain disease. 


10. 


tu 
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SCUSSION 

Dr. CLARENCE A. NEYMANN (( he | ’r. Roths- 
child was interesting becau t 1 i ts 1 have bee 
observed in the last few year resting the whole 
paper are his slides which sl] I finitely t a ¢ 
be cured by fever. From out e t makes little 
difference what the agen s is 
produced by a toxin injected, | I rgat nocula 
tions or in an artificial ma tic 
who have recovered from 

When these patients are ex ter r! ry r to the 
investigating psychiatrist that ter type of 
mental symptoms that they rat ng t uri! 
the psychotic period. We cannot make a tinct differentiat between 
psychosis and a personality cl Intr rsion lead the way of tl 
schizothemic personality into a ty wing a scl renic reacti 
type and finally a schizophr« nd betw the 
in ordinary life, and the out hrenic conf I f the 
state hospitals for the ps ( ( 
and no one can say, “This indiy ul is psychotic and bel this pigeon- 
hole and this individual is non-| tic and belongs in another pigeon-hole.” 

In the same manner, extroverted per t lead st stage into 
outspoken manic-depressive 1 t ang ial to be 
able to say here insanity o1 ycl s bes a ere nort ends. Since 
the formulation of the concept ntia paralytica 1822, its 
preliminary description by Has 1798, the introduct the spinal 
puncture by Quincke, the proof that t e by 
Noguchi and Moore about |! we hav { | expansion 
of this concept and we know now that many patients formerly diagnosed 
as senile dementia, arteriosclerot ementia, and all sort ses, wert 
basically affected with treponema iF ther word t bout 35 per 
cent of all general paretics a1 assified either as aml lent, expansive, 
depressed or schizoid reaction or the neurostatic reactio1 1 65 per cent 
are now clearly classified as belonging to dementia. It has been shown that 
with this expanding concept of the disease, the idea of dementia has expanded 
and it is perhaps not too radical to assume that the outstanding factors of the 
disease are dementia colored by the reaction type or, if you will, the psychosis 


of the patient. 


Dr. Davin RotuscuiLp (Foxborough, Mas I do not thinl 
essential disagreement in Dr. Neymann’s and my own attitude. I just 
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want to emphasize that in my cases the mental disturbances were much 


beyond anything that we could call a personality disturbance. I think they 


would have to be regarded as outspoken psychoses, and if one did not know 
he past history I do not think anyone would have hesitated to diagnose 
them as manic-depressive or schizophrenic psychoses respectively, and I 
have tried to show that it is possible to get such a mixture of organic disease 
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with th -alled functional psychosis. 
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A CASE OF PARTIAL BILATERAL FRONTAL 
LOBECTOMY. 
A PsYCHOPATHOLOGICAL STUDY. 


By IRA C, NICHOLS, M.D, 
Butler Hospital, Providence, ix. 


AND 
J. McVICKER HUNT, PuD., 
Department of Psychology, Brown University, Providence, R. I. 


The study of the frontal lobes of the brain has engaged the 
increasing attention of medical men over the past 75 years. The 
first article bearing directly on the subject in this country was 
Harlow’s ' report on a man who survived the experience of having 
a crow-bar pass through his frontal lobes. It is not within the 
province of this article to trace the development of medical thought 
on this subject. Suffice it to say that the leading students of the 
brain have all left their mark upon the subject. 

The earlier work was done on cases who went on to die from 
their frontal tumors plus a few cases who survived accidental 
injury. More recently the boldness and skill of the brain surgeon 
has supplied us with a group of cases who have survived frontal 
lobectomies. Penfield and Evans * have collected a group of these 
cases ; Ackerley * reported a case which revealed a very interesting 
symptomatology ; Brickner * has made an exhaustive study which 
is reported in detail. 

As to the general symptomatology of these cases a wide variety 
of findings have been reported. Some of the more outstanding 
follow: superficiality, deterioration of moral and ethical judgment, 
silly superficial humor, lack of initiative, passivity, loss of normal 
anxiety, irritability, motor restlessness, decreased motor expres- 
sion, aphasias, etc. It is seen that some of the above symptoms are 
at opposite poles and there is no doubt that the cases are ill assorted 
as to the extent and nature of their lesions and as to their previous 
personalities. There have of course been many attempts to express 
these losses as the result of some common factor. Ackerley felt 
that the lack of “normal anxiety” in his case was due to loss of 
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the ability to be “normally the 
symptoms can be explait e 
simple engrams into complex patter s the 
individual’s ability to orga his lif 1 ral and 
“intellectual” level. Goldst ed « ly with 
frontal lesions and has tl 
deficit as a loss of the “abst: O wo 
last mentioned authors o1 ts the re 
concepts of the fundamental psycl 1c 
“synthesize” seem to be antonyms ibstract 
in the sense of “to form abstt must be 
formed by elaboration and synthesi ( wo 
are writing of the same 9 

The experimental laboratories bes s field 
sianchi ® concluded that pre-frontal | ys tends 
to “disaggregate the perso ilizing 
and synthesizing (cf. Brickner sentations.”’ 
Franz * summarized the deficits in cat is of 
deterioration of recently formed habits st careful 
and adequate analysis of the function « Ss in animals 
is to be found in the work of C. F. ] v vorked with 
several of the lower primates. I: rep work 
on these animals he has failed to confi he « it recently 
acquired habits were lost after fronta \ esia ap- 
peared for simple problem-box and \ dis habits 
and the animals learned new habits of this sort at 1 al rate 
In later work, Jacobsen establish ct ex lly that 
“destruction of the frontal areas is followed by e to adjus 
to delayed-response tests.” e monkey’s task con- 
sisted in making a selection between two « to secure food which 
it had seen concealed. The problem coul | be solved after 


delays up to go seconds. Unilateral 


damage the level of this performance, 
the frontal lobes abolished the capaci 
after a delay of even five seconds. TI 


post-operative deficits in problen 


of visual discrimination habits. Moreover, when dat 
extent was done to other regions of th 
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Thus, the frontal areas appear to mediate a fairly circumscribed 
type of psychological capacity in the lower primates, namely, the 
capacity for temporal integration. 

Although the loss following bilateral pre-frontal lobectomy was 
not generalized, Jacobsen does report that the operated animals 
were more restless than they had been before operation. Their 
behavior was more stereotyped in the learning of puzzle-box prob- 
lems. They repeated their errors more frequently than they had 
before operation. The operated animals seemed more distractible 
when contrasted with the sustained, directed behavior of the normal 
subject. And finally, the operated animals exhibited less disturbance 
following mistakes ; they were impervious to any frustrating effects 
of errors. Jacobsen was cautious about extending his findings 
concerning the function of the frontal association areas in monkeys 
to man, since the homologies of the areas in man and in the lower 
primates are not clearly established. 

The most recent development in this field is the wilful destruction 
of large portions of the pre-frontal lobes to cure chronic states of 
extreme psychomotor agitation accompanying the major psychoses. 
Moniz '° had observed individuals in whom organic lesions of the 
frontal regions were followed by varying degrees of loss of tension 
and the production of a more happy, easy-going personality (this 
type of case is perhaps best typified by Ackerley’s patient who 
showed the loss of a “normal” degree of anxiety). He, therefore, 
entertained the hypothesis that doubt, indecision, worry and anxiety 
were mediated through arcs in the frontal regions, and argued that 
if these pathways could be destroyed the individual could then exist 
on a much more comfortable level. He tested this hypothesis on a 
group of extremely agitated patients and found them improved 
post-operatively in that they could live more easily with themselves 
and others. 

In this country this surgical approach to mental disease has been 
tested by Watts and Freeman "' and by Lyerly.’* The point should 
be stressed that in thinking of psychosurgery we must, in the 
authors’ opinion, realize we are substituting one disease for another, 
and although this may be a perfectly justifiable procedure in severe 
cases, it can never be used in those individuals whom we wish to 
return to a reasonably high economic and social level. The patient 
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to be reported had a relat 


efficiency has been mark 


W. T. G. male, An 
tive secretary for a largé 
ber 20, 1934. 


A white 


The first symptom noted 
appearance in 1922. Anosn 
this time he began to hav 


pallor, confusion and the 


These attacks occurred at irregu 


In 1928 he noted tha 
About 193 


and would go into rages uy 


months. 
but progressively. 


his symptoms slowly becam 
to suffer some impairment. H 
to the economic depression a 
In June, 1934, he entered 
vice of Dr. W. Jason Mixter 
On June 23 a left frontal 
markedly atrophic frontal | 
tumor was seen which had 
groove meningioma (confirn 
tension into the middle fossa 


not be ascertained. It was rea 


exposure could not be obtained 
Therefore, with the cutting cautery) 
frontal lobe was removed piecem 


was difficult to determine the 
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incision on a normal anatomic 
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AMERICAN JOURNAL OF PSYCHIATRY, Vol. 96, No. 5. PLATE 22. 


Fic. 


1.—The line of incision projected onto lateral and mesial views 
of Brodmann’s schema. 
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Fic. 2—Pneumoencephalogram do 
frontal horns of both lateral ventric] 
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further expansion before pressure s 
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similar incision was made in the right frontal pole and approximately the 
same amount of cerebral tissue was removed as had been taken out on the 
left. The tumor was then attacked and all the growth removed except for 
a small amount in the region of the optic chiasm and whatever may have 
been present in the middle cranial fossa. His post-operative recovery was 
again satistactory. 

He seemed somewhat improved after the second operation but he was still 
very irritable and continued to have petit mal epileptic attacks. When it 
was realized that, due to his irritability and the occurrence of spells, he 
could not return to his home, he was transferred directly to Butler Hospital 
December 29, 1934, and has remained there continuously since that time 
except for a few days at home in December, 1938. 

Space does not permit a detailed description of his behavior at this latter 
institution. He fitted into the routine easily and seemed to have no difficulty 
in finding his way about. 

The physical examination revealed the frontal scars, complete anosmia, 
bilateral optic atrophy most marked on the left, and a defect in the nasal 
field of the left eye. The other cranial nerves were negative. The tendon 
reflexes were bilaterally symmetrical and perhaps somewhat heightened in 
activity. There has been no change in these findings during his hospital stay. 
He is right handed. 

All laboratory findings, including Wassermann test of the blood and 
spinal fluid, were negative. 

The patient’s extreme irritability which was so marked at the time of 
admission slowly subsided over a period of about three years. The petit 
mal episodes, also, followed a similar course. He now appears well and 
has gained in weight and physical vigor during his stay in this hospital. 
He shows a strong tendency to become stereotyped in his activities. Once 
established on a routine he follows it almost automatically. In the occupa- 
tional therapy shop he prefers routine work and has steadfastly refused to 
start any project of his own. The patient is best handled by direct specific 
orders rather than by requests preceded by, “Wouldn’t you like to —.” 
He definitely dislikes being offered choices. In group card games his play 
is routine and colorless. In bridge he was never known to initiate a bid. 
When drawn into discussion he can talk easily, bringing in material from 
previous experience and showing a good knowledge of events of the day. 
He is fond of doing cross-word puzzles and can complete them with a speed 
and accuracy above the average for a highly educated group. 

A recent encephalogram (March 28, 1939) shows a general dilatation of 
the ventricles which is very marked in the anterior portions of lateral 
ventricles. The basal cisternze also contain more than an average amount 
of air. There is evidence of recurrence of the tumor along the left sphenoid 
wing but it has as yet occupied but little of the available space.* (See Fig. 2.) 


*The authors wish to express their thanks to Dr. Isaac Gerber of 
Providence, R. I., for his help with the encephalographic study and for 
permission to use this material. 
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I. PSYCHOMETRIC XAMINATION 

The general intelligenc s patient following his operation 
was determined by the Otis self-administering examination. Three 
trials gave the following result: uary, 1935, Form A, I. Q. 118; 
January, 1936, Form B, I. Q. 122; November, 1937, Form A, 
I. Q. 118. The patient’s performance has been consistent and 
superior-adult ability is indicated 

It is of course difficult to determine what this patient’s original 
level of ability was. A fine college record, mastery of four lan- 
guages, and a good vocational adjustment in a very difficult field 
suggest even higher original ability tha e I. Q. obtained. Out 
patient defined 89 of the list of 100 words in the Stanford-Binet 
scale, which is a very superior performance. Since vocabulary 
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word knowledge with tests of speed, learning and motor efficiency. 
The Babcock indices for three administrations of the test to our 
patient appear in Table I. 

The negative indices obtained from the Babcock examination 
also point toward some loss of ability. The indices are relatively 
stable from administration to administration, except for that con- 
cerned with learning. At first the deficit was considered as a loss 
of immediate memory, but later study indicated that it might be a 
lack of organization. In an absurdity test our patient performed 
excellently. Since this involved the repetition of most of the points 
in a narrative after a single reading, it would also argue against a 
deficit involving immediate memory. 


TABLE I. 


INpIcES oF Dericir ror THREE ADMINISTRATIONS OF THE 
BascocK EXAMINATION. 


January, June, August, 

1936 1936. 1937. 

Efficient —28 —2.4 —2.2 
Repetition index ............ —0.0 —2.0 —2.3 


A marked deficit was uncovered with the Knox cube test. In 
this test the examiner taps a series of four black wooden cubes in 
various orders which the subject must repeat. Our patient’s per- 
formance (six lines) coincided with the median for seven- and 
eight-year-old children. The apparent discrepancy between results 
from the Babcock examination and the Knox-cube test and those 
from the absurdities test are probably explained in terms of organ- 
izing procedures, as tests reported below will show. His interest 
in the absurdities led him to organize them in the logical frame- 
work of the narrative, but lacking any such framework for the 
paired associates and the lines of taps on the Knox-cubes, he failed 
‘apparent” deficit 


to organize them sufficiently to recall them. An 
for immediate memory is demonstrated. 
II. STANDARD TESTS OF DEFICIT IN CASES OF CEREBRAL DAMAGE. 


1. Bender's Visual Motor Gestalt Test-—Bender ** has devised 
a test in which principles of perceptual organization are made 
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in a size identical with the four blocks, or even until the lines repre- 
senting the edges of the blocks are included. The smallest drawing 
in Goldstein’s test is I in. square. To make it more difficult, we 


4-in. square ; the 


presented merely an outline drawing of a V ona 
V was labelled yellow and the background labelled blue. Our 
patient produced the figure indicated within one minute and with 
a minimum of manual manipulation. After this he was instructed 
to make the yellow V in white on a red background. This he did 
correctly in less than 30 sec. Moreover, when he was asked to 
make a yellow V on a red background, he replied aptly and almost 
immediately that this was impossible because none of the blocks 
was constructed with surfaces half yellow and half red. In this 
test there is no evidence of deficit. 

Goldstein’s other tests are based on sorting procedures. The 
subject either sorts a group of concrete objects in terms of ab- 
stracted aspect, or he is required to synthesize a category from his 
experience with concrete objects. As a test of the former sort, 
we had our patient sort the Holmgren wools. He was simply 
instructed to pick out all the skeins of a given color, say red. Here 
the color may be regarded either as some concrete quality, or may 
be regarded as a category of qualities varying from the light pinks 
to the dark maroons. With the blues, he selected a series of skeins 
varying from bluish white to something very near black. With 
yellow, he picked out six skeins and again a series was evident. 
His performance with other colors suggested color blindness. 
However, his performance with the blues was quite satisfactory 
evidence that a color word could represent a category containing 
a number of concrete objects. 

To check the possibility of colorblindness, we administered the 
Ishihara test. In this test the subject is presented with a series of 
plates, asked what he sees. The plates consist of a series of colored 
dots so arranged that numbers or pathways are ordinarily perceived. 
If one has normal color vision, one sees one number or pathway ; 
if one is colorblind, one sees another number or pathway on each 
of the plates. When our patient was presented with the first plate 
with the unspecific instruction to report what he saw, he said, “I 
see a big round spot of blue which is made up of small round blue 
dots, and some red dots.”” That was all, and because the examiner 
had already begun to formulate a theory of the nature of this 
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man’s deficit, he turned it tely t ther plates without further 
instructions. Our patient saw not the figures at this first ad- 
ministration of the test nd administration of the Ishihara 
test some weeks later, | instructed to look r figures, and 


then he reported the fis rdit ly reported by subjects who 


consider important and will dis 


As a final test of tl istein type, we administered the adap- 
tation of Vigotsky’s t ribed by Hanfmann and Kasanin.’® 
In this test the subject is required t rt 22 wooden blocks varying 


cs 
in color, shape, height : rea upper surface into four classes. 
The colors represented are fix red, blue, yellow, green and white; 


the shapes are six: circles res, triangles, trapezoids, hexag 
and semi-circles. There are just two heights ! and flat; and 
two areas of upper surf Che arbitrarily chosen 
correct solution is four groups consisting of tall-small, tall-large, 
small-flat, and large-f locks. The subject is confronted with 
these blocks, and told that there are four different kinds, and the 
fact that there is a logical solution is stressed. Errors are pointed 
out from time to time, but no positive suggestions are given. Three 
aspects of the task have been described by Hanfmann and Kasanin. 
The first is the “abst | attitud f Goldstein, 
according to which the subject views the blocks not individuals, 
but as bearers of certain general characteristics, or representatives 
of certain categories. The second aspect is termed “insight int 
the multiple possibilities the cl or into tl rbitrariness 
of the classification. The third aspect, considered the highest stage 
in conceptual thinking, is the consideration of the total system by 
the subject. While the qualitative aspects of the test are considered 
most important, a numerical score is obtained by multiplying the 
number of corrections by five and adding this product to the 
number of minutes spent at arriving at the correct solutio1 

On the basis of his previous performances, we anticipated that 
our patient would have little trouble with the first aspect of the 
solution, but we doubted whether he would ever reach a considera- 
tion of the total system. His performance justific 1 these expecta- 
tions. He began by putting all the circles together. When shown 
that a large-tall circular block was incorrect, he decided that the 


basis was color. Then he proceeded to alternate between the color 
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hypothesis and the shape hypothesis for about 10 attempts. Height 
was added to his bases during this time. Gradually he began to 
form a dual hypothesis combining color and height. Just what his 
color hypothesis was could not be determined. For several tries 
he wanted to get red, blue and white in each category. Finally 
after 18 corrections, he had achieved the correct classification, but 
it was done by selecting the matches for the tall-small, the tall- 
large and the large-flat blocks. The small-flat blocks were simply 
left in the center, and even when he had achieved this classification 
he did not realize it, for he asked what he was going to do with 
those left. Several times he forgot that there were only four classes 
and would start new classes when he already had four. His time 
was 40 minutes, and with the 18 corrections, this gave him a 
score of 130. 

It was clear that our patient could maintain a categorical attitude. 
He also had insight into the multiple possibilities of the classifica- 
tion. Three types of deficiency stood out, however, in the course 
of his procedure. First, failure with a hypothesis did not lead him 
to discard it permanently. He alternated between shape and color 
for 10 corrections. Five corrections of the shape-hypothesis were 
made before he gave it up, and he held on to the color hypothesis 
until the end. Secondly, he tried unplanned placements. When 
stumped, he would hesitate, scanning the board until the impulse 
to do something appeared to have become so strong that he would 
try anything. Twice he admitted this, at other times he appeared 
to try to invent some far-fetched rationalization for his placement. 
Thirdly, he never appeared to appreciate the total system. At no 
time did he attempt to arrange a system of four classes simul- 
taneously as most of the college students used as control-subjects 
did. Instead he worked with one or two at a time. The total 
system appeared to be too large and too complicated for him to 
master, and this is true in spite of the fact that he still has an 
I. O. of 120 as measured by the Otis. 

3. Arithmetic Progressions and Absurdities—Hunt ™ has pub- 
lished a study which showed a sharp distinction between the 
performances of paretics and schizophrenics. The test material 
consisted of 13 groups of arithmetic progressions of increasing 
difficulty and a narrative containing several obvious contradictions. 
Paretic patients failed badly with the arithmetic progressions, but 
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they saw the absurdities upon the first reading without special 
instruction to look for them. On the other hand, schizophrenics 
did relatively well with the progressions but failed to find any of 
the contradictions until told to look for them. We administered 
this test to our patient. His performance was similar to that of 
the paretic patients. On the arithmetic progressions he succeeded 
with only four groups. He could continue a progression with a con- 
stant increment (2—4—6—8 or decrement (11—Q—7—5—) 
or one which involved simple doubling I—z 2—3—) or 
one which involved the interspersing of a constant (2—1—4 

1—6—), but he failed when the was 

5 —+O—9— 10— ) or where two series were combined (17 I 


10—2—15—3—), and with all more difficult forms. Nevertheless, 
as mentioned above, he read the narrative and recalled nine of the 
absurdities without further reference to the pape1 


with the progressions appears to involve a capacity similar to 
that in the Vigotsky test. He could not analyse the system when 
it got beyond his present limited integrative capacity. We feel 
that the absurdities were recognized because they conflicted with 
previously learned patterns which we have demonstrated have 
been well retained. 


III. TESTS ESPECIA Y DEVISI FOR TH 


1. Adaptations of the Knox-Cube Test.—The Knox-Cube test 
lends itself to an adaptation which appears to reproduce the essen- 
tial features of the situation in Jacobsen’s delayed reaction experi- 
ment fairly well. The subject watches while the experimenter taps 
four black, wooden cubes in a particular order, then he in turn must 
tap them in the same order. The number of taps, called a line, can 
be varied from I to any number sufficient to measure the subject's 
ability to reproduce them. In the standard form of the Knox-Cube 
test our patient reproduced 6 lines, a performance equivalent to 
the median for 7- and 8-year-olds. In our adaptation of this test 
10 lines of each length were presented. At the first administration 
of this adaptation, our patient reproduced all 10 of the lines of 
4 taps, but none of 5 or 6 taps. Students in elementary psychology 
courses ordinarily succeed with lines of 6 taps and many of them 
succeed with longer lines. When delays of 10 or 20 sec. were inter- 
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wn 


posed between the stimulus-line and the reproduction, our patient 
still succeeded in reproducing lines of 4 correctly almost every 
time, but never did he succeed with lines of 5 or 6 taps. 

At the end of this test-hour the examiner questioned our patient 
concerning his method of recalling the lines of taps. He reported, 
as do almost all subjects, that he had numbered the blocks verbally, 
that he numbered each tap in the stimulus-line and recalled the 
numbers. It was interesting that he made no mention of the tech- 
nique of grouping the numbers, a technique which most normal 
individuals hit upon when they begin to fail. Our patient had never 
acknowledged failure, however, for he reported subjective certainty 
after his reproduction of almost every line. During the discussion, 
the examiner mentioned the mnemonic device of grouping, and 
illustrated it verbally. When the test was repeated, his successful 
repetitions under the condition without delay increased to lines 
of 6 taps. The all-or-nothing aspect disappeared, for he succeeded 
with a progressively smaller percentage of the lines beyond 4 taps 
in length (5 taps—go per cent, 6 taps—6o0 per cent, 7 taps—z2o0 per 
cent). With the instruction to group the separate taps, the apparent 
defect in immediate memory is decreased, and the essential nature 
of the deficit begins to emerge. Our patient fails to devise spon- 
taneously little tricks of technique when the method he happens 
to be using fails. 

On this second test-day, delays were introduced again. With 
delays of 20 sec. our patient’s efficiency in this performance was 
reduced (4 taps—go per cent, 5 taps—20 per cent, 6 taps—o). 
When a question was interposed during the delay, his performance 
dropped back to where it had been in the beginning, namely, to 
lines of 4 taps (4 taps—8o per cent, 5 taps—o, 6 taps—o). Ina 
normal control subject with ability similar to our patient’s original 
ability the effects of similar delays produced no decrease in the 
efficiency of performance at all. Neither did interposing conversa- 
tion damage this normal subject’s performance to as great an extent 
(6 taps—go per cent to 80 per cent, 7 taps—7o per cent to 50 per 
cent). There is just a bare hint that delay will decrease our 
patient’s performance in this task, but further study will be neces- 
sary before we can affirm a deficit of temporal integration such as 
Jacobsen found in lower primates. 
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2. Alternation Tests.—] ther attemy Jacobsen’s 
procedures to our patient t t | louble- 
alternation problem. Jacobsen’s p1 ul nsist ving the 
monkey learn to obtain | ‘a food-boxes 
alternately. By interposing various d between trials, he was 
able to measure the lengt vith \ imal could 
perform successfully. In t laptatior ploy playing 
cards, among which was t ice of s] . were d down 
before the subject. Our patient w tructed to turn the ace of 
spades with as few turns as ealing ] led wit 
the ace appearing twic 
then twice in succession at ght t rst test-hour w 
this procedure, he was presented with 200 su ive ils without 


evidence of mastering the urred 
however, for after 60 de e among 
the three middle cards. Ot wise his perfor ce was a chance 


affair. In preliminary tests, three | chool students learned 
this problem in 12, 16, a1 } deals, respectively. Our patient's 
deficit on this test looms 

On a later day the probl A ! fied t mople alternation. 
The ace was dealt alternately on the left, then on the right. After 
100 deals, our patient’s performance was again still a chance affair. 
As there appeared to be little reason t roceed further in the 
same rut, a new instruct vas introduce 
asked him whether hi He was quite 
surprised by this remark a1 ! never to ha lered the 


possibility of a system. Mos ividua th mt rer I. Q.’s 
than our patient will look for new ittacl iny problem 
when the one employed fa Our patient failed to exhibit this 
type of search. Once it was | d by the experimenter, however, 


he succeeded in mastering the system of single alternation in eight 
deals. The students mentioned required only four deals. When he 
was presented with the double-alternation problem again he also 
succeeded with it, althoug 1u 
to look for the system established, he went on to master several 
patterns of serial presentation. Usually the number of deals re- 
quired was approximately three times as many as required by a 
control subject of similar ability. 
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It appears that our patient does not profit from his errors by 
searching for and inventing new modes of attack. So far this 
deficit has manifested itself in failure to look for a system in order 
to pick out the ace of spades from the five cards dealt, in failing 
to invent and utilize such a technique as verbal groupings in the 
Knox-Cube test, and the failure to perceive figures on the Ishihara 
plates may be a result of the same deficit. To what extent this 
deficit is a consequence of failure to appreciate his own failure, a 
consequence of failure to abstract the aspect of the situation caus- 
ing difficulty, or a consequence of inability to invent a new mode 
of attack is not shown so far. The last alternative is unlikely, 
however, in view of his intelligence. Let us consider other evidence 
before defining the deficit further. 

3. Checkers——On two occasions, separated by approximately 
six months, the examiner played checkers with our patient. On 
the first occasion his performance was very poor. He exhibited 
no evidence of planning. He missed jumps, and when given a 
choice of two jumps it seemed a matter of chance whether he took 
the one most advantageous to him or not. During this session, 
which was approximately 25 hours long, he failed spontaneously 
to make any improvement in his approach to the game. Here again 
we see his characteristic defect—a lack of search for a more suc- 
cessful method of handling a problem. At the end of this session, 
he was quizzed concerning his method of play and incidentally 
given a few pointers. In the course of this discussion the examiner 
mentioned that one must jump at each opportunity, that jumps 
can be taken in such a way that they contribute to one’s own 
advantage, and he described two of the standard methods of attack. 
When checkers were introduced again six months later, although 
he claimed that he had not played in the meantime, his game was 
entirely different. At the beginning he remarked, as if recalling 
the conversation mentioned, ““One must jump when there is an 
opportunity.” Unlike the first game when he had allowed jump 
after jump to pass without taking them, he took the first oppor- 
tunity to jump. He considered alternatives and invariably took 
the better one. When he had more “men” than the examiner, he 
said, ““Now I can trade even with you and win.” While he was 
still no expert, he showed an appreciation of the strategy of the 
game. 
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and these with those he had written in to master the series of the 
differences. Supplying a method of attack which abstracts for 
him that aspect of the task which has caused his difficulty helped 
him considerably, but even this fails when the task is made suff- 
ciently complicated. He seems to have lost the capacity to sustain 
several parallel lines of activity separately. 


RESUME OF PSYCHOLOGICAL STUDIES. 


We have not settled the question as to whether Jacobsen’s finding 
of failure of temporal integration can be extended to this human 
case of frontal-lobe injury. In the Knox-Cube test, in the alter- 
nation procedures, and in checkers a temporal factor is present. 
There is also evidence that interposing delays decreases the effi- 
ciency of our patient’s performance in the Knox-Cube test more 
than similar delays affect the efficiency of a normal person of 
similar ability. On the other hand, however, there is failure to 
perceive the figures in the Ishihara plates until told to look for 
them, and here the temporal factor is reduced to a minimum. 

We also have some evidence for increased distractibility in our 
patient. In the Knox-Cube test he lost more when a question was 
interposed between the stimulus-line and the reproduction than 
did the control subjects. In another situation involving the alter- 
nation procedures not previously described his performance was 
reduced to chance by conversation between successive deals. This 
finding would appear opposed to Ackerley’s findings in his case, 
but as the evidence comes from entirely different situations, it is 
not comparable for the two cases. This finding would appear to 
be in line with Jacobsen’s reports that his animals were more dis- 
tractible during problem-box tests than were normal animals, but 
again the situational source of the evidence differs. 

Several times we have mentioned an “apparent”’ defect in imme- 
diate memory. The term “apparent” derived from the fact that 
whenever the patient was supplied with the instruction to organize 
the material presented or with a situation in which organization 
arose spontaneously from the nature of the material, his memory 
span appeared fairly adequate. 

From this study the deficit suffered by our patient appears to 
have four related aspects. First, he fails to supply spontaneously 
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encephalography of local or general pressure. As nearly as can be 
determined from the surgeon’s maps the ablation involves all of 
Brodmann’s areas I1 and 47, the lower three-quarters of area Io, 
and the inferior quarters of areas 45 and 46. This patient’s present 
I. Q. is approximately 120. Nevertheless his behavior is far from 
normal. He lacks initiative and tends to become stereotyped in 
his routine. A careful psychological study was made using a 
number of standard and special tests, from which we draw the 
following conclusions : 

1. The Babcock test indicates a loss in his efficiency. 

2. Bender’s visual-motor gestalt test gave no evidence of deficit. 

3. Two of Goldstein’s tests, namely, his adaptation of the Kohs- 
Block test and his adaptation of the Holmgren wool test, uncovered 
no defect, but the Vigotsky test brought out a rigidity in his 
categorical attitude and a failure to appreciate the total situation. 

4. On the Knox-Cube test his performance approximated the 
median for children of seven and eight years. On our adaptation 
of this test, he could reproduce only lines of four taps. Following 
instruction to group them he reproduced lines of six taps. Inter- 
spersing a delay reduced his performance slightly, but not suff- 
ciently to demonstrate that Jacobsen’s findings concerning the deficit 
in temporal integration in monkeys with frontal-lobectomies can be 
extended to this man. 

5. With Hunt’s arithmetic progressions and narrative containing 
absurdities, his performance was similar to that of paretics. He 
failed with the progressions, but noted most of the absurdities at the 
first reading. 

6. Increased motivation did not improve his performance with 
the arithmetic progression, but suggestions concerning procedure 
led to considerable improvement. His failure with more compli- 
cated progressions consisted in an inability to keep more than two 
series of numbers separated. 

7. On the Ishihara test of color-vision he failed to see any figures 
until told to look for them. 

8. These performances led the writers to formulate this patient’s 
deficit into four aspects: Failure to supply spontaneously fresh 
modes of attack on a problem apparently resulting from an inability 
to abstract that aspect of the situation causing the difficulty, a 
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DISCUSSION. 


Dr. Apvotr Meyer (Daltimore, Md.).—In going over the literature of 
frontal disorders, one is confronted with a tremendous mixture of data that 
at first sight, and perhaps also in the end, appear to make the topic one of con- 
siderable disappointment, if one expects very simple solutions. It seems 
to me as if we had still to realize that we are only in the beginning of 
such interpretation of human functioning as would make possible the cor- 
relation of the functioning with the brain structure, and if one follows a 
great many of our present-day moves in the direction of psychobiology and 
psychology, the complexity will have to be recognized and reduced to 
greater simplicity. 

In the present case, there was an effort made to find essential deficiencies, 
and undoubtedly, with the application of some of the current testing methods, 
one can find data that are marking some deficiencies greater than others, 
and we may be satisfied, then, in speaking of deficiencies of memory, defi- 
ciencies of various categories, and also, finally, the deficiency of the categorical 
thinking. 

Cases of this kind, had best be grouped according to their purity and 
simplicity and their complexity. There would be a great advantage in learn- 
ing to single out first the patient’s familiarity with his own reaction, and 
that has to be trained. Of course, the average familiarity leads to the state- 
ment that one must not expect any abnormality, superficially or as my 
colleague in brain surgery occasionally has indicated, one should realize that 
it may be best not to examine, because it would embarrass the patient with- 
out bringing help. That sort of embarrassment and injured feeling in one’s 
perfectionistic attitude can create a great deal of confusion and lead to a 
somewhat bewildering picture. 

In this particular case that Dr. Nichols has brought before us, the out- 
standing thing is an irritability on the part of the patient when confronted 
with a task that he absolutely refuses to tackle, and one sees then how one 
might develop tests that would separate the issue of management and mis- 
management in handling material before one uses the standardized test of 
the psychobiological laboratory. 

In the problem of aphasia, we have that tremendous difficulty at the 
present time of discouragement about being able to do some of the elementary 
things. In my view of aphasia, I have insisted on starting always from that 
chapter of the so-called projection areas, where the fundamental processes 
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character occurred involving not only the frontal lobe but the temporal lobe, 
since the lesion was present at least six or eight years before the operative 
procedure. 

[ was unable to find in the paper anything about abnormal movements 
which the patient might have presented, and I should like to ask whether 
such movements were present. As has been pointed out by Goldstein, there 
is great importance in the correlation of certain types of abnormal movements 
with mental states associated with frontal lesions. The inferior surface of 
the frontal lobe appears to be more important, perhaps, than the convex sur- 
face in the maintenance of abstract or categorical attitudes, and this was the 
part of the frontal lobe which was removed at the time of operation. As was 
seen in the diagram, most of the inferior surface of both frontal lobes was 
removed. 

The inferior surface of the temporal lobe may also be of considerable im- 
portance in the production of symptoms such as were described in this paper, 
and as I have just mentioned, this was also involved, presumably by the 
tumor. The exact extent of the tumor, of course, we do not know. 

[ should like to take this occasion to agree with the authors that psycho- 
surgery, as such, should be given a very small place in our therapeutic arma- 
mentarium ; first, because we don’t know what it does, and secondly, because 
of the obvious permanent damage to the brain. 

One other tangential comment I might make. It seems to me that we are 
losing a great opportunity to make studies of this sort in the examination 
of various cases in the institutions for, let us say, the feeble-minded and 
convulsive disorders. I don’t believe enough attention is being given to 
careful neurological and psychological studies of such cases. This should be 
done with a view to late neuro-pathological studies, and just the kind of 
study that Dr. Nichols has presented to us this morning is possible in a 


great number of such cases. 


Dr. FreperRICK J. Kruecer (Lexington, Ky.).—When we introduced a 
method of equivalent and non-equivalent stimuli in investigations with human 
patients, we were rather pessimistic about finding a simple situation in man, 
chiefly because we found already in sub-human primates that the function 
that Dr. Meyer was speaking of was of such a complex nature. 

The speaker referred here to the work of Jacobsen on the behavior of pre- 
frontal monkeys, and it seemed for a time, as if the analysis of the behavior 
of pre-frontal monkeys could be an entering wedge into the disturbances in 
man. He claims that it was chiefly a defect of the temporal organ of behavior 
that was found, although he really said that the experiment merely sug- 
gested that there was a defect of the temporal organ of behavior. The situa- 
tion he used was visual. There were two cups before the monkey, or the 
ape, and it was found that the animal could not delay the response, although 
recently Dr. Jacobsen found certain situations which have this in common 
with the visual situations, that they require a temporal response, and it was 
found that the pre-frontal monkeys can delay, as well as the normal monkey. 
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In regard to Dr. Goldstein’s remarks on the life of the patient at home 
and in the community, of course this patient is still in the hospital, he is not 
in the community. He hasn't organized himself sufficiently to get back into it. 

Penfield and Evans, in reporting cases of maximum removals of the pre- 
frontal lobes, report a very interesting case which is probably world famous, 
in which the individual was unable to organize herself completely in the 
home. The situation that was most difficult for her was to organize a whole 
dinner and get everything coming to the stove at the right time and getting 
it properly related. With a little help and a little planning added by someone 
outside the situation, she could go through and do all these various things. 
Socially in the home she was very well integrated, but in these more com- 


lex situations, her adaptation broke down. 
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SOCIAL PSYCHIATRY—OUR TASK OR A NEW 
PROFESSION.* 


By SAMUEL W. HARTWELL, M.D., Burrato, N. Y. 


Very often, when important events happen or when social 
changes, having far-reaching effects, occur, those nearest to the 
situation are least aware of their significance. So, perhaps, while it 
seems paradoxical to suggest it, the institutional psychiatrist does 
not realize how eagerly the general public awaits announcements 
of advances in the cure and prevention of mental disease. 

He is blind who says that the discoveries and working hypotheses 
of the modern clinical and research psychiatrist and psychologist 
are not important and that they do not prove that there are great 
possibilities ahead for mental hygiene and social psychiatry. We 
see but vaguely, as yet, the way in which the emotional past of 
the individual relates itself to many forms of mental disease, but 
we know now that it does so relate itself. How tremendously 
this enlarges the field of psychiatry! 

We have learned to think of the mentally-ill person as one who, 
like the mentally-healthy person, has many factors and forces, both 
external and internal that are meeting in him and making him 
what he is. Again, how the field of psychiatry is enlarged by this 
knowledge ! 

loday, many people are calling to us for help. The clergyman, 
the jurist, the criminologist, the sociologist, the teacher, the parent, 
the individual and the medical clinician are seeking our aid. 

Some short 20 years ago, a new profession appeared on the 
scene. Its members were not called nurses of the mind, perhaps 
it would have been a good name. The psychiatric social worker 
of the first period was thought of as being the psychiatrist’s as- 
sistant and ally. We are today confronted with decisions that 
will determine whether or not these psychiatric social workers are, 
indeed, to be our allies and assistants—our nurses of the mind— 
or are they to develop into an independent group who will be 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 
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fully and adequately trained and qualified to work with us in a 
truly professional manner. 

The first fact is that more and more as psychiatry advances, we 
realize that the mental past of the mentally sick person must be 
known and his mental future planned for if our therapy is to be 
successful. This truly professional task is the first function of the 
psychiatric social worker. 

[ wish I had time to review all the factors that are operative 
in creating the ever-increasing demand, both public and private, 
that is now being made on psychiatry and the allied professions 
and the extent that this demand has created the possibility and the 
actuality of people not adequately trained, functioning in our pro- 
fessional field. Social agencies and schools and many individuals, 
while realizing often the danger of non-trained people trying to do 
psychiatric work but being unable to find psychiatrists who had 
the time to help them, turned quite naturally to the psychiatric 
social workers who were the only group that had, in any way, 
received the endorsement of, and had been trained by, psychiatry. 
These workers were, at first, used largely as case consultants in 
mental hygiene ; but later, often because of great need, they were, 
and still are, used as psychotherapists with little or no supervision 
by psychiatrists. 

The American Association of Psychiatric Social Workers was 
formed soon after graduates began to function. At first the mem- 
bers were nearly all working in psychiatric agencies and mental 
hospitals. Now only.a minority of them are so employed. I have 
no time to discuss, and most of the members of this group are well 
aware, how this has happened. We, as psychiatrists, and the 
psychiatric social workers, as a group, may well feel that it is an 
unfortunate situation. When graduates of schools of psychiatric 
social work with little experience in psychiatric situations cease to 
work in psychiatric agencies, there are two dangers—the first, that 
the worker will forget her technique and come more and more to 
approach her job in a superficial way, or second, that she, because 
of her training and her consequent ability to see the need of 
psychiatric diagnosis and treatment and in the absence of the op- 
portunity to use psychiatrists as consultants will, herself, function 
essentially as a psychiatrist. It goes without saying that this is a 
professionally unfortunate and clinically dangerous dilemma. This 


1092 


dilemma is one of the i 

Association of Psychiatri 

many of the individual 1 bers pet 
There is yet another i 

chiefly because the det 

the “modern case 

graduates who have had 

psychology, psychiatric 

workers, child guidance 

schools of social work ar 

bers. A rather large nu 

in the past few years. \\ 

theory such courses shoul 

However, very few schoi 


usefully supplements thes: rs 


are using teachers not ad 
enough to be safe indivi 
who are soon to be give 
of mental hygiene and ps try tl 
the same time, prevent 
function as psychiatric 

It is of serious import 
realize that even though ychiat! 
selves, set up good curt 
eral Government nor any 
any standards of training 
psychiatric social work 

Because of the tendency r all scl 
duce courses in the san 
formal courses of psychiat social 
there are now many agel\ cl ools 
who are honestly asking tl 1estiol 
is between a psychiatric social wor 
is a difference. The better schools | 
couragement or interest on the part of 


sion, developed a discipli yf thinking that is definitely more 


I 
scientific and a technique of working tl 
the schools of ordinary social work 


to cooperate with the schools and witl 


Organized 


| Mar. 


he \merican 


ration, and 


est iblished 
W that in 
training. 


ng program that 


SC hools 


lly expt rienced 

ng social workers, 
factual material 

ve d at 


ip should 


| workers have, them- 

yet me er the Fed- 
vernments have established 
| ree ( ertificate in 
work to intro- 

t re ofttered by the best 
nd tor other reasons, 


psychiatrists 


what difterence there 


al d a SOCIlaI worker. ‘| here 


ave, without too much en- 


rge part of our profes- 


lat is more professional than 


taSk aS a protression 1S 


ups of psy- 


| TQ. 

chi 

I ani 

ms, but the 

rs \ training in hv 

til ( th which ait 

clinical tia 

for social int 

ced, many th 

I ing num- \\ 

fa 

a | 

ar 

th 

al 

ot 

mpetent to el 

al 

m 

a 

W 

al 

tl 

fi 

n 

tt 

iI 

h 

a 


ar. 


1940 | SAMUEL W. HARTWELL 1093 


chiatric social workers to the end that this difference will be greater 
and will be maintained. 

Psychiatric social workers are definitely established as a part of 
the staff of all out-patient, psychiatric, child-guidance and mental 
hygiene clinics. But in many mental hospitals there are few, or 
even no psychiatric social workers ; and, with some notable excep- 
tions, mental hospitals have not yet manifested any very general 
interest in accepting social workers for training and in tuning 
their staff to the training and use of psychiatric social workers. 
Why has psychiatric social work, now more than twenty years old, 
failed to be more important in mental hospitals? Psychiatric social 
work is too important a profession, and hospital psychiatry needs, as 
a part of its therapeutic set-up, psychiatric social workers too badly 
for us not to be interested in this problem. 

Let us briefly mention some of the reasons why mental hospitals 
are not getting the help that psychiatric social work might give 
them, why the psychiatric social worker is not being given basic 
and required training in mental hospitals, and why she is going into 
other fields than formal psychiatry. In the beginning, the pres- 
ence of “psychiatric teams” in extramural clinics and their usual 
absence in mental hospitals had much to do with the non-use of the 
mental hospitals as training centers. 

But we have all had more experience, and psychiatry, as well as 
mental hospitals, has changed in the past 20 years. We know that 
a psychiatrist who functions in private practice or in the field of 
mental hygiene, child guidance, industrial or educational psychiatry 
will be more useful and proficient if he has had the experience 
and discipline of mental hospital training. Everyone now agrees 
that the young physician who plans to enter psychiatry in any 
field must have mental hospital experience. If this is true for the 
medical school graduate who has spent seven or eight years in his 
training, how obviously it must be true of the often young and 
often immature social worker who has spent, at most, three years 
in preparing herself to assume the responsibility of trying to help 
people retain, or regain, their mental health. There are too many 
improved or recovered patients, who are returning to the hospitals, 
who could remain well or be able to live in their homes if hospitals 
had workers who could control, treat or cure such social situations, 
and there are all too many unhappy human beings, who have diffi- 
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In some cases, perhaps most often, this has been because of the 
financial problems created in setting up an adequate training pro- 
eram for psychiatric social workers. In others, and this is a most 
regrettable situation, it has been because the hospital has found that 
the great demand for trained workers by non-psychiatric agencies 
has made it impossible to hold in their employ the workers they 
have trained to work with their staff members. A larger salary, 
a greater freedom, and what the worker considers is a more in- 


completed. 

The psychiatric profession is partly to blame, perhaps we have 
some good excuses for our shortcomings. It costs mote money to 
employ a psychiatric social worker than it does a social worker 


with little or no training. Inevitably, jealousies and difficulties de- 


velop when a hospital tries to employ one or two psychiatric social 
workers who must work with others not so trained. 
Schools of psychiatric social work have graduated students 


poorly prepared and poorly adjusted in their own personality and 


J 
have presented them for employment or sent them for training 
in situations where this is quickly recognized and have thus brought 
disrepute both on the school and the idea of psychiatric social 
work. The problem of the poorly adjusted student, the one who 
comes to the school obviously in need of psychiatric help herself, 
is a very important one. If the courses and her teachers help her to 
a better adjustment, she will possibly be a more useful psychiatric 
social worker than one who has had no problems. If they fail or 
partially fail to help her, she brings discredit to her profession. 
The schools now recognize this as one of their greatest problems. 

The schools have sometimes sent the less desirable students to 
the hospitals. Psychiatric social workers in training have some- 
times felt that the psychiatric staffs in mental hospitals were not 
“up-to-date”; and, in more cases, the social worker has created a 
false impression of proficiency because of the polysyllabic vocabu- 
lary that she has been taught to use. 

Despite all these excuses the Committee on Social Relationships 
feels that psychiatry is not justified in remaining aloof from the 
problem and duty of developing a discipline of training workers to 
the end that they will become and remain truly professional and 
genuinely loyal to psychiatry as a high calling and to psychiatrists 
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social worker to improve her technique just as we now do in the 
younger members of the medical staff. We must try to create the 
feeling within the profession of psychiatric social work that to 
work in a mental hospital is a true function of a psychiatric social 
worker. 

‘“\ house divided against itself cannot stand.” The psychiatric 
profession is coming to the realization that, if we are to live up 
to the high possibilities of our profession in the United States 
and Canada during this period of social change, we must not let 
a breach develop between the extramural and intramural psy- 
chiatrists. The institutional psychiatrist, the psychiatrists in pub- 
lic clinics, the psychiatrists in private practice, and the teachers of 
psychiatry in medical schools must be a unified body if we are to 
attain to our best possibilities. Psychiatric social work has become 
important, and it will either help us bring this unification within 
our professions, or it will make the situation less unified. 

Medical schools are seeing the need for the teaching of psychiatry 
in its broader sense. In the next few years, to our mental hospitals 
are going to come many young psychiatrists who will feel that it 
is as important to help individuals with their early conflicts, to 
make unhappy individuals happy, to warn them of weaknesses 
in their personality, and to have techniques to strengthen the weak 
places, as it is to make a diagnosis of the type of mental disease 
that has developed or to give the schizophrenic patient metrazol 
or insulin. The staff members of mental hospitals should be among 
the leaders in community education. Community clinics should be 
a part of the hospital function. Staff members should be con- 
sultants in the schools and the out-patient departments of gen- 
eral hospitals. Mental hospitals should all have an out-patient 
department that is thought of as a friendly refuge in time of 
need. One thing that will help all mental hospitals to achieve these 
very desirable goals is to have skillful and well-trained psychiatric 
social workers. 

The American Association of Psychiatric Social Workers is 
justified in feeling that it is an old enough group for psychiatry 
to be able to make the decision as to whether or not it wishes a 
close affiliation with them. They hope and believe that they can 
become increasingly useful to psychiatry. They believe that their 
research in the field of psychiatric social work should be integrated 
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DISCUSSION. 


Mrs. KATHARINE M. WicKMAN (New York).—It gives me great pleasure 
to discuss Dr. Hartwell’s stimulating and in many respects challenging paper. 
As a psychiatric social worker I naturally turn to those aspects most di- 
rectly concerned with social case work and its practice in psychiatric hospi- 
tals and clinics. What can the social worker with more practical experience 
in working in association with psychiatrists in clinics and hospitals contribute 
to those with less experience or no experience who have had theoretical 
courses from psychiatrists in schools of social work? 

By definition, a psychiatric social worker is a social case worker (in con- 
tradistinction to one trained to deal with people in groups) who has had 
training, experience, or both, in a psychiatric clinic or hospital. According 
to this usage, which is in keeping with that of the American Association of 
Psychiatric Social Workers, as reflected to date in its membership require- 
ments, the term signifies the kind of setting in which the social worker has 
had experience, a special type of background which can be defined objec- 
tively. As Dr. Hartwell has said, she may have worked with psychiatrists 
in either a hospital or clinic setting or perchance both. The experience in 
clinics ts as different as are the individual psychiatric clinical services. 

Currently, for full membership in the American Association of Psychiatric 
Social Workers there is a requirement of one year’s experience in a psy- 
chiatric clinic or hospital for the worker after graduation from a specialized 
course in psychiatric social work in an accredited school of social work 
(which includes a period of supervised experience in a hospital or clinic). 
For those who have graduated from other than psychiatric social work 
courses, two years’ similar experience, following graduation, is required, 
six months of which shall have been in a position under the supervision of 
a psychiatric social worker. A few members are still admitted without 
formal training if they have had four years’ experience of a kind which is 
specified and if this experience began prior to 1929, when professional edu- 
cation was not readily available. Some weeding out of workers, poorly 
equipped because of personality, is attempted by the schools of social work 
but this still remains an important factor for individual consideration. 

The psychiatric social worker who has gone from the clinic or hospital 
field to a regular staff position in a community social agency, is, in keep- 
ing with the above definition, practicing family social work, that with de- 
pendent children, or public welfare as the case may be. She is working in 
an independently organized agency having a specialized social function which 
is distinguished from that of medical settings in which psychiatric social work 
or other medical social work is carried on. 

There is, as Dr. Hartwell suggests, great need for more supervision by 
psychiatrists of those activities of the psychiatric social worker in which 
she participates more closely with psychiatric treatment plans for the patient. 
I believe that it would be unfortunate, however, to think of psychiatric 
social work as requiring anything less than the best basic general social 
work training which is available because the more thorough the professional 
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for the American Association of Psychiatric Social Workers to fulfill one 
of its most important functions, namely, to prepare and successively revise 
a minimum curriculum and standards for field work, in discussion with 
psychiatrists, which will be acceptable to The American Psychiatric Asso- 
ciation and command the respect of the schools and be useful to them. 

Dr. Hartwell’s references to preferred centers for the training of psy- 
chiatric social workers is important and the matter should be brought up 
for discussion locally among psychiatrists and psychiatric social workers so 
that facts may be accumulated. It seems that any generalizations as to the 
relative advantages and disadvantages of hospitals, child guidance or other 
clinics must, at this time, be based upon the standards of social work which 
obtain in each setting and the availability therein of a psychiatrist or psy- 
chiatrists able to participate in the training program, in keeping with the 
requirements of the schools of social work. Pressure by students for place- 
ments in psychiatric clinics and hospitals is great and it comes from students 
wishing to pursue psychiatric social work and also from certain more ex- 
perienced workers who plan to return to their respective social work 
agencies. The schools are training workers for all fields and are using 
psychiatric clinics and hospitals wherever they can find them, sometimes 
paying the salaries of the psychiatric social workers responsible for the 
training of students. I should like to stress the hospital as tending to pro- 
duce the much to be desired eclectic and conservative point of view, through 
the wider opportunity it offers for contact with scientific medical procedures 
with all varieties of mental illness, including those of organic origin. How 
soon serious consideration could be given by the schools to including mental 
hospital experience in the training of all students in psychiatric social work 
would depend upon many factors. One very practical consideration which 
Dr. Hartwell has mentioned is the dearth of mental hospital training centers. 

To touch upon another part of Dr. Hartwell’s paper, there are, I believe, 
many good reasons why psychiatrists and psychiatric social workers have 
not always gotten together and it is obvious that the discrepancy of 82 years 
in the ages of the two specialized professional fields lies behind much of 
what Dr. Hartwell has said. This is the ninety-fifth annual meeting of 
The American Psychiatric Association; the next, in the case of the Ameri- 
can Association of Psychiatric Social Workers, will be but its thirteenth. 
I am glad Dr. Hartwell has mentioned terminology. Various terms, mean- 
ingless to anyone but the social worker, and often only to the individual social 
worker, have come and I know that some of them have gone. Terminology 
in social work is in an embryonic stage. Psychiatric social workers need 
to contribute more to such efforts at definition as are being made. “Social 
treatment,” for example, is certainly vague. It covers the gamut of the 
things which a social worker does. There are no distinctive types of treat- 
ment. So-called “treatment” may be carried on in visits, telephone calls, 
casual social contacts or in interviews. Standardized criteria for the ex- 
tent or kind of social study have never been formulated. Gauging of results 
is, by comparison, nebulous. The term “therapy,” unfortunate in so many 
ways, reflected a stage through which social workers passed when they 
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hospitals. Psychiatric social work looks to psychiatry for help in outlining 
a suitable minimum curriculum and standards of field work training; for 
cooperation in developing training centers in mental hospitals; for opportu- 
nities to discuss the role and function of the psychiatric social worker; for 
help in providing adequate placement service, so that available openings 
(including those of lesser responsibility which do not require experience in 
addition to training and offer opportunities for experience under supervision), 
may be made known to current and former graduates in psychiatric social 
work in schools of social work. 
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PSYCHOSES WITH MYXEDEMA.* 


By RALPH M. CROWLEY, M.D., 
Chestnut Lodge Sanitarium, Rockville, Md., and Washington, D. C. 


Of approximately 4,500 hospital admissions in 14 years (1923- 
1937), we find only two patients who fall into the classification, 
‘psychosis with myxedema.” There are several reasons for re- 
porting these. 

First of all, they are rare. H. Wegener * makes a statement 
quoted by Dunbar,'* that besides his own case there appear in the 
literature only two other unequivocal instances of psychosis with 
myxedema, one reported by Kraepelin * and one by Pilcz.* While 
perusal of the American literature does not bear out Wegener’s 
statement, such cases are by no means frequent. Ziegler * + in his 
review of the literature finds some 45 to 50 and adds three of his 
own. Beck® reports one of his and states that 26 per cent of his 
194 patients with thyroid deficiency manifested hallucinations. 
Wagner von Jauregg states 15 per cent of myxedematics have 
psychoses. Reports of further cases are as follows: Hayward 
and Woods,’® two; Courtois,’* one; Parker,’*?* two; Karnosh 
and Stout,'* report four more ; Akelaitis,** Ruhberg ?* and Simon,”* 
three each. With the two here reported, the total approximates 70. 

This syndrome is particularly interesting in the light it sheds 
on psychosomatic problems. It combines both psychic and somatic 
symptomatology, and offers opportunity for studying the psycho- 
genetic and organogenetic aspects of etiology. 

Furthermore, these cases raise the question: “*‘What is myxedema 
with psychosis?” Myxedema shades into hypothyroidism, and 
psychoses shade into neuroses, giving rise to many borderline 
pictures. For practical purposes we must recognize that they fall 
into the provinces of both endocrinology and psychiatry. 

Among these cases some writers include those patients whose 
myxedema followed radiological or surgical destruction of the 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 
From the Sheppard and Enoch Pratt Hospital, Towson, Md. 
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thyroid. Many which Ziegk eport rom the literature and all 
three of his own, are post-radiated o1 t-operativ One each is 
reported by Karnosh and 
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by 
Simon. In our series thes« Ss are pur] ly omitted because of 
the artificial element in the pz iction of the myxedema and be- 
cause of further complicating facto as difficulties of diag- 
nosis and the reasons for t perat t first place. Was 
there before the operation a psy which the thyroid was 


excised? Was there a psychosis masking itself as hyperthyroidism? 


Or was a Basedow’s syndt n some sense an alternative solution 
to a psychosis in a co! tional situatiot \mong our 
patients were many insta1 f psychoss llowing operations on 
the thyroid gland, with vari pl ng emotional and physical 
factors. There was onl vever, of definitely deter- 
mined post-operative 1 " plicated by a 


simultaneous neoplasi t ung fr which the patient died. 
On the basis of report t tients, some of the questions 


1 


raised above will be discus 


First Patient—Mrs. A.., 38, enter pital in 
April, 1929. Following an att e four ths p1 ly, she com- 
plained of swelling of he: f palpitation, weakness, 
feeling cold, of dryness of I I nsati t, depres- 
sion, and of feeling stran t n about She thought 
people were following | 

Her mother died when s thi r father rdered when 
she was five. Until 13, s! t wl \ xtremely strict 
Then she lived with an un e. 7 tte ry meticulous, 
and unduly blamed the patient scape this 
situation, she eloped when 1 { n, wl thre: rs dissipated her 
inheritance, was alcoholic ly promiscuous, and treated her cruelly 
Since he took no responsibil rr providing { family, the patient went 
into the real estate business va rit essful until she was 31. 
Then she met financial reve: r husband deserted her, and they were 
divorced. She ran a root nd later worked a leslady. At 27, 
she had both tubes and her app ved. Menstruation stopped. From 
having been easy-going and indifferent t rritable. She had temper 
spells in which she demanded mu her Idren at reamed and 
struck at them. She did not work, a laimed her health was too delicate 
She stayed alone, would not talk with her children’s fric stared out of 
windows, and was suspiciou 

After the grippe in December, 1928, when 38 oftet ed as if she had 
been drinking. She smoked ( vely; misinterpreted what others said; 
suspected her daughter of immorality; was convinced she was being followed; 
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talked of intimate family affairs indiscriminately; was sensitive to noises, 
had pressure in her ears and was easily fatigued. Certain events bewildered 
her, and she complained of “imaginations,” or what others told her were 
imaginations. These seemed to be more delusions than actual hallucinations. 
Her appearance changed, her face and eyelids puffed up, her voice thickened, 
her skin became dry. She sat for long periods totally preoccupied. Two 
weeks before admission she complained to the police that she was being 
poisoned. She thought that she was accused of murder. She went to the 
police about a purse being taken out of her apartment. Later this was found 
misplaced. She came willingly to the hospital. 

Examination revealed restlessness; some defects in her recent memory; 
thick, slow speech ; retarded movements ; anemia; fatigue; shortness of breath; 
pulse of 68; sweating of the extremities; petechiz of the lower limbs; 
albumen in the urine; P. S. P. excretion diminished (40 per cent in two 
hours); and a B. M. R. of minus 38. Blood pressure 112/85. On thyroid 


grains 3 to 5 each day, she quickly recovered from her myxedema and from 
her delusions. B. M. R. rose to — 6 in six weeks and thyroid was stabilized 


at 2 grains each day. On discharge in June, 1929, two months after 
admission, she was well except for many domestic worries. 

The following year the patient broke off with her lover who drank ex- 
cessively. She worked up in a department store to assistant buyer in two 
years, but was discharged because of a tendency to feel persecuted. There 
was constant quarrelling with her daughter with whom she lived. Dis- 
position was variable. She continued taking thyroid until 1934, though how 
regularly could not be determined. In the fall of 1934 she complained of 
being cold, of her face changing in appearance, of dry hands, and thought 
people followed her in order to do her harm. She screamed and cried; left 
her daughter to live with a friend; accused other tenants of attempting to 
harm her, and interfered with their activities. In May, 1935, Phipps Out- 
patient Clinic diagnosed “myxedema with mild psychosis.” B. M. R. was 
— 32. Thyroid was given but not taken regularly. She became more upset 
and was admitted for the second time to Sheppard Pratt Hospital in 
June, 1935. 

When admitted, she was unkempt; speech was slow and slurred; mood 
ked depression, and anger at the way she felt she was 


varied between mar 
being treated. She showed some lapses in recent memory, and was disoriented 
for time. She complained of “odors” closing up her throat and stopping 
her heart beating. She thought she would get well if she took thyroid, which 
she claimed not to have had for the past eight months due to lack of money 
and thinking she could get along without it. She appeared obese; hair was 
dry ; pulse 84; blood pressure 168/106; skin was dry and scaly; teeth infected ; 
reflexes hyperactive; B. M. R.’s averaged — 18 per cent; blood cholesterol 
310 mgms. per cent (normally 190 mgms. per cent). There was a slight 
secondary anemia and some albumen in the urine. On 3 grains of thyroid 
a day her B. M. R. became normal within a month. This was stabilized again 
at 2 grains daily. She was cooperative in the hospital setting. At first she 
felt that certain difficulties in getting her clothes were due to some purposeful 
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plot against her, but after a \ s shower trends. She 
continued to talk freely of difficulties with her daughter. She regarded them 
as the latter’s fault and the caus he | 
did excellent needlework. Nine months after admission, thyroid was first 
reduced and then discontinued { wet She relapsed int myxedem- 
atous condition. She became seclusiy irritable, untidy appearance, re- 
tarded and depressed. Wit! x days thyroid medication all of these 
symptoms disappeared. Aji mont tl hospital, was dis- 
charged recovered. She lea tay thy: 2 grains a day, and 
remained well until fall, 1938, when she became upset and uncontrolled in 
her behavior. She was not ta ¢ medicine er ically, there was 
much dissension between hersel! her children. When last seen in March, 
1939, she was much improved vever, her color was pasty, her eyes pro- 
truded, and she talked rapidly though coherent! She |] n referred to 
a hospital clinic for a new il a for proper regul n of dosage 


Summary.—A woman of 38, four years after an artificial meno- 
pause, showed physical changes typical of myxedema together with 
a paranoid state. She recovered under thyroid treatment, had a 
relapse five years later when she ceased taking it, recovered again, 
and partially relapsed in a week when it was discontinued in the 
hospital. Thyroid again caused the disappearance of her symptoms. 
She remained well outside | leav- 
ing except for a period just before Christmas, 1938, when she 
did not take thyroid. 


J 
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Second Patient—Mrs. | dow, " admitted to the hospital in 
February, 1927, resistive, critical, feeling misused, talking of suicide, for- 
getting easily, fearful of losing her mind, having dreams of being in trouble, 
seeing faces on the wall, a ‘ palpitation, nervousness and a 
dry mouth. 

Her father and four older brothers were minister : was the middle 
of nine children. Following her father’s death at 10 s ved with her 
mother in a churchly atmosphere until the latter died when she was 309. 
Because of her temper tantrums everyone in the family gave in to her; yet 
between times she was very timid, liked to make herself a martyr, was 
secretive, selfish, sensitive, and felt inferi She had a marked liking for 
one of her brothers, and disliked the sister who did the most for her. After 
the death of her mother, she kept house for another family, the B. family. 
The first Mrs. B. died. Our patient continued to keep house for Mr. B. Then 
she took up nurses’ training for a few months. She stopped that to marry 
Mr. B. when she was 42. Her marriage lasted 11 years and was the happiest 
time of her life. When she was 53, her husband died after being shot by a 
burglar who in turn killed himself. The patient witnessed both deaths. For 
several months she was upset, then pulled herself together, but continued 
restless. For eight years, nothin t 


irred. At 61, temper tantrums 
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recurred with periods of agitation, particularly about money matters. She 
became concerned about a physician’s statement that she should not let a 
bunion operation make her an invalid. In trying to keep from being an 
invalid, she became so restless that she thought there was something wrong 
with her mind, felt tired, had no appetite, talked “wildly.” She was then 
admitted in September, 1926, to a private clinic, where she remained five 
months. There she complained of ringing in her ears, seeing shadows and 
mice on the floor, and hearing her name called when nobody was about. 

Physical examination showed low blood pressure (105/60) and low pulse 
of 64, weight of 171 (about 30 pounds over her usual weight), myxedematous 
facies, chronic arthritis, increased knee jerks, pitting over the shins, dry 
wrinkled skin, adenoma of the thyroid, and low B. M. R. of — 20. On 3 
“tablets” of thyroid daily, B. M. R. increased to +8 per cent in three 
months. Weight decreased to 141 pounds, her expression brightened, hallu- 
cinations almost disappeared, and only easy fatigability remained. 

After some visits with her sister and being urged to take a trip, she 
developed influenza, which was followed by depression, confusion, excitement, 
rebelliousness, terror dreams, hallucinations and refusal to eat. Final diag- 
nosis was “myxedema and La Grippe followed by mental depression and 
hallucinations.” 

Because of her refusal to stay at the clinic, she was brought to the 
hospital protesting and paranoid. Here she was sensitive to noises and showed 
emotional instability, petulance, memory lapses especially for names, and some 
insight into her unreasonableness. She complained of dryness of her mouth, 
palpitation of her heart, chilliness and other somatic symptoms. 

At first she was very rebellious and resistive to all care, threw food at 
the personnel, banged her head against the wall, and talked of suicide. A 
few days after entrance she said she had had frequent delusions and hallu- 
cinations, seeing signs and feeling everyone was against her. She had the 
feeling that the doctors were holding her in order to get her money, and 
that they were neglecting her care and treatment. 

Sensorium examination showed slight loss of memory for names and past 
dates. On occasion she seemed disoriented for time, but not always. Her 
inability to do the 100 —7 test was apparently on the basis of fleeting 
attention. 

Physical examination, to which she was uncooperative, showed irregular 
enlargement of the thyroid, enlarged cervical glands, blood pressure 145/85, 
pulse 88, weight 131, lifelong strabismus, tremors of her lips and hands, 
edema about her feet and eyes, and retinal blood vessels normal. Laboratory 
reactions were negative. B. M. R. results were too unsatisfactory to in- 
terpret. Diagnosis was psychosis with somatic disease in which senile ele- 
ments, influenza and myxedema were stressed. In seven months, she im- 
proved markedly, becoming more agreeable, active and sociable, and had 
only occasional days of depression and some suspicion about the handling 
of her financial affairs. She had only hygienic care and symptomatic medica- 
tion, and no thyroid. 
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Seven months after admission, s ft tl pital ptember, 1927) and l“ach 
voluntarily put all of her business irs in the hands of pable person thyre 
She took great pleasure in a trip to ( fort (M 1 | er 
more reconciled to her stay in the hospital, although she still resented it as oC 
being unnecessary. A physical ( t Christmas, 103 howed her Mrs. 
to be in good condition for her ag 78. She has never t thyroid e» nly xt 
tract since her stay in the clinic. S s mentally alert; she liv lone, does worr 
her own shopping, and takes « rsel t t ling other 
to California this spring (1939 i 

myxt 

Summary.—A woman of 65 gically widowed 14 rs before, W 
became irrascible and agitate ra period of four years because psycl 
of nightmares, hallucinations her nat being called, and of ansW 
mice and shadows on the floo: complained of tiredness, chilli- prob 
ness, and poor appetite. For five months she was in a competent what 
private clinic, diagnosed myx , given thyroid, a1 nproved were 
until she had an attack of influenza. Then she became confused, occu 
hallucinated, was rebellious, refus od, refused to stay at the penit 
clinic, and thought the doctors were against her; so was trans depr 
ferred to the hospital where she stayed seven months, recovering vivid 
without further thyroid treatment. For the past 11 years she has Whi 
maintained good health outside the hospital without thy: also 

of th 
N both 
of g 

These two reports offer material for discussion of the question: H. 
What is psychosis with myxedema? Let us begin by discussing of t 
what it is not. It does not include tl psychoses which occur not < 
coincidentally in the course of myxedema and are uninfluenced by ality. 
the administration of thyroid extract. Such was the situation, re ey 
ported by Jacobi,® of a patient who presented a typical picture of mn 
schizophrenia. Thyroid treat t improved the myxedema, but Ps 
the schizophrenia remained. Akelaitis 'S reports two such patients of = 
and feels that it is pertinent to distinguish them from true psychosis ery 
with myxedema. However, there are enough reports in the litera to re 
ture like that of Mrs. A. to indicate that psychoses can be caused revie 
by, or at least be dependent upon, thyroid hypofunctioning psyc 

Mrs. A. developed clear-cut myxedema associated with a para- tren¢ 
noid psychosis. Under thyroid she recovered from both psychosis or tc 
and myxedema. On three subsequent occasions, two of them out- Te 
side the hospital, thyroid medication was reduced and omitted. these 
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‘ach time there was a relapse, with subsequent recovery under 
thyroid treatment. On her second admission to the hospital she 
ascribed all of her difficulties to lack of thyroid, and asked for it. 
Mrs. A. had a true psychosis with somatic disease; that is, with 
myxedema there was a psychosis; without it, there was simply a 
worrisome person who felt that her difficulty was the fault of 
others. In other words, the psychosis arose in the course of 
myxedema and was dependent upon it. 

Wegener '! leaves unanswered the question of whether the 
psychosis is specific for myxedema, while Akelaitis ** and Parker *® 
answer it in the negative. From what we know of psychosomatic 
problems, we believe that there must be a relationship, but just 
what we are not able to say. The two episodes of our first patient 
were characterized by excitability, irritability, seclusiveness, pre- 
occupation, paranoid ideas, suspicions, and feelings of strange hap- 
penings. Many of the cases in the literature show, in addition, 
depression, confusion, clouding of consciousness, disorientation, 
vivid hallucinations, particularly of small objects or animals.° 
While these are very frequent disturbances in myxedema, they are 
also frequent in other psychoses with somatic disease, in psychoses 
of the toxic-delirious type, and even in functional psychoses. In 
both of our patients similar psychic disturbances followed attacks 
of grippe. 

Hypofunctioning of the thyroid gland as well as administration 
of thyroid substance does not create anything in the personality 
not already there, nor does it remove something from the person- 
ality. It does, however, accelerate or retard processes already going 
on. Without an already existing capacity to develop psychosis, 
myxedema could never bring it on. 

Psychosis, however, must not be diagnosed merely on the basis 
of symptoms of depression and irritability. Anyone finding him- 
self afflicted with marked reduction of his vital processes is likely 
to react to his condition with such symptoms. Among the cases 
reviewed, for example, was one diagnosed as myxedema without 
psychosis, in which there were personality changes with paranoid 
trends, but these were insufficient for the diagnosis of psychosis 
or to necessitate hospitalization for long. 

To summarize, the physical findings and bodily symptoms in 
these cases are typical of and specific for thyroid hypofunction- 
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ing; the changes in behavior and mentation are typical of and 


specific for the particular individual and can be seen in the indi- 
vidual’s reaction to other like illnesses ; if these pet ity changes 
go so far as a psychosis it is the same sort of psychosis as might 
occur in this individual under some ot influence r example, 
both of our patients had influenza t wed by emot il changes 
similar to those accompanying their 1 <edema. Het sychoses 
dependent on myxedema do occur, but they are due more to 
specific psychological characterist f t individual than t 
organic changes. 

In connection with Mrs. A. anot! lestion arises: why did 
she stop taking thyroid and relapse tl nd tit She gives 
as reasons the cost of the medicine and thinking could get 
along without it, but these are ob\ rationalizations. Were 
her relationships with her daughter and son, as well as with her 
lover, too much for her precariously balanced y, so 
that there was some point in becoming ill aga | not refer 
here to secondary gain in the usual sense, but to that general human 
feeling that it is more acceptable to fail with an excuse than with- 
out one. The social worke: s son ex- 
pects too much of his mother way cooperation in his am- 
bitious money-making ventut \t these times, mot ind son get 
along badly, and when the patient is upset, neither daughter nor 
son assumes responsibility for her cai \pparently it is at these 
times that she fails to take her medicine. In the last analysis, then, 
Mrs. A.’s second psychotic epi 35, ¢ incon 
trolled behavior” around Christmas, 1938, were psychogenic in 
the sense that there were emotional reasons for her becoming so 
sick that she did not take tl 

We hear much about the effect of thyroid hypofur g upon 
the personality, but it is just as pertinent to mak« ry into the 
sort of personalities which seem t eveloy yxedema spon- 
taneously. In the two patients reported here, the \ ema itself 


arose in a setting of years of chronic dissatisfactions and obvi 
childhood maladjustments. T| 


e 1s a suggestion here for further 
and more definite correlations, in which the parental constellation 
is also of interest. The usual question asked by medicine is: 
What is the organic structure involved in the development of 


psychic illness? We can legitimately turn th question around to 
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ask: What are the psychological characteristics involved in the 
development of organic illness, such as myxedema? Unfortunately, 
we cannot answer this question from these two patients as they 
were not studied psychoanalytically. 

Indocrine interrelationships are of importance in the develop- 
ment of myxedema inasmuch as the latter frequently develops 
in periods of biological stress, such as the menopause. Immediately 
after removal of her ovaries, Mrs. A. showed a change of disposi- 
tion. Four years after artificial menopause, she developed myxe- 
dema. This fact confirms the interrelationship between ovarian 
and thyroid functioning. It suggests that when ovaries stop func- 
tioning either naturally or artificially, treatment with thyroid is in 
order, controlled of course by basal metabolic determinations. 

Mrs. B.’s story is not so typical as that of Mrs. A. Evaluation 
of Mrs. B.’s situation was complicated by physical changes due 
to her age, and by the fact that she g 


tt over her psychosis and 
maintained her health without benefit of thyroid medication. Yet 
she was definitely diagnosed as having myxedema by an internist 
familiar with myxedema and its mental changes.® In fact, she 
got much better on thyroid medication before entering the hospital. 

This makes all the more pertinent the personality of the in- 
dividual and the treatment of that personality. In the therapy 
of both of our cases, the effect of separation from the family and 
the importance of the general hospital atmosphere and opportunities 
for recreational and occupational interests cannot be overestimated. 
It is a question whether Mrs. A. would have obtained as bene- 
ficial results by taking thyroid at home. In any case we know from 
the outpatient clinic that she had the opportunity to take it but 
frequently did not. 

In the case of Mrs. b. senile changes were deemed important. 
This is interesting in the light of theories that waning thyroid 
secretion is responsible for atheromatous changes. However, she 
showed no definite arteriosclerotic changes on physical examina- 
tion. Whether senile changes as indicated by memory lapses and 
occasional disorientation had any essential relationship to her 
psychosis is doubtful. She has since maintained herself outside the 
hospital for 11 years. Furthermore, recent pathological studies of 
the brain show no definite correlation between senile changes and 
mental symptoms.”° 
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1. Two cases of myxedema associated witl 
sented: in one, recovery seemed definitely 
medication, and in the other it did not 

2. Even in elderly and apparently senil 


dema, caution is needed in ascribing mental symp 
turbances in behavior to organic changes e | 
hypofunctioning of the thyroid gland 

3. Emotional and personality factors need t 
understand the type of psychosis and pet lity re 
myxedema, and to understand the relapses due 
medication. 

4. Psychoanalytic investigation of pers wit 
desirable in order to answer the questi . 
structure favors development of myxedema 
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DISCUSSION. 


Dr. C. MacFie CampBett (Boston, Mass.): The two patients who have 
been discussed here are obviously very interesting cases that present many 
questions. Dr. Crowley has presented several questions to us but has re- 
frained from answering them, and I shall not be daring enough to offer any 
explanation. The problems that have been brought up cover an extremely 
wide field. It would be rather difficult to formulate these questions in a 
precise way so that a discussion might be productive. 

With regard to the occurrence of these psychoses in patients with myxe- 
dema, obviously they are very rare in a mental hospital and one might wonder 
why that is so. Perhaps it is because patients with hypothyroidism and with 
marked myxedematous conditions are of interest to the internist. They can 
be treated in a general hospital or at home, they seldom require admission to 
a mental hospital; as a rule your myxedematous patient has good insight 
into his or her condition. 

The condition of the myxedematous patient often appears to be one of 
considerable depression, but when inquired into one often finds that it is 
more a slowness, a difficulty recognized by patients. There is a certain sticki- 
ness of thought and of action which the patient feels somewhat discouraged 
about. The discouragement I think is a mild reaction to this difficulty recog- 
nized by the patient as such, and that corresponds to what we find in cases 
of hyperthyroidism, where, with the over-activity and the over-productivity, 
the pathological nature of the condition is not infrequently recognized by 
the patient himself or herself. The patient may complain of not being able 
to sit still or of not being able to stop talking. They realize their own mental 
instability. 


1116 PSYCIIOS WIT 


I should think, therefore, that the 
quently in myxedema is a disturt 


nized by the patient himself or hersel 


the myxedematous, I think on 
could get a series of such pat 
reactions that accompany disord 

If we take patients who are br 
in for complications, and as to t 
basal physical disorder interp: 
patient were somewhat discoura: 
admission to a mental hospital 
be sufficiently intelligible 

As to the cases presented t 
extremely unstable individual, if 
cation of at least an unusual met! 
out her life there had been a 
emotional factors and emotional 
she developed a hallucinatory 
up in our formulation of sucl 
lated with hypothyroidism, a 
of the individual personality. 

The patient whose general 
functional efficiency of the thy: 
thyroid extract, may be compare 
react with transitory halluci 
orders, or to alcoholic indulge: 

In the second case I got the 
during a period of several m 

Dr. CrowLey.—Yes. 

Dr. CAMPBELL.—And_ ther 
further thyroid extract and for t 
admirably. It is not easy t 
course in a case of myxedema 

Dr. Ratpo M. (W 
mented upon the question why | 
ordinary observation that orga 
that one might expect them 
myxedema. 

He has also commented upon t 
constituting psychosis. I think this 
chosis just on the basis of the de 
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BEHAVIOR DIFFERENCES IN MENTALLY RETARDED 
CHILDREN MEASURED BY A NEW BEHAVIOR 
RATING SCALE.* 


By A. A. STRAUSS, M.D., ann NEWELL C. KEPHART, Pu. D., 
Vorthville, Mich. 


In previous studies we have differentiated two clinical types 
among children whose intelligence quotients fall within the range 
of the high grade moron and borderline classifications. These two 
types, the exogenous and endogenous, are defined by us as fol- 
lows. The exogenous type includes those children in whose his- 
tories there is evidence of some physical damage (destruction 
through injury or inflammatory process) to the central nervous 
system which might account, in part at least, for the existing de- 
ficiency. Also, in these cases, history of mental deficiency is not 
found in the immediate family. The endogenous type comprises 
individuals whose histories reveal no evidence of such damage 
and in whose immediate family history of mental deficiency is de- 
terminable. Furthermore, clinical examination of the children in 
this second class shows no neurological signs of brain damage. 

In previous studies, differences between these two types have 
been shown in the relationship between physical and mental growth,°® 
in the rate of mental growth under constant environmental condi- 
tions,’® and in changes in rate of mental growth under changing 
environmental conditions.’ Our observations lead us to believe that 
there is a similar difference in behavior. 

The present paper is designed to determine whether or not mea- 
surable differences in behavior exist between these two types. 

In the usual type of rating scale, the author of the scale forms a 
subjective judgment of the exact nature of a given item. In using 
the scale, it is necessary that the rater form a similar subjective 
judgment as to the exact nature of the item. Subsequently, the rater 
must compare his observation of the occurrence of the item with his 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 19309. 
From the Wayne County Training School, Northville, Michigan. 
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exogenous. For the latter, the diagnoses were as follows: 22 birth 
injury, 6 prematurely born, 4 inflammatory process, 4 trauma after 
birth, 3 neurological findings the etiology of which was not known, 
I prenatal disease. No child showing gross motor defect was 
included. 

The endogenous and exogenous groups were matched to chrono- 
logical age, I. O., and sex. The mean chronological age in each group 
was 16.9 years. The mean I. Q. was 59 in the exogenous group and 
60 in the endogenous group. Each group included 27 boys and 13 
girls. The exogenous group had been resident in the institution an 
average of four years and three months at the time the scale was 
administered, whereas the endogenous group had been resident 
three years and seven months. Exogenous children, being sooner 
recognized as social problems in the community, tend to be com- 
mitted to institutions at an earlier age. This fact probably accounts 
for the difference of eight months in the length of institutional 
residence of our group. In view of the fact that the mean period 
of residence for the total group is so long in all the present cases, 
it is felt that this difference does not affect the results of the study. 

Teachers in the institutional school system served as raters. The 
following instructions were found printed on the face sheets of 
the scale. This printed material constituted the only advice given 
to the raters. 


DIAGNOSTIC BEHAVIOR RATING SCALE OF PERSONALITY 
IN MENTALLY DEFICIENT CHILDREN 


Instructions: On the following pages you will find a list of paired words. 
These pairs are considered to be opposite in meaning. Each word describes 
a type of behavior in children. By marking certain of these words you can 
give a description of the behavior of this child. This group of marked words 
will then describe his behavior in the same way that you would describe it 
were you asked directly. Make no attempt to evaluate the behavior—merely 
describe what the child actually does. 

Possibly none of the specific words listed will completely fit the behavior 
of this child. There are three possibilities of marking: (1) If one word 
in a pair adequately describes the behavior of this child mark only that 
member of the pair; (2) if both members of a pair adequately describe the 
behavior of this child, underline both members of that pair; (3) if neither 
member of a pair describes adequately the behavior of this child, do not 
underline either member of that pair. This scale is so constructed that the 
second and third type of marking will occur very rarely. Describe the most 
outstanding behavior. 
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The scale is divided into tw rt first part des expressive 
movements. These are mot vio! neral and | ly and facial 
movements in emotional stat 1 rt describes tl eneral per 


sonality make-up of the child 
Please consider each pair 


graceful—clumsy restless—pla 
smooth—jerky 
normal—peculiar 1 chatterir lent 


w 


energetic—inactive 12 clear—confused ech) 
purposive—aimless 13 hearty—flat (laughter 
impulsive—cautious 14 expl 
certain—hesitant 

mature—childish 


oni 


16 fluctuating—constant 35 attr 

17 excessive—moderate 6 critical—accept 
18 daydreaming—present 37 cl headed 
19 patient—impatient 38 hit-or-m 

20 temper outbursts—self {1 39 accurate—inexact 
1 fearing—intrepid 10 neat—slovenl 

22 furious—restrained {1 distractible— 

23 flighty—steady 12 careful—carel 

24 confused—clear 13, depend u 
25 erratic—stable 14 energetic—la 
26 temperamental—stolid 45 reliable—untr e] 
27 excitable—not excitabl 46 restless 
28 lonesome—sociable 17 awkw 
29 cooperative—uncooperati 48 reckles 
30 misfit—belonging 19 fidget 
31 acceptable—bystanding 0 decisive 
2 popular—unpopular I aimful 
33 leader—follower > dre 

34 annoying—undisturbing 


As data for preliminary scoring, only those items in which one 
member of a pair was marked and the other was unmarked were 
used. The number of responses to the first member and the num- 


ber of responses to the second member of each pair of words were 
computed separately for each of the experimental groups. Using 
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the exogenous-endogenous classification as a twofold variable, co- 
efficients of mean square contingency were computed for each of 
the 99 items. By means of these coefficients of contingency those 
items which were diagnostic were selected. Fifty-two items were 
thus obtained. 

In developing a method of scoring, we identified the member 
of each pair which was underlined more frequently in the exoge- 
nous group and less frequently in the endogenous group. Nu- 
merical weights were assigned to each of these members according 
to the extent to which it differentiated between the two experi- 
mental groups as revealed by the coefficient of contingency. The 
weights thus obtained varied from one to three. The total possible 
score became 88. Each individual blank was then scored by totaling 
the weights of the exogenous items underlined. By this method of 
scoring, the total score indicates the relative amount of behavior 
typical of exogenous children noted by the rater. 

The question of reliability of this scale was investigated by the 
split-half method. The scores on the odd numbered items and the 
scores on the even numbered items in each blank were computed 
separately. This was done for each of the eighty children rated. 
[hese two partial scores were correlated. The resulting coefficient 
was corrected for the decreased length of the test by the use of 
the Spearman-Brown prophecy formula. This procedure resulted 
in a corrected reliability coefficient of .g18. This coefficient would 
indicate a relatively high reliability for this scale. 

The extent to which this scale differentiates between the two 
experimental groups is shown graphically by the two frequency 
distributions presented in Fig. 1. 

The amount of differentiation is indicated first by a comparison 
of the mean scores. The mean score of the exogenous group was 
15.56, the standard deviation of the distribution being 14.17. The 
mean score of the endogenous group was 25.94, the standard devia- 
tion of the distribution being 13.87. This results in a difference 
between the means of 19.62. The probable error of the difference 
is 2.11 and the resulting critical ratio, 9.30. Since a difference be- 
tween the mean of four times its probable error is considered to 
indicate a statistically significant difference, the critical ratio ob- 
tained here indicates that this scale has reliably differentiated these 
two groups in terms of mean score. 
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to the high grade moron and borderline levels of intelligence and 
to children in an institutional environment. 

It was possible, however, to differentiate two groups of mentally 
retarded children, the one of which showed evidence of brain dam- 
age and the other of which showed no evidence of such damage, 
by means of this scale. 

The scale shows the exogenous group to be erratic, uncoordi- 
nated, uncontrolled, uninhibited and socially unaccepted. 

This study suggests that behavior problems occurring in en- 
dogenous retarded children are completely apart from the com- 
monly accepted picture of organic behavior. 

The question of the further differentiation of psychopathic be- 
havior in children is a question for future research. 
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THE CONTROL OF NORMAL AND “CONVULSIVE” 
BRAIN POTENTIALS.* 


By R. W. GERARD anp B. LIBET. 


From the Department of Physiology, University of Chicago. 


The existence of a potential variation associated with the activity 
of such cells as nerve and muscle has been known for almost a 
century. Further, it is thoroughly established that such potentials 
are inevitable concomitants of activity and are acceptable as a 
measure of function. The adequate recording of voltage fluctua- 
tions from the brain or intact head is hardly over five years old— 
thanks to the improvement of amplifier and oscillograph technics, 
which permit the recording of potentials of microvolts lasting for 
milliseconds or less. Since, however, fairly continuous electrical 
rhythms are obtained from the brain, not overtly related to mea- 
surable action, it might be questioned whether in this case, as for 
nerve and muscle, the potentials can be used to document physio- 
logical function. 

Various excitant drugs have been shown to produce repeated 
high voltage waves in the brain which are matched by simultaneous 
bursts of motor activity, and a similar correlation of brain potentials 
and motor discharges in epilepsy (Gibbs, Lennox, and Gibbs, 1936) 
is well established. Conversely, a depression of cortical function, 
as in sleep or under anesthesia, is associated with a characteristic 
shift of brain potentials towards slower rhythms ; and it is possible 
rather accurately to gauge the depth of anesthesia and of sleep, 
even the state of dreaming (Blake, Gerard, and Kleitman, 1939), 
by the character of the potential pattern. It seems likely, therefore, 
that for brain also the electrical activity may be used fairly gen- 
erally as a measure of neurone activity; and its study becomes of 
much wider significance than would be the case if it were an un- 
attached phenomenon. Even if the electrical variations were an 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, May 8-12, 1939. 

Aided in part by a grant to the University of Chicago from the Rockefeller 
Foundation. 
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accidental product of act like t heart they would 
still serve as a useful inde» function. Actuall s becoming 
ever more apparent, the potentials are more that . superficial 
manifestation—they are an integral part of the machinery itself. 

The actual potential record obtained on leadii rom the ex 
posed brain or, less definitively, from the intact scalp is quite com- 
parable throughout the vertebrates. Human, cat, pigeon, or frog 
manifests a reasonably continuous electrical beat which is som 
times regular and which tends to adhere under standard conditions 
to a fairly characteristic frequency for each brain part or species. 
The shape and sequence of individual waves, however, does not 
necessarily reproduce the potential profile of the ividual neurone, 
for the recorded pattern is the envelope tl] parate patterns 
of large numbers of cells 

Indeed, it is only whe nsiderable grouy these units is 
acting in reasonable unison that any record is obtained. When 
many persons sing in hart y, the total sound essentially a 
greatly amplified record of that of any individual and the words 
or melody are well recognizable. When the individuals enter the 
chorus at their separate whims a continuous, almost constant, noise 
results, which is unanalyzable. In the same way, the action po 
tential recorded from a nerve trunk is large and smooth when 


all the fibers have been thrown into simultaneous activity by a 
single electrical stimulation, while that accompanying a moderately 
asynchronous reflex discharge is feeble and irregular and some- 
times quite undetectable. 


Clearly, a preparation containing a fairly ll group of 
neurones, as homogeneous in type as possible, uld offer the 
greatest promise for obtaining a total potential record built of 
unified rhythms of like character. If, further, the preparation 
could be removed from the body and, while retainin g its activity, 
be subjected to rather extensive variation of single factors in its 
environment, it would be still more advantageous he frog brain, 
and particularly its olfactory bulbs, weighing « > to 3 milli- 


grams, admirably satisfies these conditions; and the experiments 
to be reported have been carried out mainly on the isolated frog 
brain. There is no reason to believe, however, that thes« findings 
lack general application to other brains; indeed, they have been 
extensively duplicated on the intact brain of the anesthetized cat. 
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Two major problems demand solution: first, how is the beat of 
the single neurone controlled ; and second, what are the mechanisms 
which synchronize the beats of large numbers of independently 
active neurones? 


CONTROL OF THE SINGLE NEURONE BEAT. 


The frog brain in situ, exposed under ether anesthesia and 
studied after the drug has been eliminated, shows a fairly regular 
rhythm at some 6 beats per sec. and about 30 microvolts in ampli- 
tude. The same brain subsequently removed from the animal and 
kept moist in Ringer’s solution at room temperature manifests a 
rhythm of the same frequency but of greater amplitude, about 
100 microvolts, and much improved regularity. Since it is well 
established that afferent impulses reaching the brain in non- 
homogeneous groupings tend to engage part of the cerebral 
neurones and so disrupt the unified beat of the group—the well 
known abolition of the human occipital alpha rhythm by visual 
stimulation is an example of this—the improved amplitude and 
regularity following isolation may be attributed in part to the 
removal of a continuous play of afferent impulses upon the brain. 
A change in injury and other electrical fields may also contribute. 

This regular rhythm persists for hours in the olfactory bulb of 
the isolated brain though the hemispheres behind it and the olfactory 
nerves rostral to it become completely inactive electrically in a 
much briefer time. This is strong evidence that the maintained 
beat of the olfactory neurones is spontaneous, in the sense that it 
does not depend upon a continuous or rhythmic stimulation of these 
cells by incurrent nerve impulses. Further evidence of this “in- 
trinsic” control is afforded by the persistence of regular beats under 
the action of nicotine, to be discussed later. It is possible, more- 
over, by varying the cell milieu in various ways, to modify almost at 
will the frequency, regularity, amplitude, and wave shape of the 
potential rhythm of the bulb or even of a small teased-out bit of it 
weighing less than 0.1 mm. Characteristic rhythms, all regular, 
of frequencies from one to 50 per sec. and amplitudes of 5 micro- 
volts to a millivolt have been recorded. 

Most significant is the almost machinelike reproduction of some 
particular wave, which may vary from a regular sine curve to very 
skewed, notched, and otherwise asymmetrical patterns (Libet and 
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Gerard, 1939). The exact tential pro 
tiles from a small group of cells, probably only a few hundred, could 
never occur if the 11 ils wet rgit lisorderly 
sequence. Such uniqu nt, p1 Ul nly result if 
essentially all the cells a1 ng in unison, in which e the re 
corded potential is that t ndividual unit merely magnified in 
amplitude by the many units act pat or if the single 
cells discharged in some recurrent sequet as the light bulbs flash 
in order when a pattern 1 icross an electric sign—in which case 
the recorded potential docu | f firing of the many 
cells rather than the potent t his latter possibility 
is a@ priori quite improbable at , inde possible at all only as a 
consequence of trapped 1 mpulses running a repeated course 
around anatomically set 1 rcuit But st neurone 
mechanism, involving rey transmission, would be 
eliminated by nicotine block es (Libet and Gerard, 
1938; Schweitzer and Wright, 1938) ; yet tl rug actually en 
hances the appearance « 

It may be concluded, then, that the recorded potential of the 
isolated bulb is, under a w variety of conditions, essentially that 
of the individual neurone ; and inferences as to the control of the 
beat of the single cell may lrawn from the record of the many. 
This will be true, of course, only s g as good synchronization 
persists, but this factor ca independently stu 

The maintained potential rhythm of the neurone depends upon 
a steady flow of energy supplied ultimately by the metabolism of 
the cell. Since this is not idative, deprivation of oxygen 
should lead to failure of the potential [his is particularly well 
demonstrated in the cat | plete obstructio1 the blood supply, 
for cortical potentials are abolished in about 15 ls of anoxia. 
It has even proved possible, on the imption that the more rapidly 
respiring brain regions suffer earliest from oxygen lack and so 
become electricaliy inacti’ the shortest time, to place many 
neural structures in a quantitative sequence of respiratory intensity 
(Sugar and Gerard, 1938). So far as other data on brain respira- 
tion go, they are in agreement with this sequence [It is irrelevant 
to the present discussion, but of considerable importance in the 
interpretation of the various therapies which show some success 
in the treatment of schizophrenia, that early during anoxia there 
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is interposed a period of excessive activity between the normal and 
the depressed states ; and that following the restoration of oxygen 
neurone activity does not merely return to the initial level but 
again shows a phase of exaggeration, sometimes very marked and 
prolonged (Gerard, 1938).) 

The metabolism and available energy are increased by a rise in 
temperature. There is a corresponding increase in the frequency, 
amplitude, and regularity of the potentials. The temperature co- 
efficients for oxygen consumption and rhythm frequency are alike, 
which further argues the metabolic control of the potentials. 

It would be fallacious, however, to conclude, as has sometimes 
been done, that the rhythm frequency is always a true index of 
metabolic intensity; for another important factor is involved. A 
regular rhythm depends on the existence of a constant driving 
force and of a reliable interrupting or trip mechanism. When a 
violin string is bowed with constant strength, its frequency of vibra- 
tion can still be altered by a change in the tautness of the string. 
The beat of a windshield wiper is speeded up by an increase in the 
air pressure that drives it, but no less by an adjustment of the 
valves that control its sweep. In the latter case, an acceleration 
in frequency is attended by a diminution in amplitude; in the 
former, frequency can increase while amplitude is maintained or 
augmented. 

In the brain rhythm, likewise, increased frequency with constant 
or increased amplitude documents a greater driving energy and so 
greater metabolism. This is clearly the case for a temperature in- 
crease, which gives larger and faster waves. On the other hand, 
an increase in frequency associated with a proportionate decrease 


in amplitude is most probably the consequence of resetting the ~~ 


trip mechanism of the cell. What this is, is not established, al- 
though there are many reasons for believing that it is the surface 
membrane which plays this role and that changes in its permea- 
bility, irritability, polarization, and the like determine the time 
of tripping. (Still another factor modifying amplitude and rate 
is the degree of synchrony or asynchrony of the separate cells, to 
be considered later. It seems probable that the progressive build- 
ing up of potential waves in grand mal epilepsy and their eventual 
clumping into discrete bursts is largely a matter of improving 
unison, only partly one of increased metabolism. ) 
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It is desirable, therefore, in studying the influence of various 


( 
factors controlling brain potentials, to anal their separate effects 
on neurone metabolism and neurone membranes. Unfortun: itely 


it is rarely possible to make a sharp separation, since the membrane 
state is itself dependent on metabolism and most, if tt all, agents 
which act upon nerve cells modify both the total energy and the 
trip mechanism. Still, certain ones exert their effects primarily on 
the metabolism, others on the membran 


METABOLISM CONTROI 
Factors in the first category include: an absence of substrate o1 
of catalyst and the various inhibitors which prevent the normal 


a. Normal; b. in chlorof ; 1 Ringer’s tion f t 2 min 
after b; d. 2 min. after c; ! f return to Ring : f. another 
brain normal; g. in chlorof e1 ! n fast ; i; j. 2 min. 
after g. 

Vertical line 304V 

interaction of these substances hus, the lack of xygen or the 
addition of sufficient narcotic (ether, chloroform, Fig. 1, cocaine, 


etc.) to interfere with oxidations eventually abolishes brain po- 
tentials. Interference with the respiratory catalysts by cyanide has 
a similar action in the mammal but has led to somewhat anomalous 
results in the frog, perhaps because frog brain oxidations are only 
partially inhibited by this substance. Fig. 2 illustrates the action 
of various concentrations of cyanide on the isolated frog bulb. 
Thousandth molar sodium cyanide, a distinctly toxic concentra- 
tion to mammals, has no effect ; 0.003 to 0.005 M cyanide produces 
smaller and more rapid waves (frequency 30 per sec., regular or 
irregular ) corresponding to the excitation phase of decreased 
oxygen supply in the cat or, in general, to the overactivity shown 
by all kinds of protoplasm during the early stages of action of 
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depressants. (Compare chloroform, Fig. 1.) Further increase in 
cyanide concentration, however, does not lead to the expected 
abolition of potentials; indeed, these may continue for an hour 
with the brain bathed in isotonic sodium cyanide. If such a strong 
solution is added at once to a fresh brain, potentials are stopped 
but they may return. When a brain, active in cyanide, is replaced 

Ringer's solution, the potentials are promptly abolished, to be 
restored again by isotonic cyanide. We have at present no satis- 
factory explanation for this peculiar behavior. 


h. 


Fic. 2.—Cyanide. 


a. Normal in Ringer’s solution; b. 0.002 M NaCN for 3 min.; C. 0.005 M. NaCN 
for 3 min.; d. same, 10 min.; e. Ringer’s solution for 3 min.; f. 0.1 M NaCN; 
g. same, cerebral hemisphere; h. single bulb in 0.1 M NaCN. 

Vertical line in a, f, represents 1004V; in others, 30uV. 


The normal substrate of brain is glucose. (The RQ reported for 
frog central nervous system, e. g., Wuinterstein, 1929, has been 
below 1.0, usually about 0.9. The RQ for mammalian brain is 
always 1.0 when technical errors are excluded and perhaps the 
same would be true for the frog.) When the supply of this sugar 
is lowered by the action of insulin, the mammalian brain alters 
its potentials. As in anoxia, narcosis, and cyanide, the waves 
ultimately become large and slow (Himwich, etc., 1939) but they 
pass through a transient phase of increase, at least under certain 
conditions (Dubner and Gerard, 1939). 

The isolated frog brain, on the contrary, is completely indifferent 
to the presence or absence of glucose in the surrounding salt solu- 
tion. This is perhaps not surprising in view of the normal very 
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low glucose content of frog’s blood (0.012 milligram per cent., 
Olmsted, 1924) and the « lerable carbohydrate store in neural 
tissues (Holmes, 1929). It ible, but difficult, to obtain insulin 
convulsions in the frog. 7] brains from these at ils in insulin 


convulsions show pract the power 
ful waves induced by cafi il to appear. Addition of glucose 
to the Ringer’s solution u1 nditions d restore much 
of the expected potential 

Sugar metabolism can a ye interfer with, so that pyruvate 
accumulates, by the loss carboxyl which results from B, 
avitaminosis. Potentials of the pigeon brain 1 are increased 
in amplitude and regular well developed beri-beri and are 
rapidly restored to normal nistration of the missing vitamin 
(Tokaji and Gerard, 

Glycolysis and oxidat sugar are interfered with by a 
sufficient concentration of s loacetate, and this drug applied 
to the frog brain in v though it does not cause cessation of 
activity, markedly changes the potential pattern (Fig. 3, A). The 


second, while its amplitud ut down by two-thirds owering 
above this feeble stea rhythm, there occur extremely regularly, 
at intervals of 6 to 12 s Is rent « , lars xcursions 
of two hundred or mort rovolts and of a p sic irregular 
profile which is repeated accurately in wave aftet The ex 
planation of these larg uls is lacking, although they call 
to mind the deep gasps which occasionally punctuate a shallow 
rapid respiration and which indicate similar large bursts of activity 
in feebly responding neuron here is also some reason to suspect 
that these large potentials, | those to be discussed later, may 
spread spatially along the bi 

Sodium lactate, which is known partially to neutral the action 
of this drug (Holmes, 1933; Chang and Gerard, 3) has no 
influence upon the potentials of untreated brain but does shift 
those of the iodoacetate poisoned one towards normal 

Nicotine blocks lactic acid oxidation by brain and stimulates 
aerobic glycolysis (Baker and Himwich, 1938), and strikingly 
alters the electrical rhythm. In 0.5 per cent nicotine the six a second 
waves are slowed to four a second after some three minutes, and 
then discontinuously to two or one a second after five to ten 
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minutes. The amplitude is increased to 300 microvolts or more and 
the wave form is altered from a roughly sinusoidal one to some of 
the bizarre skewed forms previously mentioned (Fig. 4). Since 
this drug blocks synaptic conduction and yet produces extremely 
regular asymmetrical waves, its action affords especially strong 
evidence for the earlier conclusion that the recorded potential is 
that of a single unit magnified by the synchronous activity of many 
such units. 


Fic. 3 Iodoacetate. 

A. a. Normal; b. 0.004 M Na iodoacetate for 5 min. (large wave starts with 
surface positive swing); c. same, showing large complex wave recurring at 12 sec. 
intervals 

B. a. Freshly isolated brain in 0.5 per cent nicotine for 3 min.; b. 0.004 M Na 
iodoacetate, 3 min. (large IAA wave recurs every 6 sec. in this case, slow nicotine 


waves are abolished); c. 0.004 M Na iodoacetate + 0.5 per cent nicotine for 5 min. 
Note slow nicotine waves do not appear. 
Vertical line in B a. and b. represents roo“V; others 30uV. 


Nicotine acts very powerfully; we have never failed to obtain 
the usual potentials even when it was applied to a stale brain whose 
spontaneous waves had largely disappeared. When combined with 
iodoacetate (0.004 M), however, the nicotine action on brain waves 
is completely eliminated and the feeble rapid potentials of the 
iodoacetate alone appear (Fig. 3, B). It is suggestive that the 
action on cell potentials of nicotine, which increases lactic acid 
production, is abolished by iodoacetate, which prevents glycolysis. 
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Trip M ANISM CON 

Turning next to the group of agents which presumably act 
mainly upon the trip mechanism, the findings may be stated in 
summary fashion, since they are published elsewhere in sufficient 
detail (Libet and Gerard, 1 

Doubling the osmotic pressure with sucr the appearance 
of large slow waves. Replacing the normal intercellular salts with 
an isotonic solution of this inactive molecule has a similar effect, 
and produces also groups of large spike-like potentials which per- 
haps spread over the brain. Substituting sodium, while retaining 
normal potassium and calcium concentrations, has a similar action 


to total salt replacement but the effects are slower and less pro- 
nounced. In both cases the waves become more regul 

An increase in calcium or magnesium, with no change in the 
concentration of other salts, also shifts the potentials in the direc- 
tion of large slow waves ; while an increase of potassium or decrease 
of calcium, by addition of citrate, leads to small rapid ones. With 
a shift to slow rhythms there is also an improved regul 
shift in the other direction the waves become progressively dis- 
rupted. A considerable change in hydrogen ion concentration; either 


; with a 


up or down, also produces larger and faster potentials. Over a 
smaller range, an increase in pH, but not a decrease, seems to have 
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a stimulant action. ‘These various ions are known to act directly 
on cell membranes ; and, further, the frequency changes they induce 
are commonly sudden and discontinuous—as for a change in the 
trip mechanism—rather than simply progressive. Increased sodium 
and, particularly, potassium tend to make membranes more perme- 
able and so to decrease polarization and increase irritability ; calcium 
and magnesium do the reverse. These substances, however, also 
produce equivalent changes in metabolic rate, so that it cannot be 
stated that they modify only the trip mechanism. 

Stimulation of the olfactory nerves or direct faradization of 
the bulb increases the amplitude of the regular waves, for as long 
as 15 minutes after a few seconds tetanization, and also develops a 
regular high frequency ripple on the slow waves. Stimulation, of 
course, produces both surface and metabolic changes. The increased 
activity of the brain rhythm follows after a fairly uniform barrage 
of impulses upon the cells, and the resulting increase in state of 
excitation ; in contrast to the disruption of the rhythm produced 
during the inflow of nonhomogeneous volley patterns. 

Perhaps the most certain way of producing a change in the cell 
surface, as the primary effect, is by applying a constant current. 
It was previously shown for the cat’s brain that steady polariza- 
tion rendered the spontaneous waves of the lateral geniculate body 
much larger and more regular. Even more striking effects are 
produced in the isolated frog brain when a current of as little as 
60 microamperes is passed through its length via non-polarizable 
wick electrodes. With the cathode on the bulbs and the anode on 
the occipital pole of the hemispheres, that is with an ascending cur- 
rent, the spontaneous potentials of the bulbs are depressed or 
abolished during current flow. Immediately following interruption 
of the current, and continuing for some minutes before settling 
down to the normal rhythm, the bulb shows a greatly exaggerated 
rebound over-activity (Fig. 5). With a descending current the 
picture is the exact reverse, potentials being greatly increased in 
amplitude and frequency while the current flows and disappearing 
entirely when it is terminated. 

Such constant currents alter membrane polarization and threshold 
and may, of course, directly excite. It is striking that the cathodal 
region is depressed during current flow and hyperactive following 
(with reverse effects at the anode), which is the exact opposite of 
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the general phenomenon has been discussed elsewhere in relation 
to neurone beats (Gerard, 1937; see also Gerard, Marshall, and 
Saul, 1936). More specifically, in the case of the brain, one must 
assume some pace-making cell or cell group which initiates each 
beat and whose activity sweeps into action the other units, either 
very rapidly or in slower succession. The pace-maker, of course, 
need not be anatomically fixed, but could shift about as local 
excitation and other conditions bring one or another cell group 
into physiological dominance. 

The possible correlating mechanisms are few. The spread of 
substances from active to inactive regions cannot serve as a means 
of integration, certainly in the isolated brain, for diffusion is far 
too slow and circulation is non-existent; even with blood flow 
intact, the blood does not move any distance in the plane of the 
cortical or other cell layers. Stimulating radiation would at present 
be a pure ad hoc assumption for even the mitogenetic rays claimed 
by some workers to accompany neural activity have not been ac- 
cused of being able in turn to stimulate inactive units. There 
remain two mechanisms: the transmission of nerve impulses along 
anatomically available fiber pathways which carry excitation from 
cell to cell, or group to group; and the electrical fields and currents 
spreading from active cells though the brain mass, mainly in 
between nerve processes, with the intensity of current flow deter- 
mined by the electrical characteristics of the mass. 

There is abundance of evidence that nerve impulses arising in an 
active region of the brain can serve to set up activity elsewhere, 
close or far, so that this means of cell integration can be taken for 
granted. Little attention has been paid, however, to the electrical 
mechanism; and the remainder of this paper is concerned with 
evidence that this also, even when propagated impulses are elimi- 
nated, is able to bring about coordinated cell beats. 

Effective cell integration depends on: the intensity of the integrat- 
ing force at its point of origin; the distance and intensity of its 
spread through the neural mass; and the sensitiveness to it of the 
units upon which it acts. In the case of an electrical mechanism 
these factors become: the potential field or change in this field 
of the pace-making units; the pre-existing potentials and im- 
pedance encountered along possible circuits through the tissue 
mass ; and the threshold of other units, cell bodies or their processes, 
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the separate parts of an electrically integrat ism, but 
it is at least worth noting that probably every one of them increases 
membrane polarization and so the driving potential. Others also 
enhance the irritability of inactive neurones potentials ; 
and some, for example decreased intercellular ions or applied di- 
rectional electrical fields, may also influence the spread of currents 
through the tissue mass. Since caffeine has a particularly striking 
influence on brain potentials, it has proved possible to continue the 
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waves appear and they may continue to develop for several minutes 
more while the six a second rhythm decreases and finally disappears. 
The caffeine waves are very strong, usually 0.5 to I.0 millivolt in 
amplitude and each lasting some 0.2 second, and they are repeated 
with great regularity—in the early stages at intervals of several 
seconds, later as frequently as two a second, and towards the 
end of the drug action perhaps only two a minute. The individual 
wave is most commonly diphasic but is often much more complex, 
and a particular profile will be repeated for some time but may 


A. B. 


Fic. 6.—Caffeine. 


A. Olfactory bulb; a. normal; b. 1 min. later, showing an aberrant spontaneous 
shift in poe iency; c. 0.5 per cent caffeine for 1 min.; d. same, slower speed; 
e. 2 min. after c.; f. same, faster speed; g. 1 min. after e. 

B. a. Normal; b. 0.5 per cent caffeine I min.; c. 1 min. after b.; d. 2 min. 
after c.; e. 2 min. after d. + indicates direction of Aa Pon positivity. 


then gradually shift in the course of successive waves into a very 
different one (Fig. 7). 

The majority of these primary waves are diphasic because they 
spread along the brain surface. By shifting the positions of one 
pair, or better of two pairs, of pick-up electrodes, the point of 
origin and direction and speed of spread can be determined. The 
waves originate most commonly near the junction of the olfactory 
bulb and the cerebral hemisphere proper and spread caudally over 
the convexity of the hemisphere. There is little or no travel directly 
from side to side and the waves in the two hemispheres are usually 
not simultaneous (Fig. 8f, g). 
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The large potential arises from a flat base line and is initially 
surface positive. Commonly it is followed by a train of satellite 
potentials, as many as 20, which start at lower amplitude and higher 
rate, as high as 10 a second, and recur in any one train at progres- 
sively longer intervals and with greater voltage (Fig. 9). Even 
when the initial wave travels caudally, the following ones may 
appear simultaneously (at least within two milliseconds) over the 
whole hemisphere or may even travel rostrally from the occipital 
pole. The interaction of these various waves sometimes gives a 
potential pattern with a dome and spike strongly reminiscent of 
that in petit mal epilepsy and it is of interest that these separate 
components in an epileptic potential have also been reported to 
move across the brain independently of one another (Case and 


Frc. 9.—Typical caffeine train recorded from two points simultaneously, showing 
initial (surface positive) wave spreading from front to back of hemisphere. 


Bucy, 1938).* The initial waves usually travel but sometimes 
even these appear simultaneously over the brain. They then begin 
with a surface negative potential instead of a surface positive one. 

The waves spread normally at the rate of 6 cm. a second at 21° C. 
(Fig. 10), but their velocity readily changes with temperature. 
Thus, at 15° they are slowed to 4 cm. a second ; at 26°, velocity may 
increase discontinuously to 22 cm.a second. Since the point of origin 
can shift relatively to the two pairs of lead-off electrodes, apparent 
velocities are not entirely reliable. A third channel would be neces- 
sary to eliminate this source of error. Increase of temperature also 


* The common picture of epilepsy is of successive cortical waves spreading 
further and further from a center of origin until the motor region is reached 
and motor discharges begin. If the character of the aura indicates the epi- 
leptogenic focus, the interval between aura and fit might show some relation 
to the spatial separation of the corresponding cortical areas. 
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region (as with electrical st \ )36 ; convulsant drugs ; 
or in Jacksonian epilepsy), and which presumably depend upon 
propagation along nerve pathways. It has been possible to show, 
however, that these caffeine waves in the isolated frog brain can 
continue to spread when ne i le 

In the first place, they continue in the usual fashion after the 
application of sufficient tine to block synaptic transmission. 
Caffeine does not prevent synaptic lock, for potentials evoked 
in the optic lobe by visual stimulation are promptly abolished by 
nicotine even when caffeine is present (Fig. 12). Not all synapses 
in the brain can be tested directly, howev the objection can be 
raised that the particular one chains needed for the spread 
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Fic I Polarization on caffeine waves. 


A. Cerebral hemisphere; a. in 0.5 per cent caffeine 3 min.; b. during descend- 
g current of 16 mA; c. current off; d. during ascending current; e. current off. 

B. Another brair; a. caffeine waves, simultaneously recorded from two points; 
b. same during descending current; c. same, faster speed, note the decreased 
velocity of spread; d. current off, waves practically simultaneous; e. during de- 


scending current again; f. current off. 

C. Another brain; a. usual caffeine waves; b. during descending current; c. cur- 
nt just off; d sec atter ¢ € 40 sec. alter c. 
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Fic. 12.—Nicotine and caffeine. 


A. Optic lobe in situ, light flashed into contralateral eye, “‘on’’ and “off’’ as indi- 
cated. a. Normal on and off responses; b. in 1 per cent caffeine for 5 min.; 
c. I per cent caffeine and o.5 per cent nicotine for 3 min. Note nicotine abolishes 
the optic responses. 

B. Two channel records, isolated brain. a. In 0.5 per cent caffeine for 3 min.; 
b. in 0.5 per cent caffeine and 0.5 per cent nicotine for 5 min.; c. 1 min. after b. 
Note nicotine does not abolish caffeine waves. 
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drug, but it makes further e\ 

The most unequivocal method of stopping neural transmission 
is that of anatomically interrupting the pathway the caffeine 
waves should be able to pas ross a cut, neural transmission could 
not be responsible. Fortunately tl mple experiment was suc- 
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A. a. Caffeine waves 
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originating wave; d. still 
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reapposed. 

B. Another brain; a. ca 
c. same, faster speed, note 

C. Another brain; a. caffeir V 1 
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showing non-interaction of 1 t 

D. Another brain; a. caf 


cessful. When the entire brain is transected with a rapid stroke of 
a very sharp razor blade and the two halves allowed to reappose, 
caffeine waves often continue to travel longitudinally across the 
cut (Fig. 13). The rate of spread is unaffected, and it is simple 
to show, by the appropriate placing of both sets of electrodes 
on either half, that the waves are not arising at the injured sur- 
faces but come to the cut in one half and go from it in the other 
(Fig. 8j, k). Further, when the tw lves are separated by a 
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millimeter or less, even though the gap is filled with Ringer’s solu- 
tion, travel is completely blocked, to be restored by reapproximation. 

Many types of control have convinced us that we are dealing 
with a true spread of electrical activity from cell to cell across a 
cut and that artefactual interaction between leads and recording 
channels is excluded. Fig. 14 illustrates, for example, records 
from the two halves which show certain waves which are simul- 
taneous in both (marked by arrows) while other waves are com- 
pletely independent in the two portions. Any electrical interaction 
in the system would produce simultaneous potentials in all cases, 
and the fact that some are independent proves that the coincident 
ones are really present together in both halves. Further, no appa- 


Fic. 14.—Caffeine waves, two channel records, on either side of a complete 
transection. Note that certain waves (arrows) are clearly interdependent in both 
halves, while others are independent. 


ratus interaction could account for the time lag in the responses 
of one of the halves, with sometimes the front and sometimes the 
hind one preceding the other by a time interval appropriate to the 
known velocity of spread and the distance separating the electrodes. 

A final experiment to demonstrate the distance action of the 
electrical fields eliminates even the local injury produced by a cut. 
One isolated brain is caffeinized and placed in Ringer’s solution 
with a second uncaffeinized brain near it. Electrical activity in the 
hemisphere of the untreated brain is practically nil when the two 
are not in contact. On moving the untreated specimen so that its 
olfactory bulbs are in contact with the caffeinized hemisphere, 
however, the previously inactive brain shows a strong potential 
rhythm. This promptly disappears when the two brains are again 
separated (Fig. 15). 
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some years ago, Gerard, 1932, p. 547, and has recently been de- 
veloped independently by Gesell, 1939.) We may assume further 
that the dendritic end is negative to the axone and that increased 
negativity of the latter is associated with action and the discharge 
of nerve impulses. This is in harmony with the fact that the large 
initial potential swing of a spreading caffeine wave is surface 
positive and with the directional effects of polarization. Referred 
to the outside, these effects are in the reverse direction to those in 
nerve, just as the polarization assumed for the cell sheet is the 
reverse of that of the membrane in nerve. 

The sheet of cell batteries oriented in parallel serves to maintain 
polarization across this layer despite the continuous leakage of 


VENTRICLE 


Fic. 16.—Schema of cell layer in frog’s cerebral hemisphere. See text. A 
caffeine wave is spreading as indicated by arrow 3 and has just discharged the 
neuraxial polarization of cell A. Cell B is discharging. The amplifier shows a pial 
surface positive wave of. 1 mV. The usual interior-exterior polarization of the 
neurone surface is shown for cell F. 


current through the intercellular conducting fluid between cells. 
When, however, one or several of these cell batteries in a small 
region lose their oriented polarization—that is, when the axone 
hillock becomes less positive and so approaches the potential of 
the dendritic end—then a considerable increase of leakage between 
the two surfaces of the sheet can occur in this vicinity. Adjacent 
cells are thus allowed to depolarize and the effect can spread. 
Though the morphological substratum is entirely different from 
that of the nerve fibre and the propagation of nerve impulses as 
such is in no way involved, it will be recognized that this picture 
of interneuronal spread is fundamentally identical with that of 
the nerve impulse. The rate and effectiveness of such field propa- 
gation are dependent on the factors previously considered, again 
analogous to those controlling impulse velocity in the nerve fibre. 
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When the units are highly irritable and are manifesting a spon- 
taneous potential rhythm, t htest field set up by a pace-maker 
group suffices to catch other units at ntially ime potential 
phase and so bring a t synchronou ts. W irritability is 
less or spontaneous potentials minimum, pote hans move 
more slowly, for each unit requires time 1 to the change 
produced by activity predeces t wave 
spreads gradually 

The spreading caffeine wa\ nto thi t re- 
mains to account for th t that not spt ymmetrically 
but rather in a longitudi tio1 the hemisphere. This 


would necessarily « notl potent gradient on a 
grosser scale existed \ rent portio1 the brain, for 


the waves would natu t to travel along pt ting potential 
gradients. That such exist betw lfactory bulb 
and occipital pole has tablished by dit measurement 
with a potentiometé unpolarizable elect: system. The 
olfactory bulbs are two millivolts or more ne; he occipital 
pole. Further, the above hypoth« calls for ntained poten- 
tial between the pial and the ventricular surfa he hemisphere 
with the latter positive. W1 tested, a potent vas found with 
the predicted orientation and 8 to 10 millivolt nitude. This 
voltage gradient perpendicular to the cell t increased by 
caffeine, and abolished ! ther, 1 tter reversibly. 

These voltage studies \ be reported 1 t lsewhere but 
it is now established that the xist tl] 9 rebrum thre 
levels of polarizatio1 mem 
brane; from dendrite to axone hillock the single neurone, per- 
pendicular to the brain surface; and from rostral to caudal pole 
of the entire hemisphere, along large numb f separ neurones. 
These considerable and regularly urring pote! fiel eem to 
be of great significance in the normal and pathological functioning 
of the brain. Perhaps the spread of epileptic activity about the 
brain depends in part on such electric currents ; and the unexplained 
phenomena of electronarcosis (Silver, 1939) begin to take on 
meaning in terms of polarization gradients. We hope to elucidate 
further the mechanisms through which the potentials control 
action, and the metabolic gradients which must be re sponsible for 
their maintenance. 


i 


Mar. 


pon- 
aker 
ntial 
ty is 


hove 


for 
ntial 
bulb 
nent 


The 


per- 
pole 
nes. 
n to 
ning 
the 
ined 
on 
date 
itrol 


tor 


1940 | R. W. GERARD AND B. LIBET 1149 


SUMMARY. 


Brain potentials can be used within limits as an index of the 
action of cerebral neurones. The recorded waves are the envelope 
of the beats of many single neurones and their profile depends on 
the shape of the unit potential and the temporal relation of the 
many units. 

The isolated frog brain, with relatively few and similar neurones 
which can be subjected to a wide variety of experimental condi- 
tions, is especially favorable for studying the control of potentials. 
Mammalian brain in situ, so far as similar experiments' have been 
made, shows like behavior. 

The olfactory bulb of the isolated brain gives an electrical beat, 
at six per second, larger and more regular than before removal 
from the frog. Under varied conditions, the frequency, still regular, 
may be shifted from one to 50 per second and the single wave 
from a sine to many highly skewed forms constantly repeated. 
Such patterns indicate strong unison of the many cells and so re- 
produce the potential profile of the unit. 

The unit beat is controlled by the metabolism of the cell, oxida- 
tive or glycolytic energy supplying the driving force. It is also 
controlled by a trip mechanism, presumably the cell membrane, 
which determines the frequency of oscillation at constant drive. 

\mplitude and frequency vary inversely as the trip mechanism is 
altered, together as metabolism is changed. 

Control of cell potentials mainly through metabolism is con- 
sidered in the cases.of: oxygen lack, narcosis, cyanide, glucose 
lack, insulin, B, avitaminosis, iodoacetate, and nicotine poisoning. 
The action and interaction of these and subsequent agents is 
presented. 

Control mainly through the trip mechanism is considered for: 
altered osmotic pressure, sodium, potassium, calcium, magnesium, 
and hydrogen ions; for neural stimulation and, in more detail, for 
polarization by constant currents. 

Unification of the beats of the many units into synchronous or 
simultaneous patterns must depend on the propagation of nerve 
impulses or on electric fields and currents. The mechanism of 
unification is analyzed and tests for its effectiveness are described. 
The following conditions favor unison: high temperature and cal- 
cium, low potassium and sodium, diminution in afferent nerve im- 
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DISCUSSION. 


Dr. Wiper PENFIELD (Montreal, Canada).—Dr. Gerard showed a very 
interesting fact that in the isolated brain the waves which he records electro- 
encephalographically were communicated to another adjacent brain which was 
simply abutted to the first brain. As I understood, he assumed that this 
might indicate that an epileptic discharge occurs not along neural pathways 
but diffusely through the brain also. I should like to ask whether this isolated 
brain can be made to produce by electrical stimulation anything that resembles 
an epileptic seizure, as determined electrically. “ 

Also it seems to me he is assuming what Dr. Lennox also assumed, that 
the essential characteristic of epileptic seizure is the electrical wave, which 
seems to me is open to much discussion. 
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INSULIN SHOCK TREATMENT OF SCHIZOPHRENIA. 
3y FANNY G. HALPERN, M.D., SHANGHAI.* 


The differences of opinion about the insulin shock treatment of 
schizophrenia and its results are such that any new contribution to 
this issue appears justified, the more so as observations herein 
recorded were made on patients who differ from those observed 
in western countries in respect to their race and who live under 
different climatic and social conditions. 

Since other observations in the sphere of neuro-psychiatry point 
to the fact that there exist some differences between the Chinese 


t 
d western people with regard to the symptoms of the disease and 


aul 
reactions to therapy, it is of interest to determine if any differences 
also exist with regard to the insulin shock therapy. 

We are fully aware of the deficiencies and errors attached to 
statistics calculated from a comparatively small number of patients 
and we realize that the judgment of the results of every method of 
treatment in psychiatry as well as the classification of cases is bound 
to meet with considerable difficulties. Nevertheless we give the 
results of our observations by means of statistical tables for con- 
venience in discussion though we do not lay claim to their mathe- 
inatical value. 

As to the technic of the treatment, we followed Sakel’s method 
in general. 

We begin the treatment by introducing a preparatory phase (Sakel’s 
phase I) in which gradually increasing doses of insulin are given. The dose 
which is followed by an apparent physical reaction and mental shock is 
maintained. The shock phase (phase II) consists of production of series 
of hypoglycemic shocks. The rest phase (phase III) is the insulin free 
interval between series of severe shocks. We finish the treatment with the 
“polarization phase” (phase IV) during which smaller doses of insulin are 
given sufficient to produce hypoglycemia without coma in which the patient 
is left for five hours daily. 


* Professor of neurology and psychiatry at the Medical School of the St. 
John’s University, Shanghai; formerly professor of neurology and psychiatry 
at the National Medical College. 

From the division of neurology and psychiatry of the National Medical 
College of Shanghai. 
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At the beginning of the shock, w er the state which the patient’s 
contact with the outside world ¢ und his response to tactile and acoustic 
stimuli disappears. The optimal e proved t that amount of insulin 
which causes somnolence and occasionally sig1 { motor irritation within 
the second hour after the inject and the beginning of the shock in about 
three hours. We try to obtain the deep shock with loss of corneal reflexes 
and positive Babinski’s sigt the fourth till the fifth hour after the injection. 
According to the individual case, we leave the patient 20 minutes to 1 hour 
in deep coma thus extending t tot ypog!l mia from 44 to 5 hours. 
During the hypoglycemia we carefully watch the physical condition of the 
patient—regularly registering the pulse rate, blood pressut the appear 


ance of various neurological 


We must emphasize that we frequently deviate from the above 
routine method in individual cases for each of which the optimal 
procedure must be found 

In general, we termit the hypoglycemia in stuporous or 
severely inhibited cases during the stage of the hypoglycemic excite- 
ment but observed that though many patients reacted favorably 
to this procedure, others respond only to deep comas. Psychomotor 
excitement could be remo\y by slight shocks or even by under- 
coma doses of insulin in quite a number of patients. In other cases, 
however, though less numerous, hypoglycemia without coma had 
an obviously exciting effect on the patient and the excitement could 
be removed by deep comas in the course of further treatment. In 
paranoiac types as well as in schizophrenics with depressive-hypo- 


11 


chondriac features we usually use comas of long duration, while in 
cases of “acute schizophrenia” less deep and long shocks proved 
to be sufficient. 

The physical symptoms of hypoglycemia in the Chinese are 
similar to those observed in occidental people 

The mental condition varied in individual patients throughout 
the treatment. In a few cases, im 


was obvious during 
the preparatory phase, in some others a sudden improvement oc- 
curred after a few shocks, but mostly the remission only very 
gradually developed in the course of the shock therapy. In most 


cases the fading of the secon h 


ary schizophrenic symptoms such as 
hallucinations, delusions and disturbances of psychomotility oc- 
curred much sooner than the improvement of the schizophrenic 
changes of personality which usually could not be removed at all. 

For the great majority of cases we could not confirm Sakel’s 
observation—+. ¢., that at the beginning of treatment the patient 
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first becomes lucid during the hypoglycemia while in later stages 
of the therapy the periods of lucidity occur after termination of 
coma. Although in single patients, mostly catatonias, a sudden 
brightening of the psychosis set in during the hypoglycemia, in the 
overwhelming majority of patients improvement began so gradually 
that neither the time of its beginning nor the manner of its de- 
velopment could be indicated. The clinical picture of the psychosis 
was mostly changing without any regularity throughout the treat- 
ment so that hours or days of lucidity were frequently followed by 
psychotic phases of variable duration. 

We also had no opportunity to observe among our patients Sakel’s 
so-called ‘‘activated psychosis” or “reversal of the reaction.” Ac- 
cording to Sakel, improved patients who already are non-psychotic 
after the termination of the shock in the afternoon, become psy- 
chotic again during the hypoglycemia. This so-called “activated 
psychosis” is supposed to reproduce the picture and course of the 
individual psychosis in an image-like and concise form. The treat- 
ment shou!d be continued until the activated psychosis during the 
hypoglycemia disappears. We could observe, of course, that some 
of the patients who were already clear in the afternoon, regularly 
became confused during the hypoglycemia and the confusion was 
frequently connected with wild psychomotor excitement, some 
mannerisms and grimacing. This “hypoglycemic psychosis,” how- 
ever, was not a reproduction of the original schizophrenia and 
happened to occur throughout the whole treatment, disregarding 
the duration of the therapy and the mental condition of the patient 
when not in hypoglycemia. We incline to consider this hypogly- 
cemic confusion as a sign of intoxication by high insulin doses, 
not being able to find out if this type of reaction to overdoses of 
insulin has any relation to the schizophrenia at all. 

Among the patients with remissions in whom the shock therapy 
was terminated in spite of the occurrence of the hypoglycemic psy- 
chosis, no more relapses of schizophrenia occurred than among 
others who did not react in such a manner to insulin. 

From November, 1936, until March 1, 1939, there were treated 
at our division 76 patients by the insulin shock method, 11 of whom 
were foreigners, the others Chinese. Six of these patients are still 
under treatment at the present writing while in 13 cases the treat- 
ment was prematurely discontinued. In eight patients the treatment 
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TABLE II.* 
RESULTS OF SHOCK THERAPY. 
Results. 
+++ + 
Per Per Per Per No. of 
Cases. cent. Cases. cent. Cases. cent. Cases. cent. cases 
Total cases ...... 20 35-75 7 12.41 11 19.48 18 32.14 56 
Duration of disease 
under one year. 18 75.0 4 20.0 oO. Oo. 3 5.0 25 
Duration of disease 
over one year... 2 6.45 3 9.68 11 35-48 15 48.39 31 


From Table II it becomes evident that the prognosis is to a great 
extent dependent on duration of the disease. Patients with duration 
of disease under a year show remarkably more full remissions than 
chronic cases while the number of negative results is greater in the 
group of chronic schizophrenia. 


TABLE III. 


RESULTS OF TREATMENT IN ACCORDANCE TO THE DURATION OF THE DISEASE 
WITHIN THE GROUP OF CHRONIC CASES. 


Results. 
+++ +4 + 

Duration of Per Per Per Per Total 
disease. Cases. cent. Cases. cent. Cases. cent. Cases. cent. cases. 

eee 2 18.18 2 18.18 3 27.27 4 36.37 II 

FORMS 11.11 4 44.44 4 44-44 9 

2 3 II 15 31 


Table III shows that with increasing duration of disease in the 
chronic cases, the chances for remission decrease markedly. 

With regard to the ratio between the duration of the treatment 
and the duration of the disease, the opinion given in the first report 


* Table I, containing details of individual cases, is not printed for the 
sake of brevity. The table contains personal data about every patient as to 
sex, age, type of schizophrenia, duration of the disease, duration of therapy, 
result of treatment, shock dose at the beginning and in the later stages of 
treatment as well as remarks concerning individual cases. Any information 
about a particular case will be gladly given on inquiry. 

A preliminary report on the insulin shock treatment at our division was 
given to the Biennial Conference of the Chinese Medical Association, Shang- 
hai, April 1937 (Halpern, Chinese Medical Journal, 52: 541-548, Nov. 1937). 
Some differences between the first and the present report are due to a longer 
period of observation and a greater number of patients. 
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the late recovery is virtually a spontaneous remission which would 
have occurred without the shock therapy. 

Similar considerations seem to be justified in several other acute 
cases in which the shock therapy which lasted a few months finally 
led to a remission. This consideration seems all the more justified 
in Chinese patients, as according to observations among Chinese 
more spontaneous remissions occur than among Westerners.* 

As example may be cited case 9, female, age 23, first attack of paranoiac 
schizophrenia, duration of disease 3 months. The patient did not respond 
to the shock therapy for 24 months at all. With continuation of treatment 
for 4 months a slight improvement appeared which turned into full remis- 
sion 6 months after completion of the shock therapy. Consequently, the 
patient finally recovered 13 months after the onset of her psychosis. In this 
and similar cases which were under observation it is very questionable 
whether the remission is due to the insulin shock therapy at all. 

However, there are other cases in which the remission was 
obviously connected with the treatment, e. g., in patients in whom 
symptoms suddenly disappeared after a few shocks only. In chronic 
cases, however, with changes of personality we cannot consider 
such sudden improvement as real recovery for only the striking 
secondary symptoms of the disease disappeared while the essential 
change of character remained. 

Discussing the dependence of the remission on the therapy, one 
case must be mentioned in whom each improvement of the mental 
condition was connected with the shock therapy while each inter- 
ruption of treatment was followed by a regression of the psychosis. 

Case 4, female, age 28, paranoiac schizophrenia with acute origin, duration 
of the disease four months, final result of the shock therapy +++. After 
14 days of treatment (only a few comas) full remission occurred. On inter- 
ruption of the treatment for physical unfitness, the mental condition gradually 
became worse. Mild shocks were induced again and led to full remission after 


six weeks of treatment. During phase IV psychotic symptoms appeared 


again and could finally be removed by a few more deep shocks. 


* In some patients cardiazol shock therapy was introduced after an un- 
successful insulin shock treatment or vice versa. In a few cases improve- 
ment occurred thereafter. In two of these patients (case 37 and 51) the 
improvement was evidently due to the supplementary therapy. In the others 
however, who suffered from the first attack of schizophrenia of short duration, 
it appears doubtful that the final remission is a result of the subsequent shock 
therapy since both treatments together covered such a long period that the 
probability of remission during the later treatment was greater than at the 
time of the first shock therapy. 
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hallucinations usually respond better to the therapy than the unpro- 
ductive and inhibited autistic types; and excited catatonias better 
than stuporous cases. 

Table V demonstrates the results of therapy in patients with 
duration of disease under one year with regard to the manner of 
origin of the disease. 

It is evident that chances for remission are better in cases of 
schizophrenia which begin in an acute way than in patients with a 
slowly developing psychosis. Although acute schizophrenics also 
show most inclination to spontaneous remissions, yet the percentage 
of full remissions in treated patients is higher than in the non- 
treated ones. 


TABLE V. 


RESULTs ACCORDING TO THE ONSET OF THE DISEASE IN THE CASES WITH 
DURATION OF THE DISEASE UNDER ONE YEAR. 


Results. 
Origin of the Per Per Per Per Total 
disease. Cases. cent. Cases. cent. Cases. cent. Cases. cent. cases. 
Acute .... 12 85.71 I 7.14 I 7.14 14 
Gradual ..... 6 54-55 3 27.18 2 18.09 11 


In patients with a long duration of disease the results of shock 
therapy are not evidently dependent on the form of the onset and 
therefore such cases are not included in Table V. 

The number of patients with schizophrenia simplex, hebephrenia 
as well as circular types of dementia precox who were given 
insulin shock therapy is too small to justify conclusions. At any 
rate, it seems that in hebephrenia and dementia simplex the prospect 
for remission is rather poor. 

In the former publication it was stated as an impression that 
schizophrenics with depressive-hypochondriac features do not re- 
spond well to shock therapy, similarly to the greater resistance of 
hypochondriac-melancholic types of general paralysis towards 
malaria therapy. With a greater number of patients and longer 
observation, the previously given opinion must be revised as quite 
a number of such cases (cases 9, 14, 27, 40) had a full or good 
remission. 

The maximal-minimal and average doses necessary to produce 
coma are evident from Table VI. 
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schizophrenic people, even diabetics, react more intensely to insulin 
than schizophrenics, lower doses than those used in schizophrenics 
presenting for them serious physical danger. 

Proceeding along this line of thought we may imagine that with 
the improvement of the balance of the regulatory vegetative appa- 
ratus during shock therapy, the irritability of the nerve cell towards 
insulin becomes greater. Also in cases with no obvious clinical 
improvement, the influence of the shock therapy upon the neuro- 
vegetative system cannot be excluded. 

It is interesting to state that of the nine patients in whom the 
dose was increased or remained unchanged during the therapy, only 
two had a good remission while the remaining patients did not 
show any essential improvement. A remarkable attitude with regard 
to the shock dose is illustrated in Table VII concerning case 4, 


TABLE VIL. 
Case 4 Insulin 
shock dose. 

First treatmer f 2 weeks’ duration, remission t +).. 
First relapse— 3 weeks after interruption of the shock therapy............. ° 
Second treatment of six weeks’ duratior 

Second relapse (at the end of phase IV) 
Chird treatment of six weeks’ duration: 


mentioned previously in another connection, in whom every im- 
provement was accompanied by decrease of the shock dose while 
every time the condition became worse the coma dose became 
higher. 

In this particular case we have the impression that the coma dose 
would be an indicator for the mental condition of the patient. How- 
ever, the observation on this patient was not made in other cases 
who presented similar fluctuations of the shock dose without corre- 
sponding changes of the mental condition. In some cases it was 
found that the shock dose must be raised with resumption of treat- 
ment after an occasional interruption but without regression of the 
mental condition during the rest phase. 

At the time of writing, 7. e., after two years’ observation, relapses 
have occurred in five of our patients who showed full remission, 
25 per cent of all full remissions. The occurrence of the relapse 
varied from 4 to 12 months after termination of the therapy. In 
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the majority of these patients the repetition of shock therapy did 
not give as good results as the first treatment and only one, a 
catatonia which relapsed after four months, became well again. 

[MAR 


The method used and general observations made durin 


luring insulin 
shock treatment of schizophrenia are discussed 


g 

From November, 1936, to March, 1939, 76 cases of schizophrenia 
were treated ; 56 of them finished the complete course of therapy, 
the remaining 20 are either still taking the treatment or the treat- 
ment was interrupted for various reasons. 

A higher percentage of patients in China compared with those 
in western countries proved to be unfit for insulin shock treatment. 
Observations point more to climatic than to racial differences. 

From this study, the prospect for remission appears to be de- 
pendent on the duration of the disease, the type and course of 
schizophrenia as well as the form of the onset, cases with an acute 
onset showing more inclination for remission than those with a 
gradually progressive course. 

The duration of the treatment until remission is not dependent 
on the duration of the disease 

Remissions in certain cases with protracted treatment or late 
remissions after shock therapy cannot be positively considered as 
the result of the shock therapy. 

The shock dose shows lower average values in cases with shorter 


duration of the disease than in chronic cases. The dose required 
for a shock usually decreases during the course of treatment. 
In one particular case, the shock dose fluctuated in accordance 


with the mental condition of the patient 
Relapses occurred in 5 of the 20 cases with full remission after 
the shock therapy. 


I wish to express my thanks to Drs. John C. Tseng and Richard 
Wang for their valuable assistance. 
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CLINICAL OBSERVATIONS IN THE INSULIN 
TREATMENT OF SCHIZOPHRENIA. 


PRELIMINARY REPoRT.* 


PART I. 
THE SYMPTOMATOLOGY AND THERAPEUTIC FACTORS OF THE INSULIN EFFECT. 


By JACOB P. FROSTIG, M.D., 
Department of Psychiatry, Medical School, University of California. 


The treatment of schizophrenia by the use of insulin was intro- 
duced in Vienna by Manfred Sakel. Experiments with large 
amounts of insulin had been made earlier but the investigators 
failed to comprehend fully the importance of their observations 
and therefore did not draw adequate conclusions. It is greatly to 
the credit of Sakel to have clearly understood the meaning of psy- 
chic improvements which accidentally occurred while he was treat- 
ing drug addicts with insulin and, in spite of many difficulties, to 
have courageously persisted in his experiments and the application 
of his findings to the treatment of schizophrenia. 

Early surveys of the results of this treatment have shown that 
it is as a rule very effective when applied in cases of relatively 
short duration but that the rates of improvement and recovery vary 
greatly in different treatment centers. For example, several care- 
ful investigators report complete recovery in approximately 70 per 
cent of their cases while others report no more than 20 per cent to 
30 per cent of improvement. The writer had the opportunity to 
observe the administration of the insulin treatment in many hos- 
pitals in Europe and has attempted to analyze a number of com- 
munications reporting low rates of improvement. Both personal 
observation and critical analyses of results led him to conclude that 
the wide variations in the effectiveness of this therapy are due for 


*From the Harlem Valley State Hospital, Wingdale, N. Y., and the 
Department of Psychiatry and Neurology, Albany Medical College. 

Detailed results will be published later. Co-workers in testing and 
recording were: J. Kister, A. Manasson, W. Matecki, Ch. S. Muller, 
I. Persyko. 
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the most part to differences in its application. These differences | The 
may have been chiefly due to the fact that the directions of the 
wide 
Vienna Clinic were not as clear as they might have been. No 7 tl 
clear directions for accurate insulin dosage were formulated, the Gabi 
depth of shock was not defined and no information was given con- = 
cerning the optimum duration of the insulin effect. Whatever the otal 
reasons, the following factors were poorly understood at the time 1 
the writer began his investig (: 
1. The quantity of insulin re sired ettect 
2. The depth of the insulin effect (, 
3. The duration of the insulin effect ( 
Because it is impossible to investigate three unknown factors ( 
simultaneously, it was decided to set the duration of the insulin 
effect arbitrarily at five hours. The time factor was chosen because 
it was the only one of the three which could be set as “constant’’ 
in advance. The premises upon which the writer based his investi- 
gations were therefore: lenc 
(a) The dose and the depth as variable factors. per 
(b) The time as a constant factor and 
(c) Improvement to be used as measure of the efficacy of the con 
method. No changes in method to be made in those cases in which bod 
improvement did not occur. and 
Having set the duration of the insulin effect as the constant, the des 
writer had the task of determining the relationship between the ser 
size of the dose and the depth of the insulin effect. Inasmuch as belt 
the depth is a progressive function it was necessary to evolve a pre 
system of recording by which not only the quality of the symptoms eitl 
but also their time relationship could be recorded. vel 
The investigation was made in the Psychiatric Institute inc! 
‘“*Zofiowka,’” Warsaw, Poland, and repeated at the Harlem Valley sev 
State Hospital, Wingdale, New York he daily course of eve ry ina 
treatment was recorded on special charts, complete examinations por 
being made every 15 minutes. The results are based upon the sha 
observation of 195 cases representing a total of 6587 insulin days. pat 
Part I deals with the general results and conclusions only. ne> 
no 
SYMPTOMATOLOGY OF THE INSULIN EFFEC1 | 
The symptomatology of the insulin effect is undoubtedly related of 
to the functions of the central and autonomic nervous systems. car 


194 
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The dose necessary to produce cerebral manifestations varies 


7 units to a maximum of 520 units 


widely, from a minimum of 17 


in the cases here reported. The following description of the symp- 
toms is based upon statistical evaluation of 2000 treatment records. 
It is possible that analysis of the entire material will result in 
slightly different findings, but the difference will not be great. 

The symptoms may be divided into five clinical groups: 

(a) Disturbances of consciousness. 

(b) Disturbances of exteroceptive and interoceptive sensitivity. 

(c) Disturbances of motor functions. 

(d) Disturbances of the autonomic nervous system. 


(e) Psychotic disturbances. 


A. DISTURBANCES OF CONSCIOUSNESS. 


(he first evidence of disturbed consciousness is usually somno- 
lence, which appears in 97.2 per cent of all shocks. Speech is slow, 
perception and thinking become more difficult, orientation ts poor 
and the threshold of psychic reactions is heightened. The patient 
complains of being hot or cold and there are disturbances of the 
body scheme. Macropsia, micropsia, metamorphopsia, dizziness, 
and sensations of floating may occur. Spatial changes have been 
described (Benedek). Apraxia, agnosia or aphasia may be ob- 
served. The clinical picture of this phase varies greatly. Angyal 
believes that its variations depend chiefly upon individual cortical 
predilection for the effect of insulin; that effects may originate 
either in the frontal, parietal or occipital regions. Clouding de- 
velops, as a rule, slowly and progresses wave-like as its depth 
increases. Speech becomes slurred, sometimes bradylallic; per- 
severation, echolalia, and echopraxia are often noted. In some cases 
inarticulate screaming and groaning continue throughout the stu- 
porous state. Often stimulation by noise or light, addressing, or 
shaking the patient causes a brief clearing of consciousness. The 
patient becomes oriented and speech is more distinct but with the 
next wave of clouding falls asleep again or becomes restless. Finally 
no contact can be established. 

Loss of consciousness is recorded when intentional acts either 
of speech or voluntary motion are no longer observed. The patient 
can be aroused from this state neither by touch nor by call, although 


| 
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he may react to pin-prick 


e\ 1 few 
words. 

This lighter degree of un vill lled tupor). 
It is characterized by the foll 

(a) Stronger stimuli evoke « { ming, flight 
reflexes, and defensive movement Very strong stimuli may vaken the 
patient. Sometimes myoclor spasms 


cause awakening also. 
(b) Either the sympathet r the t mic syst 


remains in balance. 
(c) Motor symptoms are u 
The deeper stage of uncor chai the 
following : 
(a) The patient cannot be a ternal internal stimuli 


(b) The balance of the aut vous ten t tinctly 1 
ward parasympathetic preponds 

(c) The muscles are hypot 
and small in amplitude. 

(d) The lid and corneal ref 
and Rossman). 


B. DISTURBANCES OF EXTERO( 
INTEROCEPTI\ S9ENSITIVIT 


The changes in the state of consciousness art 
distinct alteration of sensitivity to internal and external stimt 


During the period which immediately follows the loss of con- 
sciousness the exteroceptive sensitivity increases 1 rkably. A 
flash of light, the stroke of a hammer; every ext us 
evokes a quick response. In the early phase the res] es assume 
the character of flight reactions. Later they are in the nature of 
myoclonoid twitchings and athetoid movements. With increasing 
depth the sensitivity to light and noise decreases, while simul- 
taneous increase in the sensitivity of the muscles is observed. Pas- 
sive movements of the extremities or stroking of the muscles 
instantly increases the tonus or produces a tonic spasm. Finally 
when the coma becomes very deep no es ¢ elicited. 
The disappearance of the corneal reflex indicates that the biologic 
border of reversible changes has been reached. 
C. DISTURBANCES O MOTOR FUNCTION 


Motor symptoms begin with hypotonia as early as the end of the 


first hour after injection of insulin. Simultaneously weakness of 
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muscles is observed both subjectively and objectively. Hypotonia 
was noted in 97.4 per cent of all shocks. Hypotonic episodes occur 
in every phase of the insulin effect. Early hypotonia is sometimes 
accompanied by a fine though intense tremor. 

Almost simultaneously with sopor motor restlessness sets in. It 
may begin independently or develop from the drowsy semi-pur- 
poseful movements of the presoporous somnolence. Sometimes 
psychotic excitement states precede the development of sopor. 
Motor restlessness consists of fragments of motions resembling 
parts of a purposeful action. They may be identified with ideo- 
motor movements (Kretschmer) or pseudospontaneous movements 
(A. Flach). The patient attempts to get up, beats the air with his 
hands, carries out complicated movements of body and limbs. The 
movements are often hypometric or hypermetric, sometimes slow, 
often quick. A pin-prick causes first flight reflexes then movements 
of wiping in the region of the stimulus. Sometimes there is an 
uncoordinated storm of movements with pronounced motives of 
flight or defense, and erotic fragments are also observed. 

Primitive movements crystallize out of motor restlessness most 
often but they may appear independently as the first sign of motor 
disturbance. They are observed in 71.5 per cent of shocks. We 
“schnauzkrampf,” biting of the lips, kissing and sucking 
movements, protruding of the tongue, licking of the lips, scratch- 


have seen 


ing, thumb sucking, rubbing the face and trotting and climbing 
motions. Primitive movements are always accompanied by forced 
graspings, which may occur earlier and persist longer than do the 
primitive movements themselves. 

Approximately at the time when consciousness is lost clonic 
witchings appear. They are observed in 79.2 per cent of shocks. 
Almost always unilateral at their inception they begin in the muscles 
of the face, especially at the angles of the mouth and in the muscles 
of the chin, spreading to the muscles of the eyebrows, lids and 
lips. Only later are clonic twitchings of the upper and lower ex- 
tremities observed. 

The above described group of symptoms is followed by another 
more definite and distinct syndrome which can easily be identified 
as the hyperkinetic-hypotonic syndrome (Lothmar and others). 
Along with clonic twitchings electric-like symmetrical twitchings 
appear. They are seen in the face, in the muscles of the neck and 
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extremities, sometimes developing gradually from the clonic 
twitchings. Occasionally they spread gradually over the entire 
body and become increasingly violent. The effect of these move- 


ments on the joints is very distinct and the amplitude is compara- 
tively large. They resemble the paramyoclonus multiplex (Fried- 
reich). The writer prefers to designate them as myoclonoid 
twitchings. Sometimes they occur en ma tl 


en masse, their rapidity and 
intensity increasing until a generalized attack seizes the entire body. 


Genuine myoclonias (not producing motion) are also ol 


I served, 
but rarely. 

Choreiform movements appear quite frequently while athetoid 
movements are less often seen. The latter slow down the rapidity 
of the primitive movements and change them to grotesque postures 
by causing hyperflexion of the various joints. During the athetoid 
spasms the foot and great toe are dorsally flexed. The stimulus 


for the Babinski sign elicits atonic dorsal flexion of the toe. The 
hemiballisms involve the upper extremities and show theit typical 
character, as if something were thrown. 

Early torsion spasms start with sympathetic spasms of the lids 
and one-sided movements of the extended or flexed trunk which 
begin mostly in the shoulder girdle. The twisting effect is a very 
considerable one, the movements being executed on a vertical or 


a horizontal axis. Rigor can sometimes be detected during the 
myoclonoid twitchings. Later the muscles are wax-like and plastic. 


Individual elements of the hyperkinetic-hypotonic syndrome 
occur almost always but they dominate the picture only in 38 per 


Lil 


cent of all shocks. As the shock proceeds to a greater depth the 


I 
hyperkinetic phenomena become less frequent. Spontaneous mov 
ments become rare and their amplitude decreases. The muscles 


are still hypotonic but striking the skin or flexing the joints may 
produce increased tonus, which occurs either rapidly or slowly. 
Rapid increase of the tonus is often accompanied by a rough cloni 
form tremor caused by rapid relaxation of agonists and antagonists 
alternately. Sometimes these shaking movements seize the entire 
body. The muscles are tense and the body assumes various posi- 
tions which depend upon the different static reflexes released by 
suppression of the higher centers. 

As time passes the increased tonus takes on the character of 
tonic spasms. During the tonic spasms the arms are frequently 


194 


pres 
are 

turn 
wit 
may 
inte 
tow 
to 


in é 


‘| 

syll 

ten 

eye 

op] 

shi 

| 

TI 

Tl 

an 

j ce 

th 

al 

Ww 

tl 

fi 

S] 

| tt 

\ 

t 


1940 | JACOB P. FROSTIG 1173 


pressed close to the torso and flexed at the elbow, and the hands 
are clenched in tetanic position, sometimes in a fist with thumbs 
turned inward. The lower extremities are usually extended, often 
with pes varus and the toes in claw-like contraction. The spasm 
may last some seconds or several minutes and is followed by an 
interval of hypotonia during which there is a continuous tendency 
toward spastic reactions. Any attempt to flex the limbs is likely 
to cause repetition of the spasm. Tonic spasms were observed 
in 82.6 per cent of all shocks. 

The tonic spasms are followed by late torsion spasms, the leading 
symptoms of which are conjugate deviation of the eyes with slow 
tense turning movements. In crossed torsion spasms the head and 
eyes move in one direction while the torso and extremities turn 
oppositely. Torsion spasms were observed in 25 per cent of all 
shocks. 

Tonic spasms have the effect of lessening the depth of the un- 
consciousness, sometimes to the extent of complete awakening. 
These spasms are always accompanied by disturbances of the auto- 
nomic nervous system. 

As time passes the motor picture undergoes further changes. 
The tonic spasms still remain dominant but they now exhibit mech- 
anisms pointing to lower phylogenetic levels. The distribution of 
the tonus becomes quite different. The extremities are fully ex- 
tended, the extensor muscles being strongly contracted while the 
flexors are soft and hypotonic. The arms show internal rotation, 
the forearms are stretched out, with hands in pronation and fists 
clenched. There is opisthotonus and the lower extremities and feet 
are fully extended. These tonic extensor spasms are to be identified 
with the extensor spasms of animals made decerebrate by cutting 
the brain stem caudal to the nucleus ruber. These spasms are at 
first sporadic but later they appear more frequently. A single 
spasm may last from several seconds to two minutes. As in the 
case of other tonic spasms they are accompanied by definite dis- 
turbances of the autonomic nervous system. Tonic-extensor spasms 
were observed in 34.1 per cent of all shocks. 

The posture reflexes (Magnus and De Kleyn) were frequently 
seen. Upon turning the head passively to one side we observe a 
decrease of tension on the other side, while the limbs toward which 
the head has been turned show an increased tonus. 
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The tonic extensor spasms are the final form of the motor 
symptoms which may be immediately reversed when sugar is ad- 


ugal 
ministered. They indicate the biologic border of the motor group, 
just as the disappearance of the corneal reflex does for the decreas- 
ing sensitivity. 


Clinically demonstrable pareses were sporadically observed. 


Where the facial nerve was involved only the oral branches were 


affected. The oculomotor and abducens nerves were quite fre- 
quently weakened, occasionally during the presoporous period, 
causing disagreeable diplopia he pareses usually disappeared 
with the awakening but in some cases they lasted some hours longer. 

The reflex signs of pyramidal tract involvement appear compar- 
atively late, usually at about the time when increasing tonus is 
noted. First abdominal reflexes disay peat Che sign which we 
observed most frequently was that of Babinski, which was noted 
in 89.4 per cent of all shocks. The intensity of the pyramidal signs 


varies widely from time to time. At first they are markedly tonic 
and easily obtained. The reflex zone is extended and slight stimu- 
lation of any part of it produces instantly a pathological reflex ac- 
tion. As the depth increases the intensity of pyramidal signs 
diminishes. At first the Oppenheim disappears, then the Rossolimo. 
The Babinski, however, persists much longer. During the tonic 
and the tonic-extensor spasms no pyramidal signs can be elicited 
but all, or many of them, return during the hypotonic interval 
between spasms. 

Tendon and periosteal reflexes are at first strongly active, later 
weaker. Toward the end of the shock the many reflexes tend to 
disappear. Partial absence of reflexes was observed in 3.2 per 
cent of all shocks. Defensive movements, which must be consid- 
ered as closely related to changes in exteroceptive sé nsitivity, dis- 
appear with increasing depth of unconsciousness. Their absence 
was observed in 84.9 per cent of all shocks. Lid and corneal re- 
flexes are the last of the reflex signs to disappear. 


D. DISTURBANCES OF THE AUTONOMIC SYSTEM. 


The first and most constant sign of autonomic disturbance, noted 
in 99.1 per cent of all shocks, is perspiration. It is observed to 
occur intermittently and to be thick and viscid during the early 
stages of shock, and thin and watery later. The maximum rate of 
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excretion occurs during the coma, while its intermittent character 
is best observed during the period of tonic spasms. Salivary secre- 
tion was increased in go.1 per cent of all shocks. 

Respiration is deep and regular during the first two hours of 
the insulin effect, usually becoming irregular with the beginning 
of the hyperkinetic syndrome. During the tonic spasms expiratory 
dyspnoea is often observed and is probably the result of bronchial 
and glottal spasm. This is accompanied by violent compensatory 
action of the accessory muscles of respiration. In contrast with 
the effect of motor spasms, respiratory difficulties cause a marked 
deepening of the shock. During the deep coma respiration is de- 
pressed, shallow and slow. 

The temperature decreases throughout the shock. In 2.7 per 
cent of our shocks it was found to be as low at 86 degrees Fahren- 
heit when taken at the axilla. The decrease of body temperature 
is not closely related to changes in the clinical picture. 

The cardio-vascular system is more profoundly affected than 
any other and appears to be influenced by a number of factors, 
some of which are not related directly to changes in the brain. The 
pulse varies widely in both rate and volume and few consistencies 
are discernible. However some of the variations are found to occur 
regularly and are understandable when related to the following 
syndromes of the autonomic nervous system: 

(a) Immediately after consciousness is lost and simultaneously 
with the beginning of the hyperkinetic syndrome the face becomes 
flushed, the lids open widely and exophthalmia is observed. The 
pupils are dilated but react fairly well to light, the pulse varies 
between 120 and 140, and exteroceptive sensitivity is at its climax. 
This sympathetic syndrome occurs for the most part during the 
period in which hyperkinetic phenomena are observed. When tonus 
increases the pulse rate becomes slower and the balance between 
the sympathetic and parasympathetic branches of the autonomic 
nervous system is reestablished. 

(b) With every tonic spasm or tonic extensor spasm the pupils 
dilate and do not react to light, the pulse rate increases to 120 to 
180, and respiratory difficulties may cause cyanosis. In the interval 
between spasms the pupils become smaller, light response returns, 
and the pulse rate decreases to 60 or less. 
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(c) As the insulin effect 
tensor spasm recedes to the 
hypotonic intervals becoming 
face is now pale and sunken, t 
gradually become smaller, 
lost. The pulse decreases ti 
level while respiration is depré 
reflexes weaken and finally 


drome indicates that the great 


sistent with safety has been ré 


are likely to be irreversible, and p1 


and respiratory difficulties 
The parasympathetic synd 
sensitivity were studied 


gether with I. M. Rossman, \W 


G. Fuchs, the details of 


E. PSYCH( 


Psychotic disturbances occu! 


shocks, and were, as a rule, p1 
of the patients’ particular 


states of catatonic excitement 


it 


dromes. Sometimes anxiety, d 


served, and rarely compulso 
Psychotic disturbances appear it 
times during the spontaneous 
ment” (Sakel) must be count 
later than others, shortly befor 


consciousness in the spontan¢ 
hunger excitement. 


ABNORMAL OcCCURREN( 


Abnormal occurrences dut 
roughly into two groups: 

(a) There are occurrences 
various organs of the body, 


spasmus glottidis, choking cause 
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(b) Occurrences which are specific for the insulin effect and 
are due to a changed response of the brain, caused by the admin- 
istration of insulin. These are convulsions and protracted shock. 


CONVULSIONS. 


Seizures occurred only in 2.8 per cent of all shocks. The writer 
was able to describe three groups of seizure-like occurrences in 
the course of treatment. 

1. The Myoclonoid Vascular Collapse (¥Frostig).—These sei- 
zures occur always in the hyperkinetic phase whether this phase 
appears early or late. The hyperkinetic and the sympathetic syn- 
dromes are always strongly marked before the fits develop. These 
seizures are characterized by the following symptoms: 


(a) They are often initiated by forceful, electric-like myoclonoid twitch- 
ings, which precede the main fit sometimes by one-half to one hour. 

(b) The beginning is mostly marked by conjugate deviation of the eyes and 
the following torsion of the extremities. 

(c) Then the myoclonoid twitchings become more rapid and generalized 
as the intensity and amplitude of the movements are increased. 

(d) Simultaneously with the motor attack the face turns pale, almost 
ashen gray, mucous membranes are livid, the pulse is slow, frequent and 
thready. 

(e) The seizure can be provoked by exteroceptive irritation. If during 
the seizure stimuli are used, the violence of the twitchings increases. 

({) The seizure ends sometimes with a tonic spasm and the tetanic posture 
of the hands. 

(g) Biting the tongue is rarely observed. Passing of urine does not occur. 


> 


2. The Epileptoid Seizure—These seizures occur while tonic 
spasms appear. 


(a) The start is marked by nystagmic movements of the eyes, conjugate 
deviation of the eyes. No twitchings precede the fit. 

(b) Then a tonic spasm appears. It is often accompanied by tetanic 
postures of the hands. Opisthotonus is also seen. 

(c) After a few seconds the tonic spasm relaxes and is replaced by 
violent clonic twitchings. 

(d) The face is at first bluish-red, the vessels are well filled, but after 
clonic twitchings cease the face turns gray. The facies show a peculiar, 
sharp expression. The pupils are dilated and show no reaction. 

(e) Biting the tongue is frequent, passing of urine rare, but relatively 
more frequent than in the type described above. 

(f) Exteroceptive stimuli do not provoke the fit and have no influence 
on the intensity of the symptoms. 
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apractic syndromes and sometimes a barely observable paresis of 
the facial nerve. 

The picture is closed by the signs of the amnestic syndromes 
(Korsakoff), which are always observed, although their intensity 
may vary. 

The Awakening.—Insulin effect is abolished by giving sugar. 
Sugar solution may be given in different ways. It can be admin- 
istered orally, if the patient is able to swallow; normally it 1s 
administered by nasal tube. When dangerous situations arise glu- 
cose may be injected intravenously. 

The manner of awakening depends entirely upon the method of 
sugar administration. If sugar is given by tube the awakening is 
a slow one and it takes place within a time-period of from ten to 
thirty minutes. If glucose is injected intravenously, the patient 
awakens rapidly, often during the time of injection. 

The manner of the regression of the symptoms depends pri- 
marily on the depth which is seen at the time of termination. For 
example, if beginning of unconsciousness and fully developed 
primitive movements are present at this time, these symptoms con- 
tinue for a little while longer ; then apractic and aphasic phenomena 
may reappear briefly. Gradually, within a few minutes the patient 
returns to his habitual state. The later the termination, the greater 
is the sector of regression and the more the scale of retrogressive 
symptoms is extended. If termination takes place during the deep 
coma, awakening must run back through the whole gamut of symp- 
toms which were previously developed during the shock. Extensor 
spasms reappear briefly and are forthwith replaced by tonic spasms. 
The coordination of the trunk and the extremities is split after 
a few torsions. Some myoclonoid twitchings follow, and fragments 
of athetoid and choreiform movements may be detected. Then the 
picture is dominated for a few minutes by primitive movements. 
A wave of motor restlessness may close the sequence. During the 
reappearance of the hyperkinetic symptoms the Babinski reflex 
usually disappears, but it may sometimes be elicited even in the 
phase of complete restoration. 

The symptoms of the autonomic nervous system regress rapidly. 
The change in the color of the skin is very impressive. Pallor 
changes to a healthy flush, the sunken and pallid features become 
firm and more coordinated. The pulse becomes fuller and respira- 
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tion is deep and regular. The temperature remains low but returns are 
to normal within one hour. Consciousness returns early, often as Che, 
early as the hyperkinetic phase, but attempts to speak or to act are kine 
disturbed by apractic and aphasic difficulties. Sometimes afte: beco 
termination a short period of deepening shock lasting a few min- of t 
utes is observed. IS SU 
The restoration of psychic functions runs its peculiar course. (tor 


The patients are usually euphoric, rarely depressed or frightened, 


but always sthenic. They impulsively demand food and a dry bed. 
A surprising syntonic accessibility and an effective openness can lt 
be perceived. There is a relationship which is otherwise not to be sll 
had with such patients. They answer questions put to them at this the 
time sensibly and are able to take a critical attitude in regard to nna 
their delusions and hallucinations. They are soft and pliable, they prot 
seek support and help. This phase lasts but a few minut es, at most hou 
half an hour. It may end suddenly in a psychotic state or a slow last 
withdrawal into the shell of the autistic attitude. Psychotic symp- mae 
toms increase in strength and in stability and the patients return ws 
to their habitual daytime behavior. The awakening process is ended. wile 
A new phase of the insulin day begins, which lasts until the next iis 
shock. The writer calls this the “daily constant.”’ PI 
The significance of the sthenic-syntonic phase in relationship to clini 
the insulin improvement has not been clarified as yet. It is possibk at 
that precisely at this point the closed circle of autism is broken. wigs 
We had the impression as if on each new insulin d part of rapi 
these syntonic-sthenic waves flowed into the daily constant, as if drat 
these waves would furnish the energetic spring for the new “libid- Hac 
inous occupation of the external world.’ However, tl merely pay 
an impression. (Di 
THe OrbeER oF SyM1 
A survey of symptoms reveals that all signs of i ect as 
observed by the bedside are due to changes in the cent: nd auto ont. 
nomic nervous system. No signs of major involvement of othet by 
organs are observed. Careful recording showed conclusively that bra 
the symptoms develop in a definite sequence. Although many dif- ny 
ficulties arise in regard to the exact localization, there cannot be — 


any doubt that this order of symptoms is correlated to the phyl 
genetic structure of the brain. At first those signs appear which 
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| 


1940 | JACOB P. FROSTIG 1181 


are to be considered as symptoms of suppression of the cortex. 
They are followed by signs of release of basal ganglia (hyper- 
kinetic syndrome). As time proceeds these signs in their turn 
become suppressed and give way to symptoms indicating the release 
of the midbrain (tonic-tetanic syndrome). Finally, the midbrain 
is suppressed and symptoms due to release of the medulla oblongata 
(tonic extensor spasms, parasympathetic syndrome) come to the 
fore of the clinical picture. In the protracted shock suppression 
of the functions of medullary centers is seen. 

In both protracted shock and awakening, the order of symptoms 
is reversed. At first medullary signs disappear, then successively 
the function of the midbrain and the basal ganglia is reestablished, 
finally the cortex regains control of the entire nervous system. In 
protracted shock every phase is prolonged and may persist for 
hours or days, while in the awakening the phases are telescoped and 
last only a few minutes. Therefore, it must be concluded that 
insulin successively suppresses different levels of the brain in 
an inverse order to their phylogenetic age; functions are restored 
in the exact opposite order in which they were previously sup- 
pressed. 


Physiologic investigations may furnish a suitable explanation for the facts 
clinically observed. There are experiments which show that the brain is 
the only organ which does burn carbohydrates almost exclusively (Him- 
wich, Nahum, Lennox) and that the metabolism of the brain depends mostly 
on the sugar furnished by the blood (McQuinty, Himwich and Nahum). The 
rapid decrease of the blood sugar and, consequently, of the supply of carbohy- 
drates to the brain causes a decrease of metabolism. Himwich, Bowman, 
Hadidian and Fazekas showed that the oxygen utilization of the brain 
diminishes, while insulin effect deepens. Decrease of oxygen utilization 
indicates decrease of the metabolic rate. Experiments on living brain tissues 
(Dixon and Meyer and Sugar and Gerard) make it appear likely that the 
oxygen requirement decreases from the cortex toward the medulla oblongata. 

Himwich maintains, therefore, that insulin influences the brain 
only indirectly and diminishes the carbohydrate supply of the brain 
by lowering the blood sugar level. It is likely that at first only those 
brain tissues with a high metabolic requirement will be affected, 
i. €., cortex and cerebellum. As time passes and the effect of insulin 
increases, sub-cortical parts of the brain will be suppressed. Finally, 
the supply of carbohydrates is not sufficient even to maintain the 
metabolism of the medullary centers. 
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The gradual progress of t ympt ist 1 rily draw 
the attention to the time fact f the insulin effect which is 
portant both biologically and t ipeutically, esy lly in its rela- 
tionship to the duration of the insuli ect and to the appearance 
and disappearance of each symptom. Observations M. Sakel 
have already shown that th mptor in appear kly and 
develop rapidly on one day, while on another day they are displayed 
late and progress slowly. In the past the time between the injection 
of insulin and the terminat varied very greatly, therefore no 
correlations could be revealed. I: ler to learn about the correla- 
tions between dose, time and ptoms, the writer, mentioned 
above, arranged the time of lin effect to be preferably five 
hours, no matter whether symptoms appeared early or late. Thus 
it was possible to study the t relatiot f the different syn- 
dromes, either by increasing, maintaining or decreasing the daily 
dose of insulin. The results i ted that the time of their ay 
pearance depends chiefly upon t e of the insulin d Increase 
of the dose speeds the appeara: ft tl mpt rease of 
the dose slows their progres but char in the dose do not 
influence the sequence of 

The exact correlations requ especial elaboratio1 he write 
wishes to emphasize only that the direct rrelation between dose 
and time of the symptoms should | l as ; eral rule 
with many exceptions. The more important ones will be analyz 
below: 

1. The number of insulin units which is necessary to develop 
the symptoms and to carry tl to the medullary phase varies in 
different individuals. The nature of this individual susceptibility 
(M. Miller) was not disclosed by the studies of the writer. 

2. Regardless of the dose, some time must elapse between the 
injection and the appearancé ft the cortical symptoms. Georgi 
maintains that “the latent time” is due to the required decrease 
of the sugar level of the blood. The shortest time observed by the 
writer was twenty minutes, the average is approximately 45 min- 
utes. 


3. The same dose of insu ; 
different power to lower the blood sugar level. The efficiency of the 
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same insulin dose increases from the first day of treatment until 
the 12th-16th day. Then decrease of efficiency is observed ; some- 
times another climax of sensitization occurs when the second part 
of the treatment is reached. The efficiency of a given insulin dose 
can be determined exactly by means of the blood sugar index 
(Frostig, Persyko and Persyko). Thus, in choosing the daily 
dose, it is necessary to consider not only the individual suscepti- 
bility and the depth of the preceding shock, but also the actual 
change of the patient’s sensitization. 


CONSIDERATION OF THE CLINICAL VALUE OF THE SYMPTOMS 
AND THEIR TIME RELATIONSHIP. 


The disclosed regular progression of the symptoms makes it 
possible to use them as gauges of the depth of the shock. The 
insulin shock may be roughly divided into four groups: (1) the 
cortical phase, (2) the basal ganglia phase, (3) the midbrain 
phase, and (4) the medullary phase. Clinical experience has 
taught that every phase is represented either in full or at least by 
a few symptoms. 

The symptoms possess different clinical value. They must be 
considered as to their frequency and their distinctness. The most 
frequent symptom is loss of contact. It appears in 100 per cent of 
all shocks. But this percentage is an artificial one, since it was 
assumed that only those charts should be statistically analyzed in 
which loss of consciousness was entered. However, since loss of 
consciousness occurs most regularly, it was agreed to use it as 
standard symptom for differentiating mere hypoglycemia from 
“shock,” therefore, only those insulin effects which involve loss 
of consciousness were designated as “shock.” 

Loss of consciousness is recorded when, clinically, there is no reasonable 
response to touch and call. This is certainly an inaccurate method, but in- 
accuracy is in the nature of consciousness itself. Consciousness is only 
defined by one’s ability to speak and to act intentionally. The writer does 
not doubt that there are inner experiences which continue even when no 
intentional acts are present to display them. Of course, intuition and de- 
duction may imagine and reconstruct the subconscious thoughts and feel- 
ings, but they are of no value for the clinical description of the insulin effect. 
Emphasis has to be placed on the fact that from the very moment in which 
contact is lost no symptoms are present which adequately indicate any 
changes in the unconscious as careful analysis of the syndromes “sopor” and 
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“coma” immediately reveals. Symptor indicating pth” of un- 
consciousness belong either to t ang yutonon nervous sys- 
tem or to the disturbances of t xteroceptive s tivity or to the symptoms 


of the motor group. 


Once contact is lost motor symptoms are the leading ones. Since 
these depend almost entirel) 
are most reliable. 

The play between suppression of the inhibiting centers and re- 

tect 


lease of those previously controlled, with reestablishment of func- 


tions on the successive phylogenetic levels, can nowhere be studied 


as well as in the insulin shock. Motor signs are leading symptoms 
of the release of the basal ganglia and the midbrai Tonic ex- 
tensor spasms may indicate that parts caudal to the red nucleus 


are already involved. 
Among the reflex signs that of Babinski has some clinical value, 


but it is not reliable. It appears sometimes as early as the hyper- 
kinetic phase, sometimes as late as the tonic extensor spasm. Its 
disappearance often precedes spontaneous awakening, but no con- 
clusion can be drawn from this fact since it disappears during 
tonic spasms and tonic extensor spasms he disappearance of 
the Babinski during the development of the medullary syndromes 


indicates an advanced depth of this phase 

The signs of the autonomic nervous system have a special clini- 
cal importance during both the basal gangliar and the medullary 
phases. The course of symptoms of the autonomic nervous system 
can be roughly divided into four phases: (1) during the cortical 
phase, equilibrium; (2) during the basal ganglia phase, sympa- 
thetic predominance ; (3) during the tonic phase, equilibrium ; and 
(4) during the medullary phase; parasympathetic predominance. 
Consideration of the general progression, as analyzed above, may 
suggest that sympathetic predominance indicates the release of the 
hypothalamus from the control of the cortex, while parasympa- 
thetic predominance may be due to suppression of the centers 
rostral to the medulla 

The alteration of sensitivity is a reliable guide for the progres- 
sion of the insulin effect. It gains a special importance during the 
medullary phase, since disappearance of the corneal reflex nearly 
always precedes the irreversible changes. Protracted shock may 
occur if this symptom is overlooked 
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The special value of the medullary phase should also be stressed. 
The medullary phase consists of three syndromes: the tonic ex- 
tensor spasms, the parasympathetic syndrome, the decrease of the 
exteroceptive and interoceptive sensitivity. The syndromes usually 
appear in the order indicated above. The medullary phase should 
be considered as the biologic border of the therapeutic shock—at 
least for the time being. 

Since the rapidity of the appearance of the symptoms depends 
mostly upon the size of the dose, the latter can be adjusted so that 
the syndromes of the successive phases appear at the desired time. 
The writer assumed the time of insulin action to be five hours, 
measured from the moment of the injection to the moment of 
termination. He attempted to choose the dose so that the medullary 
symptoms appear in the last half of the fifth hour. There is, of 
course, no theoretical objection to assume the standard of four or 
six hours, but the clinical experience of the writer substantiated 
by several thousands of treatments, led him to the conviction that 
the time-period of five hours is the most convenient one. The 
syndromes of the shock are well developed. They follow closely 
one after another, yet they are not too rapid. It seems to the writer 
that this time-period is the most appropriate one and furnishes 
the most uniform results. 

The standard time of five hours limits the period of the insulin 
shock in one direction only. It means that the “shock” is not to 
be extended beyond this border. The shock, however, may be 
terminated earlier, if situations occur which threaten either the 
life or health of the patient. The early termination may take place 
if seizures or spasms of the glottis, heart failure, vascular collapse 
or spontaneous awakening occur. A miscalculated dose changes 
the rate of the appearance of the symptoms. The medullary phase 
may appear, for example, at the end of the third or the fourth 
hour. This is, of course, also an indication for an early termina- 
tion. 

Assuming the period of five hours and the appearance of the 
medullary phase in the end of the fifth hour, the evaluated aver- 
ages of symptoms according to quality and time order may be pre- 
sented in the table on page 1186. 

Recorded only are symptoms which appear in no less than 15 
per cent of all shocks. 
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TABLE OF SYMPTOMS.* 


Hours. 


Third 


Somnolence (97.2‘ pression of 
Hypotonia (97.4' Salivation (90.1 tical and 


Clouded consciousnes Perceptu 
Fine tremor. listurbance 

Aphasia. Motor excitement 

Apraxia. Confusion 

Agnosia. Psvchot 


Fall of ten perature 
Diminishec 


Loss of consciousness Motor restless1 R of the 


(100%). Exophthal: 
Primitive movements Dilated pupils | hypo 
(71.5%)- Light rea hal 
Forced graspings (71 present 
Clonic twitchings Pulse rate increased 
(79.2%). Exteroceptiv 
Myoclonoid twitchings tivity increased 
Choreiform 
ements 
Athethoid 
Hemibalistic) ‘°° 
Early torsion spasms 


Fourth 


Deepening stupor. Pupils s | or larg R se of the 
Increased tonus. Pulse rate increas 
Course tremor. ng or decreasin Sunnression 
Tonic spasms (82.6! Signs of paralvsis of 1a] 
Tetanic postures. the pyramid coord 
Conjugate deviation of functions 

the eyes. Decreased ext 
Late torsion spasms. ceptiv 


Fifth 


Tonic extensor spasms telease of 
(34.1%). medulla 
Posture reflexes. ahloncate 

Depression of tendon 
reflexes. 
Deep coma. 
Diminished sensitivity. Pin-point pupil 


Lid and corneal reflexes 
sluggish. decreased 
Shallow respiration. 
No corneal reflexes. 


* An abridged and schematic Table of Sympton f the writer w published in the 
AMERICAN JOURNAL OF PSYCHIATRY Vol. 96, N September 19309, 1 nd 
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SUMMARY. 


The writer has attempted to describe the symptoms of the insulin 
effect and their relationship to the time and the dose. Striving to 
apply pathological experiences for clinical purposes, it is necessary 
to adapt them for pharmacological use. We are accustomed to 
have pharmacological advice upon the administration of a treat- 
ment in figures referring to the doses of the applied drug. But 
in our special case, individual susceptibility, sensitization and many 
other factors do not permit us to use the common approach of 
pharmacological research. Moreover, it is likely that it is not the 
insulin dose or its effect on the blood sugar level which is important, 
but rather the effect upon the brain has to be considered as the 
therapeutic agent. Hence, this effect has to be adjusted pharma- 
cologically for practical use. Norms of treatment should be cre- 
ated, therapeutic factors clarified, and proper indications for the 
management of the shock evolved. In this way only can misuse 
of the large insulin doses be met and a planless administration 
of insulin transformed to an efficient therapeutic instrument. 

A complete fulfillment of these postulates belongs for the time 
being to the realm of scientific dreams. There are many unknown 
factors: individual susceptibility, sensitization, constitutional and 
acquired dispositions of the nervous system, individual endocrine 
balance, differences of metabolic response to hypoglycemia, includ- 
ing the reaction of the liver and the pancreas and of the muscles. 
No pathology of schizophrenia is known ; therefore, no way is open 
to explain the therapeutic effect of insulin. 

Though rules can be established for the application of the treat- 
ment, these rules are entirely empirical. They can be tested only 
in the light of the observed results and for this reason they must 
be followed very carefully. Analyses of failures have shown that 
mistaken and apparently meaningless deviations from the rules of 
the Clinic in Vienna were to blame for many poor results. 

In the light of this clinical investigation, the “depth” of the 
shock can be clearly defined and exactly determined at any stage 
of the progression of the insulin effect by means of neurological 
examination. The syndromes actually present not only indicate 
the degree of progression but also the magnitude of the suppressed 
area of the brain. While hyperkinetic syndrome is present the 
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functions of cortex are suppressed. Lhe presence of medullary 
syndromes, however, indicates that the cortex, basal ganglia and 
midbrain are inhibited. The expression “greatest depth’’ is limited 
now to the presence ot the fu leveloped parasympathetic medu 
lary phase and to the decline of sensitivity (lack of co! 
The shock must be terminated \ 1 t gns appeat 

The time required tor the insulin effect t ach t nedullary 
phase depends upon the s1 the dos { (relatively) large 
doses are used the entire cycle can be run in three hou Smallet 
doses produce the same effect x or seven hours oo great 
doses have the disadvantage of precipitating the shock whil 
small doses often are followed by spontaneous awakening. Practi 
cal experience showed that the most convenient time for a prope1 
development of the shock is t hours. Therefore, 1 proposed 
to choose the dose in such 
appear in the last half of t th hour he de sary to 
produce this effect must be termine laily by 
charts of the preceding insu lay f the medullary phase ay 
peared too early (e. g., in the fourth hour) the dose must be dimin 
ished ; 1f the medullary phase was not reached at all, 1 dose 
should be increased. Moreover, the trend of the sensitization must 
be taken into consideration. If increase of the set 
served, the same dose may produce a deeper shock the next day, 
while decrease of sensitization requires an additional amount of 
insulin to cover it in order to produce tl ime effect as the day 
before. It must be stressed that the exact management of insulin 
shock is possible only if the progression of symptoms properly 
recorded. 

Clinical experience teaches that a great depth should be re 
in order to obtain beneficial therapeutic results. The writer had 
the opportunity to observe that low doses and, consequently, ter: 
nation in the hyperkinetic phase were often to blame for | 
results. It appears, therefore, that shocks in which only the hyper 
kinetic phase was developed within the five hours of duration of 
the insulin effect must be considered as therapeutically insufficient. 
The writer treated 129 cases with the above described method. The 
medullary phase was reached in only 34.1 per cent. Nevertheless 
his results in treatment of recent cases are classed among the best 
(74.4 per cent of recovery). It must be concluded, therefore, that 


ance 


corn 
rule: 
For 
med 
shoc 
of t 


w 


bey: 
neal 
leas 
biol 

4 
pen 
deci 
iS a 
The 

5 
peu 


194¢ 
for 1 
the t 
prov 
C 
whe 
| cor¢ 
ance 
cons 
and 
| At 
the 
of t 
brat 
| 
| 


1940 | JACOB P. FROSTIG 1189 


for recent cases those shocks are therapeutically sufficient in which 
the tonic phase persisted no less than one hour before termination 
provided by the standard of five hours. 

Cline and Rossman claim relatively better results in old cases, 
when the medullary phase is carried to the border of the appear- 
ance of pin-point pupils and sluggishness or disappearance of the 
corneal reflex. For the time-being we have, therefore, two different 
rules, the first applied to recent cases, the other to the old ones. 
For recent cases it may be sufficient to reach the beginning of the 
medullary phase shortly before termination, while in old cases the 
shock has to be carried through the medullary phase to the border 
of the protracted shock. Such treatment of old cases requires, of 


course, a great deal of experience. 


CONCLUSIONS. 


1. Observations of symptoms of 6587 insulin treatments re- 
corded on special charts with regard to quality and time of appear- 
ance showed that the symptoms succeed each other in a definite and 
constant order. 

2. The progression of symptoms is determined phylogenetically 
and moves in an order inverse’to the phylogenetic age of the layers. 
At first the activity of the cortex becomes suppressed, releasing 
the syndromes of the basal ganglia. As time progresses activity 
of the basal ganglia ceases, giving way to a release of the mid- 
brain. Finally centers in the medulla oblongata are released. 

3. If the signs of release of the medulla oblongata have lasted 
beyond the time in which pin-point pupils were observed and cor- 
neal reflex disappeared, a protracted shock may be expected. Re- 
lease of medulla oblongata has to be, therefore, considered as the 
biological border of the therapeutic application of the insulin effect. 

4. The time of appearance and disappearance of symptoms de- 
pends upon the size of the dose. Increase of the dose speeds up, 
decrease of the dose slows the rate of progression. Sensitization 
is another factor affecting the time of appearance of the symptoms. 
The dose does not influence the sequence of the symptoms. 

5. In order to adapt the insulin effect on the brain to the thera- 
peutic purposes, the writer proposed a standard time of five hours. 


\ 
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6. The pharmacological shock has to be managed in thi 
that medullary symptoms (tonic extensor s] , pa 
syndrome) are to be expected in the last half of the fifth hour 

7. The shock seems to be therapeutically sufficient, if the toni 
phase lasted no less than one | 


I desire to express my gratitude to Dr. J. R. Ross, Superintendent of 
the Harlem Valley State Hospital for facilitating this work and to Dr. Emmy 
Metzger, Stony Lodge, Ossining, N. Y., and Dr. W. RB. C] r their 


aid in the preparation of this manuscript. I wi to thank most 
Dr. H. E. Himwich, Dr. I. M. Rossman, Dr. W. B. Cline. Dr. O. Sci 
and Dr. G. Fuchs for their « 
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PSYCHIATRIC FACILITIES IN CINCINNATI 
AND OHIO.* 


The Northwest Territory was officially opened at nearby Mari- 
etta in 1789. Cincinnati soon became the Queen City of the West 
and a gateway to pioneer migrations into what became adjoining 
states toward the West. There is little record of the care of the 
mentally ill during the first generation in this vicinity. 

In 1821, Dr. Daniel Drake who had founded the Ohio Medical 
College, now the University of Cincinnati College of Medicine, 
prevailed upon the state legislature to authorize, “a Commercial 
Hospital and Lunatic Asylum for the State of Ohio,” to be erected 
at Cincinnati. The separate division for mental patients was not 
completed until 1827. It did not become a state hospital until 
1857. This early institution may be considered the forerunner of 
both The Cincinnati General Hospital and Longview State Hos- 
pital. Dr. Drake was particularly interested in having hospital 
facilities for the teaching of medical students, an arrangement 
which has come down to the present-day situation in this city. 


IN CINCINNATI—INSTITUTIONS. 

Psychiatric Department, University of Cincinnati College of 
Vedicine and Cincinnati General Hospital—When the Ohio Medi- 
cal College and the Miami Medical College consolidated to form 
the present medical college of the University of Cincinnati in 1909, 
Dr. Herman H. Hoppe was named professor in neurology, Dr. 
David I. Wolfstein in psychiatry, and Dr. Frank W. Langdon 
associate professor in neurology. These three men probably rep- 
resent the greater part of the neuropsychiatric background of 
Cincinnati. In 1923, Dr. Wolfstein resigned and was replaced by 
Dr. Emerson A. North in the department of psychiatry. Dr. Hoppe 
continued as the neurologic chief until his death in 1929. At this 


* This article was provided through the courtesy of Dr. Emerson A. North, 
director of the Central Clinic of the Community Chest of Cincinnati and 
Hamilton County. Dr. North appointed a committee consisting of Dr. A. T. 
Childers, Dr. Philip Piker and Dr. Jack Hertzman, all of Cincinnati, who com- 
piled the material embodied in this report.—EprTor. 
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case presentations, with each staff member spending a month on the 
service. The students and house men also have a conference once 
a week with a psychoanalytic member of the visiting staff. 

The unit functions primarily as an observation ward, although 
cases may be kept for either short or long periods, at the discretion 
of the house staff. Cases are admitted to the service from various 
sources. Many come from the Probate Court, Police Court, other 
hospitals, and other parts of the Cincinnati General Hospital ; and 
an appreciable number are referred by private physicians, by 
various social agencies in the community, and by the out-patient 
clinics. During 1939, 1305 patients were admitted to the service; 
and of this group 408, or less than one-third, were committed to a 
near-by state hospital, the majority of the remaining cases being 
discharged to their homes. Specific types of therapy for the various 
psychoses are given when indicated, and tubs are available for 
hydrotherapy. The pavilion also contains an occupational therapy 
unit ; and two enclosed court yards adjacent to the pavilion are used 
for patients for out-door activities. 

The psychiatric department works in close cooperation with the 
other departments of the hospital, and is an integral part of the 
General Hospital system. A neurosyphilis clinic, under mutual 
direction of the psychiatric and neurological units, is utilized in the 
teaching of medical students. The facilities of the psychiatric 
wards are utilized intensively by the School of Nursing and Health 
of the University of Cincinnati for instruction in psychiatric nurs- 
ing. Active teaching is given to the nurses on the service by the 
psychiatric nursing staff and the psychiatric house staff. 

The neurological service at the Cincinnati General Hospital is 
a part of the department of internal medicine. There are available 
30 beds on the medical wards for the accommodation of patients suf- 
fering from neurological diseases. The offices of neurology and 
neurosurgery are combined in their locale and cooperation. The 
activities of the department center about a neuropathological lab- 
oratory which is directed by one of the neurologists and the neuro- 
surgeon. There is a full time neuropathological Fellow in training 
in the laboratory. The main investigation work under way at pres- 
ent is a clinical and neuropathological study of neurological dis- 


eases associated with nutritional deficiency in man. 
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The beginnings of Longview State Hospital can b 
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assistants have aided this. Of greatest importance has been the 
financial assistance given by the community and by the Scottish 
Rite Masons. Present research centers about the changes in psy- 
chological, electroencephalographic, blood flow and blood adrenalin 
during shock therapy, many aspects of the postencephalitic Parkin- 
sonism and oculo-gyric crises. A more detailed description will 
appear in the program of the forthcoming annual meeting. 

Other Hospitals—The Good Samaritan Hospital is a general 
hospital in which two wings are set aside for psychiatric patients. 
This facility is available to private practitioners throughout the 
city. The patients are under the supervision of the attending 
physician, who is assisted in their care by the medical resident 
and the medical interne. Diagnostic resources are those of the usual 
private general hospital. Adequate personnel and equipment are 
available for all forms of psychiatric treatment, other than inten- 
sive psychotherapy. Insulin and metrazol shock, hyperpyrexia, oc- 
cupational therapy and hydrotherapy are in active use. Provision 
has been made for separating the disturbed from the quieter 
patients. 

The Cincinnati Sanitarium, located in the suburb of College Hill 
and established in 1873, is a private hospital for nervous and 
mental diseases having a capacity of 75 beds. It is probably the 
oldest hospital west of the Alleghenies, specializing in psychiatry 
and allied problems. Members of the resident and consulting staffs 
have always been prominent and active in the city’s psychiatric 
affairs. 


ExTRA-MURAL FACILITIES. 


The Mental Hygiene Council was organized in 1917 as one of 
the first voluntary health agencies of this community. It is a part 
of the Public Health Federation, the Health Branch of the Com- 
munity Chest. The Mental Hygiene Council serves as an agency 
for the dissemination of information in its particular field, as a 
coordinator of mental hygiene interests in the community, and 
as a medium to further state and local facilities for the care of 
mentally sick persons. Membership in this Council is open to all 
persons whose interests are directly or indirectly related to mental 
hygiene problems. The Council meets once a month, except during 
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the summer, and these meetings serve as a forum for discussion, 
reports of committees, the coordination of activities and an inter- 
change of ideas. The Mental Hygiene Council is one of twelve 
councils embraced in the Public Health Federation, dealing with 
health education, tuberculosis, heart disease, diabetes, social hygiene, 
cancer, housing, etc. The Council is the first disseminator of public 
information in this field. It maintains a speakers’ bureau, prepares 
articles for the press, and from time to time car and bus cards and 


factory posters which enjoy a wide distribution. The Council is 
recognized by the Academy of Medicine as a mediator in cases 
which involve technical relations between the medical profession 
and social agencies. 

The Central Mental Hygiene Clinic was organized January 1, 


1923, to serve chiefly the needs of the many social agencies of the 
Cincinnati Community Chest. For several years its cases consisted 
both of adults and children. Later, the adults were cared for 
through a combination of services with the psychiatric out-patient 
department at the General Hospital. Still later, the entire clinic 
moved from its down-town location in the Community Chest Build- 
ing to the General Hospital and became a part of the department 
of psychiatry there. This has been a child guidance clinic, differ- 
ing from similar clinics in other large cities only in local practices, 
needs and facilities. It has always been one of the teaching re 
sources for medical students, interested physicians, nurses, social 
workers and other students. 

The Child Guidance Home of the Jewish Hospital is located in a 
separate building on the grounds of the Jewish Hospital. It was 
among the first clinics in this country to deal with child guidance 
work, being established in 1920. However, it differs markedly from 
the usual child guidance clinic in the fact that the patients live at 
the Home during the period of observation, the average length 
of stay being four weeks. During this time, a four-fold method of 
approach is followed. In other words, the child receives an inten- 
sive medical, psychological, psychiatric and social analysis, which 
permits a true evaluation of the causative factors underlying the 
child’s behavior difficulties. The sources of referral are public and 
private and both local and national. While the work of tl 
is primarily diagnostic, a great deal of follow-up work is car- 
ried out in connection with the referring sources. The follow-up in 
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many cases has extended over a period of 17 years or more. In 
addition to this, the Home also functions as a research center and 
is an educational center, being an integral part of the psychiatric 
department of the Medical College of the University of Cincinnati. 

The Catholic Guidance Clinic is a new mental hygiene unit, estab- 
lished October 1, 1938. It is located in the Fenwick Building, on 
East Fifth Street, which also houses the Bureau of Catholic Chari- 
ties, under the directorship of Monsignor R. Marcellus Wagner. 
Its purpose is to render diagnostic and treatment services to the 
Catholic clients referred chiefly by the Catholic Charities and the 
parochial schools. Its major emphasis is on behavior and per- 
sonality problems of children. This clinic’s case-load and activities 
have grown enormously during the short period of its existence. 

The Hamilton County Juvenile Court under the direction of 
Judge Charles W. Hoffman, has been one of the leading social 
institutions of its kind in this country for more than a quarter 
of a century. Its needs for psychiatric services have been mostly 
met through a close working arrangement with the Central Mental 
Hygiene Clinic. The latter clinic, in conjunction with the psychi- 
atric out-patient department of the General Hospital, also serves 
in selected cases for some of the other courts, particularly, Common 
Pleas and Domestic Relations Courts. Many of the psychiatric 
cases from the city and county for commitment through the Pro- 
bate Court, are first studied in the psychiatric observation depart- 
ment of the General Hospital. 

For a number of years, the Cincinnati Public Schools with its 
various special departments, has been one of the chief referring 
agencies for the Central Mental Hygiene Clinic and other local 
psychiatric facilities. The Board of Education has provided not 
only special schools for different kinds of education, but also, spe- 
cial facilities for treating handicapped children, such as, crippled, 
deaf, and the like. In addition there are the opportunity farm 
schools, Glenview School for boys, and Hillcrest School for girls. 
These are well managed institutions for the re-training of boys and 
girls who have been mildly delinquent. A small proportion of these 
children are to be regarded as psychopathic. The Board of Educa- 
tion maintains an extensive psychological laboratory service which 
is centered in its building on East Ninth Street. Here, also, are 
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located the offices of the attendance, v1 eacher and vocational 
guidance services. The enormous amount of mental hygiene work 
done in the public schools can merely be mentioned hi 

It is not feasible to name all the social agencies and institutions 
of this community, which are keenly alive the psychiatric impli- 
cations of their work and who make active pr tive effort in this 
field. A large number of such agencies are members of the Com 
munity Chest organization and many of them have offices in the 
Chest’s building, on West Ninth Street. The Associated Charities 
has as a special feature its family consultation service. The Ohio 
Humane Society calls frequent! Lid efforts to 
protect children from improper car¢ he Chi is the 
chief Protestant agency for tl home care of 
children. Its extensive work and well qualified sta e features 
The Bureau of Catholic Charities, has a number of s, such 
as family case work and the placement of children, when desirable 
in foster homes or instituti ved | s own child 
guidance clinic which is described a littl e { elsewhere in 
this article. The Children’s y has n mental 
hygiene service but also calls freel other community re 
sources. The Children’s Convalescent Home has er of 
years been very active in preventive work relat hygiene 
These, and many other agencies, have utilized freely the psychiatric 
facilities of the city. Probably in no other city « e found a 
finer spirit of friendliness and cooperatio wer eencies 
psychiatrists and psychiatric clinics and h 
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The Commercial Hospital and Lunatic Asylum of Cincinnati, 
established in 1821, was the first in Ohio. It did not become a state 
hospital, however, until 1857. This institution and the Ohio Luna- 
tic Asylum in Columbus were the only institutions caring for the 
mentally ill until 1855. The Toledo State Hospital, which was 
opened in January, 1888, was the first state hospital for mental 
patients in the United States to be erected on the cottage plan. The 
Ohio Hospital for Epileptics, which was opened in Gallipolis in 
1893 was the first of its kind in the world supported by public 
revenue. 

Other data regarding Ohio's institutions are shown in the accom- 
panying table: 

Ohio was one of the first states to create an agency for the study 
of juvenile delinquents and problem children. The present Bureau 
of Juvenile Research, located in Columbus, was established in 1914. 

Management.—From the time of the opening of the Lunatic 
Asylum of Ohio in 1838 until August, 1911, all the institutions were 
under the management of a Board of Trustees, appointed by the 
Governor. The Trustees appointed superintendents who appointed 
their co-workers. From August, 1911, to July, Ig21, the institu- 
tions were under the control of a Board of Administration, which 
was composed of four members appointed by the Governor. In 
1921, the Department of Public Welfare came into existence with a 
director in control of all state institutions. 

No significant changes in legislation were made until 1937, at 
which time there were a number of alterations in the laws of Ohio 
pertaining to the care and treatment of the mentally ill, epileptic 
and feebleminded. This new law established within the Depart- 
ment of Public Welfare a Division of Mental Diseases, consisting 
of a Commissioner and an Advisory Council. The intent and pur- 
poses of this new law were to provide more humane medical treat- 
ment and care, preventive and curative, and to promote a study of 
the causes of mental illness . . . . etc. Under the present arrange- 
ment, the Director of the Department of Public Welfare is the 
executive and administrative head of the Division of Mental Dis- 
eases. The Commissioner of Mental Diseases has complete charge, 
supervision and full responsibility in all matters relating to the treat- 
ment and care of the mentally ill in the State of Ohio. 
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In October, 1938, Dr. J. Fremont Bateman was appointed Com- 
missioner of Mental Diseases. The present Division of Mental 
Diseases has had a rather unlucky beginning in that the Division 
began to function at a time when one administration was leaving 
office and there was a strict curtailment of all funds. The platform 
of the next administration, which is the present one, was that of 
strict economy, pledging no new taxes ; and, therefore, the Division 
of Mental Diseases has continued as an experimental baby, obtain- 
ing what nourishment might be available. 

There have been, however, a few significant accomplishments 
which are worthy of mention. In the first place, the number of 
physicians has been increased from 54 to 68. While a year ago we 
had three social workers in our institutions, today we have nine- 
teen. All our state hospitals now have at least one full-time dentist, 
and many of them have two. Corresponding increases have been 
made in the various units of the medical department, such as occu- 
pational therapists, recreational therapists, laboratory and x-ray 
technicians, and clinical pathologists ; and considerable new work 
in research has been started in those hospitals in districts where 
medical schools are available. The minimum salary for assistant 
physicians has been increased from $1700 to $2500 a year, with 
full maintenance. A corresponding increase has been made in the 
associated departments of medicine. The various state hospitals are 
attempting to increase their out-patient clinical facilities in order 
to do more work in the field of preventive psychiatry. 

In order to give the physicians in the state hospital service the 
advantage of a review course in the basic medical sciences, and to 
coordinate and unify the medical work in all the state institutions, 
there was organized in 1934 the Ohio Institute of Post-Graduate 
[raining in Psychiatry and Allied Branches of Medicine. This 
school is conducted annually at the Columbus State Hospital and 
the Ohio State University. Members of the faculties of Western 
Reserve University and the University of Cincinnati assist in the 
teaching. 

Because of severe overcrowding and lack of facilities in the 
Cleveland and Massillon State Hospital districts, it has been neces- 
sary for the state to establish a “farming out” plan of care for about 
1200 patients. These so-called “detention hospitals” are run by 
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INSULIN THERAPY OF SCHIZOPHRENIA IN THE 
ELGIN STATE HOSPITAL. 


(Wits SpectAL REFERENCE TO RELAPSES AND FAILURES.) * 


By GERT HEILBRUNN, M.D., ann RUTH STERNLIEB, M.D., 
Elgin, Il. 


A review of the recent literature concerning the insulin shock 
treatment of schizophrenia indicates that the enthusiastic claims 
of three years ago have yielded to a more conservative evaluation 
of the treatment. Some clinics now consider their percentage of 


recoveries to be not significantly different from the “spontaneous” 


recovery rate.*~* 

The following report is a review of our experience based upon 
the treatment of 315 patients diagnosed as schizophrenics at Elgin. 
Up to the present time only a few authors have published the 
results of more than 100 cases treated in a single clinic. Mueller ° 
in 1938 surveyed 495 cases, taken, however, not from a single 
clinic but from 22 different Swiss institutions, Ross and Malzberg ° 
in 1939 compiled their statistics on 1757 cases from 19 New York 
state hospitals and Berezowski’s * 508 cases in 1938 represent the 
results from 15 Polish hospitals. Mueller states that the remission 
rate of 59.1 per cent in the Swiss Clinics including full and social 
remissions for patients with a duration of psychosis not exceeding 
six months, “does not come up to the high figures that have been 
and are still being reported by certain clinics.’’ Patients with a 
duration of disease from 7 to 18 months show a remission rate 
of 48 per cent. Ross and Malzberg reported 23 per cent recovered 
and 41 per cent much improved among very recent cases, and only 
13 per cent recovered and 29 per cent improved among cases of 
between 7 and 18 months duration. Berezowski’s figures are even 
less favorable. 

The results obtained at Elgin in 315 schizophrenic cases treated 
over a period close to three years continue to approximate those 
previously presented. 


*From the Elgin State Hospital, Elgin, Ill. Read at a meeting of the 
Illinois Psychiatric Society in Chicago, December 7, 19309. 
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of schizophrenia, were not included in our statistics. Hence it is 
evident that we avoided special selection of cases which might have 
influenced the statistics. 

The evaluation of the treatment results was strict. The degree 
of improvement in each case was decided by 10 to 15 staff members, 
including those who knew the cases upon the receiving service, 
those who had close contact with the patient during the treatment 
and some who had never seen the patient before. This procedure 
was chosen in order to obtain as unprejudiced a judgment of the 
patient’s condition as possible. 

The third possible explanation of the contrast between the Elgin 
results and those of Mueller and Ross and Malzberg is a difference 
in technique. Our procedure has remained essentially unchanged 
since the treatment was begun approximately three years ago. 
Statistical check-ups after one, two, and more than two and a half 
years’ treatment revealed a variation of only 12 per cent, indicating 
a definite consistency in the findings. 

The administration of an adequate number of treatments was 
considered to be of importance. Since several patients did not show 
improvement before the goth or 45th shock, we continued treatment 
with every patient up to 50 shocks unless sufficient response was 
shown prior to that point. If the patient had not responded by 
that time it was according to our experience useless to continue. 
However, the slightest response made us carry on the treatment 
as long as the patient showed progressive signs of improvement. 
The average number of shocks for successfully treated patients 
was 35. 

The safety of the treatment was thought to depend upon two 
important factors and the fact that thus far no fatilities or lasting 
serious complications have been encountered may be attributed to 
our insistence upon keeping the dosage as low as possible and 
adjusting the patient slowly to shock. The treatment was started 
with Io or 15 units and increased by five units daily until the shock 
dose was reached. Occasionally lowering the dosage by 40 or 50 
per cent during the rising phase facilitated the induction of shock. 
We explain this phenomenon by failure of the adrenal glands to 
respond to the sudden reduction of the amount of insulin.7* As 
soon as the shock dosage was reached the amount of insulin was 
adjusted daily. 
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The patient was never allowed to go into shock unless he had 
shown no improvement with five or six hypoglycemic states. The 
first five shocks lasted only 10 to 15 minutes, the next five 15 
minutes longer and so on unless improvement had been noted. The 


longest duration of shock in any case was 14 hours. It would seem 


that the stage of hyperactive reflexes ( Babinski frequently present ) 
was of sufficient therapeutic intensity to preclude the necessity of 
a deeper coma with abolished reflexes 

The therapeutic value of epileptiforn izures during insulin 
treatment has been repeatedly discussed in the literatur ’ Of 
all our patients 33 per cent had one or more such seizures, but they 
occurred in only 24 per cent of our successfully treated patients 
There was no therapeutic benefit derived from them. At the last 


meeting of The American Psychiatric Association verterbal frac- 
tures during insulin convulsions were reported. X-ray examination 
of the spinal columns of a sampling of our patients who had 
between I and 12 epileptiform attacks did not reveal any fractures. 

Our opinion that seizures during insulin treatment are of no 
therapeutic value was also supported by the fact that metrazol con- 
vulsions produced during hypoglycemia in the precomatose state 
did not increase our recovery or improvement rate in 30 patients 
who had had both insulin and metrazol without success prior to the 
combination treatment. 

We produced three convulsions a week, the patient also being 
under insulin on the interval days, and limited this treatment to 
15 convulsions. The average amount of metrazol used for pro- 
ducing a convulsion was 3.2 c.c. compared with the average amount 
of 6.8 c.c. of a 10 per cent solution necessary to provoke a con- 
vulsion during the previous course of metrazol treatment. We 
discontinued this modification especially in view of the observation 
that even small amounts of 
combination produce severe damage of the ganglion cells in the 
brains of rabbits, whereas, similar amounts used separately pro 
duced no demonstrable brain changes. 


RELAPSES 


Seventeen patients, apparently recovered following treatment, 
had to be readmitted to the hospital because 
psychotic symptoms. They represent 15 per cent of the recovered 
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and greatly improved patients of the first two groups. This is in 
accordance with the number of relapses observed in other clinics. 

These patients present three special problems. First, should they 
be treated again? Second, are there any special criteria which 
might suggest a possible recurrence of symptoms? Third, are 
there any events in the interval periods which may be interpreted 
as premonitory signs? 

The results of our studies of these cases show that 4 out of 17 
had had a self-limited psychotic episode before the one treated 
with insulin, while in the group of non-relapsed recoveries only 
5 per cent of the patients were found to have had a previous 
attack with ‘“‘spontaneous’’ recovery. None of the four patients 
responded satisfactorily to a second course of therapy, suggesting 
a poor prognosis for patients who had had remissions prior to 
insulin therapy. 

We have gained the same impression from 10 other cases who 
were treated a second time. Though eight of these showed a good 
remission with a second course of insulin, three had a third and 
one a fourth attack. The tendency to stay well diminished with 
each attack. This is also evidenced by the shortening of the inter- 
vals between the attacks and by the fact that of our entire group 
of 14 re-treated relapses only five stayed well and these are not 
considered out of danger yet. In spite of the fact that the prognosis 
becomes worse with each attack, we think that each relapsed 
patient should have the benefit of another course of treatment. 

The second point of our study was: by what criteria a relapse 
might be predicted. Three features were noted common to all the 
relapsed patients. They all had a leptosome habitus, pre-psychotic 
introverted personality, and in so far as we could determine the 
psychosis had started very suddenly. It was suspected that environ- 
mental conflicts, especially the home situations might have driven 
the patient into another psychotic attack, but in only two cases 
could such a possibility be considered, and even in those two the 
evidence was more than doubtful. In consideration of the many 
difficulties faced by patients who have remained well since treat- 
ment was discontinued, we are very guarded in prognostications 
based upon bad or good home environments. 

We have seen no difference in symptomatology, course and 
development of the schizophrenic process between these patients 


1208 INSULIN THERA 

individually and those wh 

it may be inferred that a past 

warning of a future relapse. 
In the third place one is 


a new outbreak of psychotic symptoms in 
during the interval the patient preset 


of instability such as nervous! 
or weight. 

We observed that the sympt 
attacks was almost identical in all out 
from a mute, catatonic stupor 
like picture during their seco! 

The relapses occurred usually w 
of treatment, though two cases 


treatment had been discontinued. Thu 


relapse lies within the first six 
treatment and then decreases rapidly 
is in remission. 


Of our unsuccessfully 


study only those 55 whose sj 
duration. 
were in any way diiferent 
improved greatly. 


The question naturally 


of the recovered group. The study 
matology of the psychoses; s 


personality factors; and third, physiol 


The symptomatology study 
question. The onset of the psych 


within three weeks, accompanied 01 
and malaise in a like number of patie 


groups. Obvious physical or mental 
the psychoses were sparsely but ev 


groups. The types of psychosis wet 


Occurrence of 


untidiness, significant alterations of 


differentiation. 


We, therefore, 


disturbed COl 10uU 


c\ 
( 
~ VW 
ect 
en 
tact 
enly S( 
i¢ S() 
iiTect 


\ 
ry 
1u1S 
1 
1 
the sli 
7 
ne nil 
xcept 
at TO 


Mar. 


fore roing 
presumptive 
predicting 
= Ss 
rt time, if, 


eV id¢ nce 


sleep, appetite 


Si ind second 


» who changed 


her manic- 


completion 


se patients 
re OI! 
psy- 

ents 


tients 
r to oul 
usually 


ughout the 
distributed. 
defects and 


dicate any 


env 


don 


pro 
rea 
min 
res] 
met 
had 
inas 
but 
sho 
all 
The 
in 1 
the: 
sho 
to 

tho: 
amy) 
are 
whi 
res} 


peu 


per 


C1 A 
as 
V 
WOT 
ri diff 
to d 
| pul: 
pati 
tem 
este 
nt ter que 
wit ry month the patient 
chosis groups an equal nu 
by weicht 
tail | control 


1940] G. HEILBRUNN AND R. STERNLIEB I209 


All such factors related to the patients’ immediate personality 
as age, constitutional type, heredity, pre-psychotic behavior and 
environment, education and intelligence showed no significant pre- 
dominance in either group. 

We have no data as yet as to physiological comparisons. The 
work of Jellinek and his associates’® suggests, that there is a 
difference between patients who later recover and those who fail 
to do so. “The recovered patients showed before treatment greater 
pulse variability than normal, but less than the not recovered 
patients. Before the treatment the recovered group showed a 
tendency toward hypotension. Initially the ratio of cholesterol 
ester to free cholesterol showed great inconsistency in the subse- 
quently recovered patients, but normal consistency in the not 
recovered patients.” 

These observations are, however, of little practical help for the 
prognosis of one single case. We found such an aid in the patients’ 
reaction to intravenous sodium amytal. Sodium amytal was ad- 
ministered to 26 patients before treatment was begun and the 
responses were compared with the final results of insulin treat- 
ment. We found that of a group of 15 insulin failures 86 per cent 
had not responded satisfactorily to the injection of sodium amytal 
inasmuch as they answered questions only hesitatingly and showed 
but little more interest in the environment. Only 14 per cent 
showed a response as seen in the group of I1 recovered patients, 
all of whom showed a very good response to the amytal injections. 
They answered questions readily, realized that they were sick and 
in need of treatment and corrected their delusional ideas. From 
these findings it would seem that those schizophrenic patients who 
show little or no response to injections of sodium amytal are apt 
to fail to improve under insulin, whereas a large percentage of 
those in whom it is possible to obtain a lucid period with sodium 
amytal will respond favorably to insulin therapy. These findings 
are confirmed by a recent publication by Harris and his associates *° 
who state that 77 per cent of patients who showed an “‘ameliorating 
response to the injection of sodium amytal had a favorable thera- 
peutic response to insulin hypoglycemic treatment.” 


SUMMARY. 


Three hundred fifteen schizophrenic patients treated during a 
period of almost three years showed 72 per cent recoveries and 
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NEUROPSYCHIATRIC DISORDERS OCCURRING 
IN CUSHING’S SYNDROME. 
(Pituitary BASOPHILISM.)* 


By N. S. SCHLEZINGER, M.D., 
Philadelphia, 
AND 
W. A. HORWITZ, M.D., 
New York. 


Following the description by Cushing ? in 1932 of a disease which 
he termed pituitary basophilism and which was immediately recog- 
nized as constituting a clinical entity, there have been reported an 
ever increasing number of similar cases from all parts of the world. 
It is not our purpose to review the extensive literature on this 
subject which has been done adequately by Jonas,? Pardee * and 
Kessel.* The prominent clinical features of this disease, as first 
mentioned by Cushing and confirmed by later observers, are: a 
rapidly acquired, painful adiposity having an axial distribution 
with appendicular sparing ; sexual dystrophy manifesting itself as 
early amenorrhea in females and impotence in males; plethoric 
skin; purplish striz; hypertrichosis in females; vascular hyper- 
tension ; tendency to develop kyphosis ; lumbospinal pains ; fatiga- 
bility and ultimately extreme weakness. Other symptoms that may 
be present in some cases are: purpura-like ecchymoses; dryness 
of skin; polyphagia, polydipsia and polyuria; aching pains in the 
eyes; insomnia. Laboratory studies will frequently reveal: osteo- 
porosis ; glycosuria ; hyperglycemia with diminished glucose toler- 
ance ; hypercholesterolemia ; erythrocythemia. All the clinical fea- 
tures that have been enumerated are not to be found in every case 
and, indeed, it has been suggested that there are many relatively 
benign examples of this condition which may properly be con- 
sidered “forme fruste.”’ In fully developed cases the average 
duration of illness is five years and death often is attributable to 


*From the Department of Psychiatry, New York State Psychiatric 
Institute and Hospital. 
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the unusual susceptibility to pyogenic infections which these 
patients show. 

Recently, Maclay and Stokes ° have recorded a case t ( ushing’s 
syndrome in which a psychosis developed. We wish to describe a 
case in whom the development of a similar psychosis was an out- 
standing feature. This patient also showed evidence of an extra- 
pyramidal neurologic disorder which, so far as we have been able 
to determine, has hitherto not been described in Cushing’s syn- 
drome. Three anatomically unverified cases have been reported 
in which were observed such neurologic disorders as flaccid 


quadriplegia,® spastic paraplegia‘ and motility impairment of the 
extremities.® 


CASE REPORT 


L. F. G., female, 27 years old, ad ed the N Yor sychiats 
Institute and Hospital in Septem 36; hist 
childhood; early in 1934 gradual leveloped char i tour; 1 
September, 1934, sudden onset of psychosis characterised by mar 1 depre 
sion and self-condemnatory ideas and associated with amenorrhea; ( 
and progression of all symptoms 1dmission showed physi signs char 
acteristic of Cushing’s syndrome plus evidence of extrapyramidal disease 
the central nervous system; mental picture characterized chiefl pression 
and psychomotor retardation; condition remained unchanged leath in 
February, 1937, following left suprarenalecton Post-mort showed: 
External appearance characteristic of Cushing's syndrome ; small and atrophic 
right adrenal; histologically ben neoplasm of the left adrenal: marked 
hyaline changes (Crooke) in th sophil cells of the aden bophysis; 
marked congestion and edema of t rain parenchyma with focal areas of 
encephalomalacia in the frontal lob: 

Family History.—On the paternal side, patient was of Russian-G 


ancestry and on the maternal side of Polish-German ancestry. Father was 
born in New York City and died there at 66 years of age of Bright’s disease 
after a chronic illness of one year. He is described as having been a stern, 


exacting, miserly man, whose marital life was marked by frequent quarreling 
with his wife concerning finances. Mother was born in Cincinnati and is living 


and well at 59 years of age. She has always been on friendly terms with her 


children but may possibly have been partial to the patient who was the 
youngest of six siblings. A sister of the patient died at eight years of age as 
a result of ptomaine poisoning and one brother, who was affected by the 
same illness, subsequently had tics for many yea Paternal grandmother 
died at 72 years of age after having been ill for ten years with paralysis 
agitans. A paternal aunt died in a psychiatric hospital where she was 
diagnosed as having dementia precox, paranoid type. The remainder of the 
antecedent and collateral lines reveals no history of nervous or mental disease 
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Personal History.—Patient was born in New York City January 31, 1909. 
She was not a wanted child by the mother and a mild attempt to induce 
abortion by medication was made early in the pregnancy. Birth and early 
development were normal except for nocturnal enuresis which persisted until 
six years of age. Patient is said to have been a talkative infant who early 
began to use big words. Throughout infancy, she was small in stature. At 
three years of age she had an acute illness referred to as “ptomaine poisoning” 
and was seriously ill for ten days, convalescence lasting about two months. 
Patient started school at six years of age and made satisfactory progress 
throughout. At about six years of age she gradually began to develop a tic 
involving one shoulder and arm and accompanied by rotation of the head to 
the homolateral side. This tic persisted and was frequently so marked that 
she was forced to stay out of school for days at a time. Patient is said not to 
have been particularly self-conscious about it and when scolded by her mother, 
would reply “I don’t know I am doing it” or “I can’t help it.” She also had 
a tic-like grunt. Treatment was received at various institutions during child- 
hood without any noticeable beneficial effect. Somnambulism was an occa- 
sional occurrence between 8 and 11 years of age. Patient is described as 
having been a vivacious and sociable child who played freely with other 
children but who preferred to be in the company of adults. She was always 
considered the baby by the remainder of the family. In 1918, when she was 
nine years of age, she had influenza and was seriously ill for one week; 
delirium and generalized muscle contractions were a transient phenomenon 
in this illness. Measles, varicella and pertussis were unaccompanied by 
complications or sequelae. 

Menarche occurred at 14 years of age and menses showed no irregularity. 
At about this time interest was manifested in members of the opposite sex. 
During her adolescent years, patient is described as having been a laughing, 
vivacious girl but inclined to be opinionated. After her graduation from 
public school, she went to business school and then worked as a stenographer. 
At this time she developed an increasing dislike for her father because of 
his strictness regarding her social activities and financial expenditures. This 
dislike became so marked that they practically ignored each other and were 
barely on speaking terms. At the time of his death, she showed little evidence 
of grief. For a period of one year at the age of 109, against the opposition of 
her family, she maintained a companionship with a man much older than 
herself. 

Patient was always a slender girl, her weight averaging between 100 and 
105 lbs. For many years she was sensitive about the shape of her nose and 
at 20 years a plastic operation was performed. During the period of con- 
valescence after this operation, she was very nervous. Such a degree of 
nervousness had only been manifested on one previous occasion when she was 
panic stricken after swallowing a bone. At about this time patient moved to 
Rochester where she lived with her sister and while living there was active 
socially and financially independent. After a short courtship, she was 
married November 21, 1931. She knew her husband had heart disease and 
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seemed to worry considerabl t thi Marital life was happy although 
she is said to have had little desire for sexual intercour tics present 
since childhood persisted v sibl ble after 


marriage. 

History of the Present IIln e exact date of onset ndefinite. It 
is known that following marriage patient gained weight gradually and early 
in 1934 a change in body contour became noticeabl n August, 1934, while 


vacationing in the mountains, a slight change in behavior was noted in the 
form of a more subdued attitud which 
the patient became greatly « d when 
lights flickered during a thun S In S 1934, a en marked 
change in behavior occurred imm« tely after at cident w the patient’s 
husband fainted at the unveiling tombstot f his father. At the time 
she was shocked by the thought that he might be dead. She tinued to be 
emotionally disturbed the remainder of that day n the { g morning 
urinary incontinence was discovered. Patient appeared 1 dazed and 
resistive. Following this she gra y becar nterested her person 
and environment. She frequently expressed a desire to die 1 threatened 
frequently to stop everything vel hal Sel tory ideas 
were also expressed. Amenorrhea first appeared October, 34, and per- 


sisted. Pregnancy was disproved by laboratory examinatiot \ vacation 
resulted in no change in the patient’s condition. Fecal incontin e was noted 
in the spring of 1935 and sul ently recurred on one other casion 
Patient’s speech gradually changed, becoming quieter and slower until finally 
it was almost inaudible. A spe lefect in the form of stuttering appeared 
and persisted. A change in gait was noted, consisting of slowness and small 
steps. Flushing of the face also appeared. Early in 1935, there was a rapid 
increase in weight which reached 130 lbs. She was seen by various physicians 
and a gynecological operation (D 1 ( was performed in the spring of 
1935. Admission to another psychiatric hospital urred in July, 1935, and 
upon her discharge in December, her condition w diagnosed as “manic 
depressive psychosis, depressive type.” Subsequently her condition becam« 
progressively worse. She received various forms of medication, including 
injections of theelin, but therapy was ineffective. Childish speech was noticed 
at times and shortly before admission when asked about the reason for het 
illness, patient stated “I wanted t 
go on.” She was also heard to moan and ut whenever a noise occurred 
and no one was in the room with her Aiter t nset of her illness, her 


major tic involving the head and s ders dually subs ind finally 
ceased entirely but facial tics persist 

Physical Examination.—Patient was a short, round shouldered, obese, 
young white female with a mask-] facies. Obesity was characterized by 
a distribution involving the trunk, neck and face, with sparing of the 
extremities. There were definit lized, palpable collections of adipose 
tissue in the supra-clavicular regi giving the face a “moon-like” appear 


ance (Fig. 1). She had a ruddy complexion, with moderate unosis of the 


face and mucous membranes. Thet is a definite tendency towards hirsutism, 
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the degree of which was not completely in evidence because of the artificial 
removal of hair on face and legs. There was a masculine distribution of 
pubic hair. In the erect posture, a protuberant abdomen was noted and in 
the recumbent position there was observed slight abdominal distention with 
blue striz on the antero-lateral aspects of the abdomen (Fig. 2). The skin, 
except for hyperhidrosis of the palms and soles, was dry and showed slight 
scaling. Examination of the chest revealed impaired resonance over the 
right base and axilla, accompanied by crackling rales over the same areas. 
\rea of cardiac dullness was enlarged to the left. There was a muffling of 
the first sound at the apex and an accentuated P-2. Blood pressure was 
148/110 and on another occasion 160/112. 

Neurological Examination.—In the erect position, patient showed a tendency 
towards fixation of body posture. Gait was characterized by slow and 
abbreviated steppage when walking and by bizarre hopping when running. 
In assuming the erect from the sitting position and vice versa, there was 
noted a decomposition of body movement. In walking, there was a diminished 
associated swinging of the arms. In the dorsal decubitus, the posture of the 
patient was characterized by the right lower extremity being held in slight 
adduction, internal rotation and plantar flexion of the foot (striate position) ; 
left lower extremity was held normally except for an increased tendency 
towards dorsal flexion of the foot. The left upper extremity showed a 
tendency towards universal flexion, especially noted in the fingers and hands; 
right upper extremity showed an extra-pyramidal posture of the hand with 
ulnar deviation, rounding of the dorsum and adduction of the thumb. Athetoid 
movements were noted in the fingers and toes of all extremities, more so on 
the left. There was a slight intention tremor in the finger-to-nose test 
bilaterally. Transient cog-wheel rigidity was obtained at the right elbow 
and right wrist. There was an irregular inconstant blepharospasm which if 
prevented by the examiner was still shown in the upward deviation of the 
eyes. A tic-like retraction of the right angle of the mouth was most prominent 
when the patient attempted to speak. Speech was barely audible and was 
characterized by a defect in the form of stuttering. Deep reflexes were 
generally hyperactive; superficial reflexes were present and equal; no patho- 
logic reflexes were elicited. There was no disturbance of sensation. The 
pupils were equal, regular and reacted well to light and in accommodation. 
The left palpebral fissure was greater than the right. Patient showed some 
difficulty in maintaining conjugate gaze and there was a slight dissociation 
of head-eye movements. Fundi showed no gross abnormalities. Corneal 
reflexes were active. There was no evidence of facial, palatal or lingual 
paresis. 

Psychiatric Examination.—Patient was a quiet, cooperative, well behaved 
person. She showed marked psychomotor retardation and her spontaneous 
speech was nil. Voice was practically inaudible when answering questions 
but showed a remarkable change when the patient was reading, becoming 
at such times distinctly audible. The marked stuttering defect ordinarily 
noted in her speech was much less noticeable when she read. Interviews were 
conducted by means of written answers to questions. In expressing herself 
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in this manner, she showed a mar! verty of thought as indicated by the 
paucity of words used. Answers in most instances consisted of a single word, 
but were coherent and relevant at all times. In writing, she held the pencil 
properly but often showed marked delay in initiating necessary movements 
The mood was apparently one of constant depression, with weeping occa 
sionally noticed. No definite mental t 1 could be ascertained. She was 
unable to recall the onset and course of her illnes t described | ndition 
as “I’ve been sad all the time.” T! vere no hal nations ions 
ideas of reference. Patient was well nted in all spheres. There was no in 
pairment of memory. Retention a1 mediate recall were good. Fund of 
school and general knowledge seemed to be rather poorly retaii Difficulty 
in concentration was manifested during test for intellig« rat witl 
sponses frequently consisting of the 1S I don’t know.” At times she a 
peared perplexed. Insight was fai: gment was definitely in red. H 
plans for future consisted of “go | be wit 
Course.—Following admission, the condition of the patient, both menta 
and physically, remained essentially u unged. Her adjustment to the ward 
routine was satisfactory and she required n ecial attent She was 
quiet and cooperative ; caused no disturbances; ate and slept well. She took 
no particular interest in her surrou gs and was usually ol ved sitting 
by herself. All instructions were obeyed. There was evidence untidiness 
or of sphincter incontinence. When asked how she felt, her answers uniformly 
consisted of such curt phrases as “I’m sad” or m tired.” There was 
spontaneous speech. Marked psy tor retardation persist ind she 


constantly appeared to be in a stat lepression, with weeping note 
sionally. At times her facial expression appeared to reflect tenseness and 
worriment, but the presence of these feelings were difficult t nfirm. After 
the completion of various laboratory examinations which seemed to indicate 
the existence of a left supra-renal 1 lasm, patient was tra red to the 
Presbyterian Hospital where s! was operated upon Februar I, 1037 
Immediately following the operation, she was able to talk in a normal tone 
of voice with her husband. Twelve hours afterwards, however, she developed 
a hyper-pyrexia associated with tachycardia and her condition rapidly became 
worse with exitus next day. 
Laboratory Data.—Urinalysis showed specific gravity 1.030 and a slight 
trace of albumin. There was no glycosuria and no Bence-Jones protein : 
Blood count: R. B. C. 5,750,000; W. B. C. 11,700; Hb. 99 per .87, 
Polys. 78 per cent, Lymph. 18 per cent, Mor 4 per cent. Blood chemistry 
studies revealed: urea nitrogen I1I.9 mg., sugar 119 mg., serum cholesterol 
294 mg., calcium 10.9 mg., serum albumin 2.0 grams and serum globulin 
4.5 grams. Dextrose tolerance t 
dextrose showed: fasting level—113, one-half hour—193, one hour—23¢ 


est after the administration of 60 grams of 


two hours—252, three hours—204. Blood and spinal fluid serology was 
negative for evidence of syphilis. Spinal fluid showed: 6 cells, + Pandy, total 
protein 97 mg., colloidal gold curve 1212110000. B. M. R. was . X-ray 
of the chest showed slight increas¢ the left ventricular outline of the heart 


consistent with hypertensive heart. X-ray of the skull, pelvis, spine and 
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long bones showed a slight decalcification of the cranial tables and a coarse 
osteoporosis of the shafts of the long bones. Encephalogram, after the 
introduction of 150 c.c. of air, showed the ventricular system to be normal in 
size, shape and position with considerable air in the subarachnoid regions 
normally distributed. Flat plate of the abdomen showed the left renal outline 
to be slightly larger than the right but both were regular in contour and 
normal in shape and position. Cystoscopy showed no gross abnormalities. 
Pyelography revealed no evidence of renal disease. Peri-renal insufflation of 
air showed the right kidney and supra-renal gland to be normal in size 
and position; the left kidney was lower than the right and appeared to be 
normal in size but the outline of the upper pole was obscured by a mass 
which was well surrounded by air and was considered to be suggestive of 
a supra-renal tumor. 


AUTOPSY * 


Body was that of a well developed, obese, young white female. There was 
a florid, cyanotic hue to the skin of the face, neck, shoulders and back. 
There was no jaundice. The fat distribution was unusual, being most 
prominent in face, neck, shoulders and about the pelvis. The extremities 
were not obese. Hirsutism was noted, especially on the upper lip where the 
hairs measure up to I cm. in length; also on the face and the skin of the 
extremities. Purplish striae were present in both flanks and on the anterior 
surface of each thigh. The abdomen was distended and tympanitic to per- 
cussion. The clitoris was slightly enlarged and the labia minora were a little 
more prominent than usually seen. 

Examination of the viscera revealed: a fatty liver, with a small hemangioma 
in the upper portion of the right lobe measuring 1.5 cm. in diameter; fibrous 
peritoneal adhesions; a pancreatic rest in the jejunum; hemosiderosis of the 
spleen; an anomalous distribution of the coronary arteries. 

Endocrine Glands——On gross study the glands of internal secretion were 
found to be normal except for an absent left adrenal (removed surgically) 
and a small right adrenal gland. Microscopically the pancreas and the thyroid, 
parathyroid and pineal glands showed no abnormalities. There was an 
absence of graafian follicles in the ovaries. Significant changes were observed 
in the hypophysis and in the adrenal glands. 

Hypophysis—This gland, which showed no gross abnormalities, was cut 
in serial sections and stained by a modified Mallory method. In nearly all 
the basophil cells there were: marked hyaline changes in the cytoplasm, 
partial to complete disappearance of the granules, vacuolizations and dis- 
figuration of the nuclei (Fig. 3). 


* We wish to express our appreciation to the Department of Pathology, 
College of Physicians and Surgeons, N. Y. C., for permission to quote 
the pathological findings in this case and to Dr. S. E. Barrera, Principal 
Research Psychiatrist, Psychiatric Institute and Hospital, for the micro- 
photographs and advice in the interpretation of the neuropathological 
material. 
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Right Adrenal.—This gland t 
than normal; and on section, it that 1 tex uced t 
about one-half its normal widt! 
examination disclosed a_ thin 
nodules, was poor in lipoid. 

Left Adrenal.—This gland 
measured 4.5X3.5X3.0 cms. It w ( ntact fibrous tis 
capsule. A cross section revealed a e ti rsed by 
brownish striations. The bulk 
zones, measuring about 3 mm. i I brown are 
varying in size. Nowhere could 
the adrenal cortex be identified 

Microscopic examination sho 
types of cells (Fig. 4); some wet I rge, wit my toplasm at 
small, dark, pyknotic nuclei; 
eosinophilic cytoplasm and normal no m«¢ ry t 
identified. In a section stained 


amount of collagenous stroma. In a t stained by the Foot-] howsky 


method, a definite reticulum contin vith that in the « 1] tlines tl 
clumps of cortical cells. In a sect d f n, tl 
blue reaction visible. In a section st r fat, about o1 f the ci 
were filled with sudanophilic glol ection stained by the Gier 
method, no specific colored grat 
Brain—On macroscopic examina t 
symmetrical. There was no evid 
were thin and translucent throug t. The y 
The ventricular system appeared l. Sections at 
the cerebrum, cerebellum and brain stem revealed 1 ros normalities 
Microscopic examination of th 
was edematous and congested ; many the ganglion cells 
of lipoid. A large area was disrupt white matter Mu 
of the structure had disappeared and there w If 


granule cells, some of which we: 


capillaries showed endothelial hyperplasia. All wet rested, and there 
was marked congestion at the margi f the lesion. There were a num ber 
of recent hemorrhages in this same zone. In a section of the parietal lobe, 
the leptomeninges and parenchyma we! ngested and edematous. Many 


of the ganglion cells contained an ex of lipoid ere \ liffuse lo 
of neural elements in the cortex. 7 edema of t renchyma ; int 


in some zones in the substantia nigra. There w lso sot ngestion 


Many of the ganglion cells in all of the nuclei cor 1 an ¢ of lipoi 
There were no other changes of not t] tract r wall of th 
third ventricle. 


The parenchyma in a section of the medulla was edematous and considerabl; 


congested; in the region of the floo: the fourtl tricle there was 
recent perivascular hemorrhage 
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DISCUSSION. 

Considered from the standpoint of its varied symptomatology, 
there can be little doubt that pituitary basophilism is a polyglandular 
disease and this was recognized by Cushing.’ The concept originally 
proposed was that the pathologic lesion responsible for this syn- 
drome is a basophilic adenoma of the hypophysis which produces 
many of its effects indirectly by its action upon other endocrine 
glands such as the gonads, supra-renal cortex, pancreatic islets and 
parathyroids.® This concept in its original form cannot be main- 
tained in view of the fact that many cases of Cushing’s syndrome 
have been reported in which either no basophilic hypophyseal 
adenoma was found or the pathologic lesion proved to be extra- 
hypophyseal. It has long been known that a disease closely similar 
to if not identical with Cushing’s syndrome may be caused by 
neoplasms of the supra-renal cortex and this has been termed the 
“supra-renal cortical syndrome.” *° 

In the face of this confusion as to pathogenesis the observations 
of Crooke,"? subsequently confirmed by Rasmussen,’* seem to pro- 
vide a possible solution to the problem and are compatible with the 
diagnostic classification of Cushing’s syndrome as “pituitary 
basophilism.” In a histopathologic study of cases of this syndrome, 
Crooke discovered a specific hyaline change in the cytoplasm of the 
basophil cells of the adenohypophysis and he concluded that this 
hyaline change “is probably an expression of altered physiologic 
activity.” Both Crooke and Rasmussen have found this specific 
alteration of the cytoplasm of the basophil cells in all cases of 
Cushing’s syndrame including those where no basophilic adenoma 
was demonstrable or where extrahypophyseal lesions existed. It 
will be noted that in our case, although adenomatous lesions existed 
in the suprarenal cortex, Crooke’s changes were observed in the 
basophil cells of the adenohypophysis. 

The occurrence of mental symptoms seems to have received 
little attention in most articles dealing with clinical descriptions of 
Cushing’s syndrome. However, Jonas? in his extensive review of 
the subject reports the incidence of mental disturbances to be 
20.5 per cent. He states that in mild cases one finds such symptoms 
as mental dullness, forgetfulness and depression, while in more 
severe cases there may also occur hallucinations and cyclic 


psychoses. 
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We wish to draw particular attention to the cl the 
psychiatric disorder which developed in our case at vhich, it 
would seem, not uncommonly has been noted in cases of Cushing's 
syndrome. Mental depression, either psychotic or b erline in 
type, has been described not infrequently.*® It is diffi » judge 
the incidence of depression when presumably it has b nildet 
in degree but we would surmise that it has urred more commonly 
than generally supposed. Brief mention of this symptom has been 
made in at least seven additiot ( In general mental 
depression has been considered to be « reactive t and at 
tributed to the psychically traumatic effect of the sor teratio 
which appear in the course of the disease. Exacerl is and 
remissions of physical signs as a result of treatment have been 
reported as being accompanied u th 
mental status and this has been considered to be den 
of the above hypothesis. On the other hand, Macl Stokes 
have justifiably considered the possibility that there may an 
specific pathogenic relationship between the psychic alterations 
and the type of endocrine dysfunction that exists ing’s 
syndrome. We wish to direct attention still further to this problem 
and to emphasize the possibil here be ore or less 
specific form of psychiatric disorder associated w Cushing's 
syndrome. The mental depression observed in these cas« v beat 
a close relationship to the depressive phase of manic-depressive 
psychosis and to involutional mx li \s regards the lattet 
psychiatric disorder, Raab has already pointed out the resem 
blance between many of the clinical features in Cushing’s syndrome 
and those not uncommonly seen in advancing years of lt life 
This resemblance would appear to be more striking for th olu 


tional period in woman. 


From a study of our case, it is readily) 


it may be to differentiate a psychiatric disorder as: 
Cushing’s syndrome from a manic depressive psych 


especially true when mental symptoms appear earl) 
of the disease and partially mask the 
latter have usually antedated the former by 


of time so that the difficulty in making a diagnosis, wh 


in our case, has been uncommon 


how difficult 


ociate d with 


physical manifestations. The 


1 relatively long period 


ich was noted 


however, to 
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ric. £ A; Fic. 1B. 


Fic. 1—Anterior and lateral views showing such characteristic features as 
“moon-like” facies, axial obesity, kyphosis and protuberant abdomen. 
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Fic. 2.—Lateral view showing blue striz on antero-lateral suri 
or hel, 
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Mallory stain (modified ). 


Note the hyaline changes in basophil cells 


Fic. 3.—Section of adenohypophysis. 
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Fic. 4.—Section of left adrenal gland showing pla 
large, foamy cells. Hematoxylin and. eosin stait 


Fic. 5.—Section showing encephalomalacia in white 


matter ot 
lobe. Hematoxylin and eosin stain 
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realize that such errors in diagnosis may conceivably be more 
frequent and may remain uncorrected. 

It is well known that endocrine manifestations are often promi- 
nent features in psychoses and they have been the subject of 
'7 These phenomena have sometimes 
been considered as indicative of an underlying specific somatic 


considerable investigation.’® 


disease in these psychoses. The association of mental depression 
with Cushing’s syndrome in a more than coincidental manner lends 
support to such a hypothesis. In addition, one may consider the 
concomitant fluctuations in the endocrine and psychiatric aspects 
of this disease following treatment, well shown in the cases 
described by Dattner,'* as not militating against such a hypothesis 
but rather as favoring it. 

The varied symptoms in Cushing’s syndrome as yet have had no 
adequate explanation offered for their concurrence and mechanism 
of production. This may be said to be even more true for the 
mental symptoms than for the many physical manifestations ob- 
served in this disease. Whether the former are directly attributable 
to hypophyseal dysfunction or may be a product of associated dys- 
function of other endocrine glands cannot be definitely determined 
at this time. It is well to remember that similar mental symptoms 
have been reported in cases having the “cortico-adrenal syn- 
drome,” '* thus again emphasizing the fact that Cushing’s syndrome 
is a polyglandular disease. In this connection one may reassert that 
“it is not easy to disentangle the specific contribution of the dis- 
ordered action of the gonads to a pluriglandular syndrome.” 7 A 
striking example of the influence of the menstrual cycle upon the 
psyche has been observed by one of us.*° 

A precise etiology for Cushing’s syndrome which will satis- 
factorily explain its development in all cases as yet remains un- 
determined. Neither basophilic adenomas of the hypophysis, nor 
neoplasms of the supra-renal cortex have been constantly observed. 
On the other hand, the apparently constant cell changes noted by 
Crooke as yet have not been ascribed to any specific etiologic factor 
in non-neoplastic cases. In elucidating the latter question, our case 
seems to offer a clue. It will be recalled that this patient had 
evidence of a neurologic disorder which developed concurrently 
with the endocrine disorder and, at first, passed unnoticed, as did 
the latter. The neurologic signs were similar to those frequently 
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observed in patients who have e1 halitic parkinsonism. Neuro 
pathologic study was insufficient to conclusively determin 
presence or absence of evidence of chronic encephalitis. There 
exists the possibility that the Cushing’s syndrome in our case is 
due to an encephalitic neuroendocrine affection. The involvement 
of the hypophysis in a disease process which is known to have 


predilection for the hypothalamus is not a w unre bl 
hypothesis. However, we do 1 elieve ence s is 


common etiologic factor in Cushing’s syndrome but merely suggest 
1 


it for unusual cases in which the etiologic factors are especially 
obscure. 


SUMMARY AND CONCLUSIONS 


1. The clinical and post-mortem findings in an unusual case of 
Cushing’s syndrome are describ [here existed in this patient 
a depressive psychosis and an extrapyramidal neurologic disorder, 
the overt development of both being associated temporally with 
that of the specific endocrine disorder. It is suggested that the 
etiology of the complex clinical picture observed in this case may 
be a neuroendocrine disorder on an encephalitic basis 

2. A review of the literature reveals that mental symptoms not 
infrequently occur in Cushing’s syndrome and that mental depres 
sion of varying degree has beet prominent feature in thes 
psychiatric disorders. The mental symptoms may b direct 
manifestation of the underlying fic e1 pathy hough 
the mechanism of their production remains obscure. The possibility 
that the form of psychiatric dis r, namely depression, in these 
cases bears a close relationship to manic depressive and i1 utiona 
psychoses is pointed out. 

3. Patients hospitalized with depressive psychoses should be 
carefully examined for evidence of Cushing’s lrome 
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HEREDITARY AND ENVIRONMENTAL FACTORS 
IN THE CAUSATION OF MANIC-DEPRESSIVE 
PSYCHOSES AND DEMENTIA PRECOX * 


By HORATIO M. POLLOCK ann BENJAMIN MALZBERG 


In 1928 the Laura Spelman Rockefeller Memorial made a grant 
to the State Charities Aid Association for a series of investiga- 
tions into mental disease in New York State. The New York State 
Department of Mental Hygiene collaborated with the Association 
in the investigations made. One line of research dealt with the 
pre-hospital histories of patients with mental disease. It was felt 
that such a study might clarify certain problems connected with 
the causation of mental disease. Social workers were therefore 
assigned to the Utica State Hospital and during the three years 
from 1928 to 1930 they conducted thorough -investigations into 
the histories of two groups of patients admitted to that hospital. 
One group consisted of 155 first admissions with manic-depressive 
psychoses, of whom 60 were males and 95 females. The other 
consisted of 175 first admissions with dementia precox, of whom 
g2 were males and 83 females. The patients were chosen for 
investigation in a random manner, there being no selective factor 
other than the existence of a well-defined psychosis. The Utica 
State Hospital was the locus of the investigation because its admis- 
sion district includes a population easily accessible to investigation. 

Information was obtained with respect to the mental and physi- 
cal health of parents, grandparents, uncles, aunts and siblings of 
the patients, special attention being directed to the occurrence of 
mental and nervous diseases, mental defect, alcoholism and crimi- 
nality in the family stock. The information was gathered, when- 
ever possible, through the direct testimony of the patient, close 


* Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, Illinois, May 8-12, 1939. 

For a fuller discussion of the subject, see the book entitled, “Hereditary 
and Environmental Factors in the Causation of Manic-Depressive Psychoses 
and Dementia Precox,’ by Horatio M. Pollock, Benjamin Malzberg and 
Raymond G. Fuller. State Hospitals Press, Utica, N. Y., 1939. 
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therefore be assumed to be of type DR. Mentally diseased parents 
must be considered of type RR. We must therefore consider the 
offspring resulting from the mating of DR with DR, of DR with ’ 
RR, and of RR with RR. The first type should result in 25 per 
cent of the offspring being mentally diseased. From the second 
TABLE 1. 
OFFSPRING OF PARENTS OF ASSUMED TyPE DR X DR, CLASSIFIED By AGE 


AT DEATH OR AGE AT TIME OF ADMISSION OF THE PROBAND 
rO THE UTIcA STATE HOSPITAL. 


Deceased siblings.* Living siblings.* 
Age 
— Number Number with mental Number Number with mental 
of cases disorder of cases disorder. 
Under 10 57 I 
10-14 7 6 
15-19 
20-24. 8 26 
25-29. 3 I general paresis 31 I manic-depressive 
psychosis 
1 dementia pracox 
30-34 2 26 I manic-depressive 
psychosis 
1 unknown psychosis 
I psychopath 
35-39 7 1 suicide 40 
40-44 5 38 I nervous 
45-49 4 1 general paresis 28 3 nervous 
1 alcoholic 
50-54 1 I manic-depressive 
psychosis 37 1 feebleminded 
I nervous 
55-59 2 22 2 nervous 
60-04 13 
65-09 I 14 
70-74 5 
75-79 2 2 I manic-depressive 
psychosis 
Total 106 4 310 I5 


* Exclusive of proband. 


type of mating there should arise 50 per cent of diseased children. 
Progeny resulting from the third type of mating should all be 
mentally diseased. 

Table 1 is based upon the histories of 82 patients with manic- 
depressive psychoses, and describes the siblings in those cases in 
which the parents were classified as DR x DR. In these families 
there should be mentally diseased offspring in the ratio of 1 dis- 
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eased to 3 normal. There were 416 ldren, exclusive the pro 
bands. On Mendelian theory there should therefore ve been 
104+6.0 diseased children. By defining mental disease as widely 
as possible, and by includit ich conditions as suicide, nervous 
ness, depression, etc., as indications of a neuropathic taint, we ob- 
tain a total of 19 cases of mental disease. This is only 22 per cent 
of the minimum required on the hypothesis that n disease 
is a recessive unit character. As age is an important mplicating 
factor, several corrections w ide, but in no case w t possible 
to obtain agreement with the requirements of Mendelian theory 
The hypothesis of DR x RR was tested in connect with 48 
families. There were 230 sibli exclusive of the probands. Half, 
or 115, should have been mentally diseased. Actually there wer: 
only 31 such cases, including I cas 
depressive psychoses, I of involution melancholia, 4 of dementia 
precox, 2 unknown psychos 1 case of epileps) s of 
nervousness, 2 suicides, and 7 cases of 
for age did not bring about any significant changes in the results 
Finally, we may consider 8 families in which the matings were 
of the variety RR x RR. In 3 of these, tl itings ' 
sidered strictly of this type, since both parents were eit! le 


minded or mentally diseased. In the remaining 5 families, the mat 
ings represented unions of ervous 


individual with an alcoholic, and of an alcoholic with an alcoholic. 
On the assumption that these are of the same value from the Men- 
delian point of view, all the offspring should have been mentall 
diseased. There were 35 siblings, exclusive of the probands. Of 
these, only 9 were affected, of whom 8 were feebleminded, and 
I was a case of manic-depressive psychosis. The total is too small 
for significant comparison, but it is noteworthy, nevertheless, that 
once again fact and theory were not in agreement 


We turn next to dementia precox. Table 


lies in which both parents were described as normal and who must 
therefore be classified as latent dominant St s ther 
were 458 siblings, exclusive of the 101 probands. There wert 


26 affected siblings, including 6 with psychoses, 4 alcoholics, 7 


/ 
nervous, 2 suicides, 2 neurotic, 4 feebleminded and 1 epileptic 
There should have been 114.5 + 6.3 cases of affected siblings 
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The actual total was thus far less than the minimum expected on 
the basis of random sampling. 

In 47 families the matings were considered of the type DR x 
RR. The offspring totaled 165, exclusive of the probands. Of 


the siblings, 16 were classified as mentally tainted. On a Mendelian 


TABLE 2. 
OFFSPRING OF PARENTS OF ASSUMED TYPE DR X DR, CLASSIFIED BY AGE 
AT DEATH OR AGE AT TIME OF ADMISSION OF THE PROBAND 
TO THE UTicA STATE HOSPITAL. 


Deceased siblings.* Living siblings.* 
Age 
a Number Number with mental Number Number with mental 
f cases disorder. of cases. disorder. 
Under 10 50 re) 
10-14 5 19 1 feebleminded 
15-19. 2 aI I nervous 
20-24. I! 31 
25-29 8 1 alcoholic 44 
30-34... 6 I nervous 4! I neurotic 
I nervous 
26-39: 2 I suicide 56 alcoholic 
3 feebleminded 
I nervous 
1 unknown psychosis 
40-44... 3 42 2 nervous 
2 alcoholic 
1 epileptic 
45-49... I 35 4 unknown psychoses 
50-54... 3 I neurotic 24 
55-59. 2 I suicide 10 
60-604 ass 2 5 
6 I nervous 
1 dementia pracox 
70-74... 2 
75-79... I 2 
Unknown.. 5t 
Total 101 5 357 21 


* Exclusive of proband. 
t All under 50 years of age 


basis there should have been 82.5+4.3 such cases. Clearly, there 
is no agreement between fact and theory. 

Finally, there was a series of 14 families in which both parents 
were tainted. In these families there were 66 children, exclusive 
of the probands. Among them were 5 cases of feeblemindedness, 
1 of dementia przcox, and 1 of nervousness, a total of 7. Accord- 
ing to the theory, all 66 should have been mentally diseased. 
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| \ 


We conclude therefore that neither dementia precox nor manic- 


depressive psychoses appears in frequencies that are in accord with 
the requirements of simple Mendelian inheritance. It has been 
suggested by several investigators that the hypothesis of dihy 
bridism would give an adequate explanation of the frequency of 
certain types of mental diseases. But if we complicate hypotheses, 
it may always be possible to obtain concordance between fact and 
theory. However, such agreement cannot be the only criterion 


One must seek underlying reasons justifying the application of a 
particular formula. 


Search for such justificatior wever, only increases the distrust 
in the possibility of applying Mendelian laws to the inheritance of 
inental disease. In the first place, there should be clear-cut clinical 
entities with respect to the several types of mental disorders. W< 
should, for example, study tl! ffspring of parents who were 
dominant or recessive with respect to manic-depressive psychoses 
or dementia precox. Among the offspring, there should be found 
individuals affected with such psychoses in ratios required by 


Mendelian theory. We have already shown that this requirement 
could not be met in our family data. In th 


opment of the mental disorders should be independent of external 


circumstances. If this is not the case, we cannot hope to obtain the 


correct total of recessives, for it is conceivable that under a favor- 
able environment no one might develop a mental diseas¢ How 
different is the case with such characters as eye color, for example. 


where the trait appears in a constant proportion among the off- 
spring, independently of environmental changes other than those of 


gal 


a pathological order, that may affect the entire organism. In th 


third place, there should be no differential mortality between the se\ 
eral genotypes. If those with the diathesis for a manic-depressive 
psychosis, for example, have higher rates of infant and child mor 
tality than the normal children, then the frequency of appearance of 
the disease would be less than the minimum requirements of 
Mendelian theory. Finally, are we justified in assuming that a 
mental disease may be treated as a unit, the transmission of which 
through inheritance is independent of the transmission of other 
characters? Is it not at least conceivable that there is correlation 
instead of independence of mental traits, and that the frequency 
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of a mental disorder is therefore in part a function of the nature of 
the organism as a whole? 

Thus far we have failed to establish the existence of a particu- 
lar form of inheritance, but this does not necessitate the inference 
that heredity is not a factor in the origin and transmission of mental 
disorders. We must observe the frequencies of mental disease in 
the families of the patients, and compare them with frequencies in 
other populations. The first investigations of this type were re- 
ported by Koller and Diem. Both found higher percentages of 
individuals with so-called tainting factors in the families of patients 
with mental disease than among the families of healthy individuals, 
though the differences were smaller than had been anticipated. In 
recent years Riidin and his associates in Munich have attempted 
to arrive at samples of the normal population through a considera- 
tion of the spouses of patients with general paresis or with cere- 
bral arteriosclerosis. The selection of the spouses was made on the 
assumption that, since these disorders are presumably on a non- 
hereditary basis, the presence of the disease in husband or wife 
will not have been of genetic significance in the inheritance of 
the marital partner. However, it is unlikely that a satisfactory 
sample of a normal population (adequate in size and randomness 
of choice) can be secured for the purpose of comparison with the 
families of mental patients. The selective factors operating to 
vitiate the random choice of samples of a general population are 
extremely subtle, and one can hardly ever be certain that such 
factors have not entered into the choice of a numerically limited 
sample. 

We may, however, proceed in the following manner. By means 
of our family histories we are able to count the total number of 
relatives of specified degree, and the corresponding numbers of 
affected individuals. The proportion of affected individuals may 
then be compared with the corresponding proportion for the general 
population. If each class formed only a random sample of the gen- 
eral population, the proportions of affected individuals should not 
differ sensibly from that of the general population. 

In such an analysis it is necessary to know the expectation of 
mental disease. Under given conditions of mortality it is required 
to know how many in a given generation will develop mental dis- 
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ease in the course of a life ti his expectation has | ete 

mined for New York State, \ vas found that 

had a chance of 4.7 in 100 of developing a mental disorder, femal 

4.4 in 100. On the theory of rand mpl proximat 

per cent of male populations and 4.4 per cent of female popul 

should therefore develop 

“crude” expectations for the famil t th 

the assumptions underlying tl] 

applied directly to those of 

for 1920 are the result of rates mental disease and rat f mor 

tality in that year. Both sets of rates have been subject 1 ecul 

trend. The rate of mental dis 

to decade and general mortalit) 

and forty years ago admiss 

they are today, whereas deat! 

quently, the expectation of mental dis 

erations must have been less tl 

males and females, respectively. The grand-parental generatiot 0 
included the period from 1820 to 1900; th rental generatiot = 
and the collaterals included a | 1 fi pproximately 18> = 
1930. The siblings embrace the period beginning at al 18 > 
Considering the changes in death rates and rates of mental dis 

it appears conservative to estimate, in comparison with the expect 

tions of 1920, an average expectation of 4.0 for mal nd 3.5 

females throughout the earlier p 

rected expectations to the fan 


legitimately comparable with the recorded 


The principal data are shown in Tabl 
of the patients with manic-depressive psychos« It will be not | 
that there were 2572 relatives in the histo No details wer | 
recorded in 195 cases, leaving a total of 2377 witl toric 
Among the latter there were 58 with mental diseas« 

The total of recorded psychoses is undoubtedly too | 
due in part to the fact that in each degree of relationship there aré 
individuals still exposed to the chance of developing a mental 


disorder. We may compensate for this by applying the appropriate 
expectations of mental disease. We cannot compensate, however, 
for the incomplete histories of mai f the patients. Not all were 
native-born with families easily a ible to investigation by the 
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field workers. Many histories were therefore based on incomplet 
evidence, and it is not beyond the bounds of reasonable probability 
that they include individuals who should be added to the total cases 
of mental disease. These ert ill be apparent with respect t 
the ancestral generations, wh« t hown in the accompanying 
table that the expected cases of mental disease are in excess of the 
actual plus anticipated cases, except for the mothers. Among the 
siblings, however, for whom the information is much more reliable, 
we find a total of 369 brothers and 376 sisters with known hi 
TABLE 4 
COMPARISON OF EXPECTED WITH CORRECTED TOTAL OF ACTUAL CASES OI 
MENTAL DISEASE IN THE FAMILIES OF 155 PATIENTS WITH 
MANIC-DEPRESSIVE PsYCH 
Nun 
Relationship. with know 
histo 

154 6.2 3 1.6 
Paternal grandfather. 121 1.9 3 
Paternal grandmother. 118 
Maternal grandfather. 126 5.1 
Maternal grandmother 129 1.6 
Paternal uncles... ... 212 8.5 5 
Paternal aunts..... 175 6.1 2 
Maternal uncles... .. 218 8 
Maternal aunts...... 225 7.9 5 7 
369 1s 1.0 
376 14 2 


tories. Among the former there were 15 cases of mental 


sease 
and a further anticipation of I1 cases, a total of 26, compare 

with an expectation of only 14.8. Among the sisters there were 
14 known cases of mental diseases, and an anticipation of 11.2 
cases, making a total of 25.2, compared with a complete expecta 


tion of only 13.2 cases. Clearly, among the siblings, for whom the 
data are most adequate. there is an excess of mental disordet 
over the total expected in a random sampl 

There were 39 families in which a father had a mental dise: 
or some defect usually considered a tainting factor. In these 
families there were, exclusive of the probands, 112 brothers and 
85 sisters with adequate histories. The brothers included 4 known 
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cases of mental disease, and an anticipation of 2.7 cases, a total of 
6.7, compared with a complete expectation of 4.5 cases. The sisters 
included 4 known cases of mental disease, with an anticipation of 
2.0 additional cases, a total of 6.0, compared with a complete expec- 
tation of 3.0. 

Thirty-two mothers were described as tainted. In these families 
there were 80 brothers and 65 sisters with adequate histories. 
Among the brothers there were 6 known cases of mental disease, 
with an anticipation of 2.2 cases, a total of 8.2, compared with a 
complete expectation of 3.2. Among the sisters there were 5 known 
cases of mental disease, with an anticipation of 2.0 cases, a total of 
7.0, compared with a complete expectation of only 2.3 cases. 

There were g families in which both parents were tainted. In 
these families the siblings were too few in number, however, to 
give significant results. There were 24 brothers, among whom 
there was I case of mental disease, and an anticipation of 0.4, a 
total of 1.4, compared with an expectation of 1.0. There were 
1g sisters who included 1 case of mental disease and an anticipation 
of 0.4, a total of 1.4, compared with an expectation of 0.7 cases. 

Finally, we may consider the frequency of manic-depressive 
psychoses among the siblings of patients with manic-depressive 
psychoses. The latter had 369 brothers and 376 sisters. Among 
the former there were 3 cases of manic-depressive psychoses, and 
an anticipation of I.0 case, a total of 4.0, compared with a com- 
plete expectation of 1.8 cases. Among the sisters there were 7 cases 
of manic-depressive psychoses, and an anticipation of 2.9 cases, a 
total of 9.9, compared with an expectation of only 3.4 cases. 

We shall next consider the incidence of mental disease among 
the families of the patients with dementia praeecox. The necessary 
data are included in Tables 5 and 6. 

The family histories included 2753 relatives, exclusive of the 
probands. The details were insufficient in 238 cases, leaving a total 
of 2515 individuals with adequately recorded histories. Among 
the latter were 74 psychotic individuals. With proper consideration 
of the age factor, we should add 47.5 cases, making a total of 
121.5, compared with a complete expectation of only 94.6. Because 
of their accessibility to investigation, the results for the siblings 
were more reliable. Among the brothers there were 11 with known 
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psychoses, and an anticipation of 12.7 additional cases, a total of 


7, compared with an expectation of only 15.0 cases. Among the 
sisters there were 11 known cases of mental disease and an antici- 
pation of 11.4 cases, a total of 22.4, compared with an expectation 
of only 12.0. 


We may next consider the frequencies of mental disorders among 


] 


the siblings under specified conditions of mental tainting among the 


parents. 


TABLE 6. 
COMPARISON OF EXPECTED WITH CORRECTED TOTAL OF ACTUAL CASES OF 
MENTAL DISEASE IN THE FAMILIES OF 175 PATIENTS 
WITH DEMENTIA PRACOX. 


Expected cases | Actual known 


Relationshiy of mental cases of 

disease. mental disease. 

Father 174 7.0 4 2.4 
Mother 174 6.1 13 2.8 
Paternal grandfather.. 135 5-4 2 0.2 
Paternal grandmother. 135 4.7 5 0.4 
Maternal grandfather 134 5.3 5 0.2 
Maternal grandmother 137 4.8 I 0:7 
Paternal uncles 237 9.5 6 4.5 
Paternal aunts 200 7.0 4 3-5 
Maternal uncles 242 9.7 7 4.5 
Maternal aunts 231 8.1 5 4.2 
Brothers 374 5.0 II 
Sisters 342 12.0 II 
Total 2,515 94.6 74 47.5 


In 27 families the father was tainted. In these families there 
were 144 siblings, exclusive of the 27 probands, consisting of 55 
brothers and 59 sisters. Among the brothers there were 3 psy- 
choses, and an anticipation of 2.0, a total of 5.0, whereas the 
expectation was only 2.2. Among the sisters there were 3 psy- 
choses, and an anticipation of 1.8, giving a total of 4.8, compared 
with an expectation of 2.1. 

In 32 families the mother was tainted. In these families there 
were 49 brothers and 44 sisters, exclusive of the probands. Among 
the brothers there were 2 psychoses, and an anticipation of 1.9 
cases, a total of 3.9, compared with an expectation of 2.0. Among 
the sisters there were 4 psychoses, and an anticipation of 1.5, a 


total of 5.5, compared with an expectation of only 1.9. 
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that even the soundest of stock may succumb to the repeated 
onslaught of an unfavorable environment. 

We conclude, therefore, that we cannot speak of hereditary and 
environmental factors as antithetic causes of mental disease. Both 
combine, often in subtle ways, to create such disorders. Persons 
with a diathesis for mental disease will undoubtedly succumb 
readily to many environmental stresses, which others, more for- 
tunate in their family endowment, may be able to resist and over- 
come. But certain stresses are of such intensity that if repeated 
at sufficient length they may overcome the resistance of even the 
soundest constitutions. It must, furthermore, be borne in mind that 
siblings are affected by like environmental influences during their 
formative years. If faulty family habits, attitudes or conditions 
are factors in causing the mental breakdown of the probands, is it 
not probable that they would also unfavorably affect some of the 
other siblings? In the single family circle there is a blending of 
hereditary and environmental factors that renders it difficult to 
evaluate their respective influences on the development and health 
of the children. 

In addition to inheritance or family background we must there- 
fore consider two other elements, namely, the personality and 
the environment. Personality, though sometimes the result of 
inherited traits, usually develops to a great extent apart from such 
influences. More significant appears to be the psychic environment 
into which one is born and in which one grows up. The environ- 
ment acts directly upon the mind through various types of stimulli, 
and it arouses the imitative processes. Environment also acts in- 
directly by encouraging the selection of traits. Thus, directly and 
indirectly, the environment brings about the various combinations 
which form the human personality. Some of these traits are cor- 
related with unhealthy mental trends, and may be recognized in 
what Dr. August Hoch called the “shut-in” personality. The chief 
characteristics of the latter are the possession of a seclusive disposi- 
tion and the gradual withdrawal of such persons from social con- 
tacts. This, in extreme cases, gives rise to certain types of reaction, 
emphasized by Dr. Adolf Meyer, which, if maintained over long 
periods of time, may result in abnormal behavior. We thus have 
a fusion of psychological and biological elements into the forma- 
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that light may be cast upon the psychological processes in these 
mental disorders through a fuller understanding of the newer 
results being obtained from the application of insulin therapy. Used 
originally in connection with dementia praecox, hypoglycemic shock 
has also been used upon manic-depressive patients, and some 
startling results in therapy have been observed in both groups. 
Psychiatrists are beginning to study the psychological changes that 
accompany the processes of recovery, and it is possible that by 
reversing the approach they may obtain a valuable insight into 
the formation of those psychological trends which originally 
brought about the diseased mental condition. 

\fental disease is a tragedy to the individual and his family, and 
a burden to society. It is important, therefore, that encouragement 
be given to all forms of research which may ultimately throw light 
upon the nature of these baffling disorders. We need more, not 


g 
less, investigation into brain anatomy and physiology. We need 
additional studies into the nature of hereditary influences. Studies 
into the relation of constitution to disease should be carried out in 
greater detail. But we also need a better understanding of how 
1uman beings are molded by their environments. From a synthesis 
of such fields of research there will some day come a more adequate 


conception of the causative factors in mental disease. 


DISCUSSION 


Dr. KENNETH J. Tittorson (Waverley, Mass.).—Dr. Myerson and I are 
associated at the present time in a research study of inheritance in manic- 
depressive psychosis. We are proceeding by taking early family histories 
at McLean, going back to 1818, 


Society in Boston and many important families whose ancestors can be 


with the cooperation of the Genealogical 


traced. What we have found in possibly six families who have been pretty 
well traced down to the present time, is that in manic-depressive psychosis— 
and this has been reported in the literature—there is a tendency for families 
to run out, to stop. The single direct lineage is cut off after a while, and 
then, of course, they spread out into infinitesimal branches. 

We do find, however, that the manic-depressive personality traits, as out- 
lined by Dr. Pollock, can be pretty clearly seen throughout many generations. 
There is definitely a hereditary tendency of the manic-depressive features. 
There are many other illnesses coming in, but we are trying to confine 
ourselves for the moment to manic-depressive psychosis. 

We feel also, as a result of our study, that had the outspoken manic- 
depressives who had recurrent attacks been cut off—that is, by sterilization— 
many valuable citizens would have been lost to society. 
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Comment. 


PSYCHIATRY IN MEDICAL EDUCATION. 


The Council on Medical Education and Hospitals of the Ameri- 
can Medical Association has published its report of a survey on 
medical education in the United States.* The report was prepared 
by a committee consisting of men whose experiences render them 
significantly qualified to evaluate the present status of medical 
education in the United States. The committee consisted of 
Herman G. Weiskotten, M. D., dean of Syracuse University Col- 
lege of Medicine, whose background is that of a pathologist ; 
Alphonse M. Schwitalla, Ph. D., dean of St. Louis University 
School of Medicine, whose background is primarily that of an 
educator ; the secretary of the Council, William D. Cutter, M. D., 
whose wide experience in medical education rests upon a former 
deanship; and Hamilton H. Anderson, M.D., of the University 
of California, with a background of pharmacology, and as a 
member of the Council staff. 

The foreword, signed by Dr. Ray Lyman Wilbur, chairman of 
the Council, points out that the present survey is but a part of a 
continuous process and represents, in a sense, a stock taking of 
the daily endeavors, purposes and activities of the Council. The 
report does not superimpose its own thoughts upon the subject of 
medical education but represents generally the composite opinions 
of representatives of various schools and depicts the present status 
of affairs in this field. 

The introduction touches briefly upon the historical development 
and aims of medical education and the part which the Council has 
played during the thirty-six years of its work. 

During the academic years, 1934-35 and 1935-36, representatives 
of the Council visited and surveyed all of the 89 medical schools 
in the United States and Canada. Of these, 77 were approved and 


* Medical Education in the United States—1934-1939. Published by the 
American Medical Association, 1940. The volume contains 249 pages, 34 
tables and 4 illustrations, with complete index. 
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to involve mental derangement.” “There was a growing demand 
for the inclusion in the preclinical curriculum of introductory 
courses in medical psychology and in psychobiology.” “Psychiatry 

is believed to be one of the most undeveloped areas in the 
medical curriculum and certainly in medicine.” 


MEDICAL EDUCATION IN CHINA. 


The admirable and courageous manner in which those responsible 
for medical work and education in China have met the extraordinary 
tasks imposed upon them by the war is apparent in a communica- 
tion from T. L. Yuan, acting director of the National Library of 
Peiping. 

In his letter Dr. Yuan says: 

With the removal of medical schools and hospitals from the coast cities to 
the interior of China as a result of Japan’s aggression, Kunming has become 
one of the important centres of medical education and research. There are 
already five medical schools and over a dozen hospitals established here in 
the course of last two years. 

Owing to the strict control over foreign exchange by the Chinese Govern- 
ment, none of these institutions is able to purchase foreign medical books 
and journals. Their scientific work has been greatly handicapped by the lack 
of reference books and current medical literature. 

In order to facilitate them in their work, the National Library has been 
building up a small medical collection which is made available to a large 
number of physicians and medical students generally. 

The need for current medical literature in China is urgent, and 
we are glad to give publicity to the appeal for assistance by the 
National Library of Peiping. The National Library now located 
at Kunming has been placed on our mailing list for a complimentary 
subscription to THE AMERICAN JOURNAL OF PsyCHIATRY, and 
we have no doubt that other publishers of journals and books are 
making their contributions to advance medical education and re- 
search in China, and thus to lighten, however little, the load of those 
so hard pressed through the acts of the aggressor. 


| 
W. L. T. 
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News and J2otes. 


PENNSYLVANIA PSYCHIATRIC SOCIET) The Pennsylvai 
Psychiatric Society held its regular mid-winter dinne: eeting 
February 27, 1940, at the Penn-Harris Hotel, Harrisburg, 


Pennsylvania. 


Dr. William C. Sandy, Harrisburg, president, presided. Dr. 


Charles H. Henninger, Pittsburgh, president of the Medical Society 
of the State of Pennsylvania, fa the opening addres 


The program was devoted to the subject of ‘‘Shocl 
the Psychoses.” Dr. Earl D. Bond, Philadelphia, read a paper o1 


“Metrazol.”” Dr. Howard K. Petry, Harrisburg, spoke on “Insu- 
lin.” Formal discussion by Drs. Robert W. Staley, Pittsburgh, 


Joseph A. Cammarata, Danville, Robert S. Bookhammer, Norris 
town, and Lauren H. Smith, Philadelphia, was followed by gen 
eral discussion from the floor 

Sixty-four members and guests attended the meetii 
I. Klopp, Allentown, is president-elect of the Societ 
tary-treasurer is Dr. LeRoy M. A. Maeder, Chancellor Hall, 200 
South Thirteenth Street, Philadelphia, Pennsylvania 


RoRSCHACH Course AT MICHAEL ReEEsE Hospita 
Ph. D., head of the pss chole 
neuropsychiatry at Michael | 


yy laboratory of the dey 

Leese spital. cago. will 
course on the Rorschach method personality study and clinical 
diagnosis. 

The course will include teaching the tec! 
the Rorschach method, scoring the responses, and interpretation 
with especial emphasis on clinical classification. Response record 
as obtained from various healthy personality groups and from 
clinical groups (schizophrenia and some neuroses to be included) 
will be scored, analyzed and interpreted. Primary aim of the course 
will be to demonstrate the test’s practical application in investigat- 
ing the whole personality, with particular reference to its clinical 
use. 
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The course will be presented in two two-hour sessions daily for 
five days, June 24-28, 1940, inclusive. Interested persons are in- 
vited to communicate with the medical librarian, Michael Reese 
Hospital, 2908 Ellis Avenue, Chicago, Illinois. 


IXPANSION OF THE COMMITTEE ON PuBLic Epucation.—Act- 
ing on the recommendation of the Committee on Public Education, 
the Council has approved the establishment of regional representa- 
tives of the Committee for the dissemination of authentic psychiat- 
ric information, and the gathering of information of psychiatric 
import. 

Each district will be composed of several states with more or 
less geographical solidarity and will be headed by a regional repre- 
sentative acting for the Committee. Later, representatives will be 
appointed in each of the states, but the Committee is anxious to 
build its organization slowly, preferring to have the skeleton organi- 
zation well established and its work well defined before proceeding 
further. 

It is contemplated that the localization of some of the public 
education work of the Association may make it possible in time 
to play a more active role in the shaping of public opinion in matters 
directly concerning the Association or having a bearing on pro- 
fessional standards or methods which it endorses. Regional repre- 
sentatives will not be called upon to enter into local controversies 
on psychiatric matters beyond the re-statement of standards and 
policies already established by the Association. 

Such representatives will also report from time to time on 
psychiatric affairs within their district, including administrative 
changes, important legislation, changes in state policy, important 
meetings of local or state groups,—in fact, any significant data 
which would be helpful or of interest to members of the Associa- 
tion throughout the country. 

It is felt that in time each district may be the nucleus for an 
active and authoritative program of psychiatric education which 
will make the aims, standards and policies of the Association well- 
known everywhere. 

The first meeting of the newly appointed regional representatives 
will be held during the Cincinnati meeting of the Association at 
which plans for future development of the work will be discussed. 
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announced that a fully documented report of the case will appear 
in a forthcoming issue of the American Journal of Psychology. 

The record appears to supply a unique instance of a human child 
early removed from all contacts with its kind and made accustomed 
only to the life and ways of infrahuman primates whose habits and 
characteristics he had adopted. A special interest also attaches to 
the fact that having been captured and transferred to a human 
environment the process of change in personality and behavior as 
one set of culture influences was replaced by another could be 
watched and described. 


Lectures.—Announcement is made by 
Dr. C. Charles Burlingame, chairman of the Thomas W. Salmon 
Committee for Psychiatry and Mental Hygiene, that because of 
uncertainties of transportation due to the international situation 
the eighth series of Salmon Memorial Lectures which were to have 
been given by the eminent Russian psychiatrist Dr. Alexander Luria 
have been postponed. 

In view of this fact, Dr. Burlingame stated, the 1941 lecturer, 
Dr. Nolan D. C. Lewis, director of the New York State Psychiatric 
Institute will advance the date of his series of lectures to No- 
vember 1940. Dr. Lewis, who will be the eighth Salmon Memorial 
lecturer will deliver a series of three lectures at the New York 
\cademy of Medicine on successive weeks, November 8, 15 and 22 
of this year. 

Salmon lecturers are selected each year on the basis of their 
scientific achievement with particular reference to constructive con- 
tributions in the fields of psychiatry and neurology. Dr. Lewis 


been a leader in the field of psychiatric research and for 


has long 
the past five years has been in an unusual position to gain knowl- 
edge of the trend of present-day research as coordinator of re- 
search in dementia preecox for the Scottish Rite Masons. This or- 
ganization has sponsored a nation-wide assay of research in de- 


mentia precox under Dr. Lewis’ leadership. 
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Wook Reviews. 


THE Patient as A Person. A S ~ A ILLNESS 
By G. Canby Robinson, M (New York: Common- 
wealth Fund, 1939.) 


This volume embodies the results of an et ry undertaken because of 
the conviction that there is today general neglect of social and emotional 
disturbances of persons suffering from various diseases and with various 
specific diagnoses. 

Many important factors contributing to the social incapacity individuals 
with organic disease or with disability due to illness of psychogenic ot 
emotional origin were elicited by the study of the pa 1s a person in all 
his relationships. It is this study of “total individuals” or the investigation 
of the social, economic and envir ental status of sick persons as well as 
of their physical pathology whi s described as enquiry into “illness” rather 
than the much more limited consideration of “disease.” This distinction 
between illness and disease is of prime importance and is ntinually em 
phasized. The first chapter is devoted to a consideration of t lements of 
illness and their relation to medica rvice The only factor termining 
the selection of most of the 174 patients who were observe ring the 
period between the spring of 1936 and June 37, were the 
Eastern Health District of Baltimore and admission to the 1 il service 
of the Johns Hopkins Hospital ey were typical of per dmitted 
either to the public wards or dispensat f the hospital 

The study of each patient as a total individual was initiated 1m inter- 
view. Prior thereto the medical history, the positive objective findings. record 
of any previous hospital admission, diagnosis and prescribed treatment were 
assembled and reviewed. At the interview the patients were encouraged to 
discuss freely their illness, daily routine, work habits, associates, family, 
church and other topics of interest or containing a problet 

At that juncture effort was made to separate th symptoms of the present 
illness into those caused by organic disease from those of psychogenic or 
emotional origin. Search was the: rtal for a rsi ia nditions 
in the life of the patient. Any possible relation of sucl nditions to the 
production of symptoms was sought e backs 1 of the patients was 
reviewed with special reference to factors determining personality. In 
addition nearly all dispensary patients were visited in their homes. The 
home visits almost always yielded valuable information. Representatives of 
social and public health organizations to whom th patient was known were 
consulted. There was always close cooperation with the physician in charge 


of the patient. The behaviour and thought content of all patients were 
recorded. 
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Consideration is given in subsequent chapters to patients with circulatory 
symptoms, respiratory symptoms, digestive symptoms, the diabetic, the 
syphilitic, the epileptic, the psychoneurotic patient and patients with various 
miscellaneous conditions. 

Adverse social conditions were divided into disturbances of subsistence 
which were external and objective, and those of satisfaction which were 
internal or subjective. The external were due to inadequate physical or 
economic protection and the internal to faulty personal habits. 

Eighty per cent of patients revealed some type of adverse social condition 
and in 36 per cent emotional disturbances due to adverse social conditions 
were the chief cause of illness. In many patients excessive emotional re- 
actions were the sole cause of the illness. The adverse social conditions 
produced emotional disturbances which in turn produced symptoms, the 
reaction depending first upon inherent qualities, personality and stability of 
the patient and then upon the severity and duration of the stimulus. The 
chapters devoted to patients with various organic diseases and the psycho- 
neuroses consist of abstracts of case histories. They illustrate the emotional 
status and social conditions of such patients. They also bring out the etio- 
logical importance of poverty, emotional shock and family friction in the 
production of certain conditions. 

After consideration of the first group of case histories the conclusion is 
reached that ‘the study of social and emotional disturbances is essential as a 
basis for the correct diagnosis and treatment of patients with circulatory 
symptoms.” It is further concluded that excessive emotional reactions may 
produce harmful effects which outweigh those caused by physical strain. 

The special social and emotional disturbances of tuberculosis and syphilis 
are considered in detail. Each of these conditions may give rise to particularly 
harmful emotional reactions or anxiety states. Such reactions are said to 
be to some extent the same whether a patient has tuberculosis or only fear 
thereof. 

Patients with digestive symptoms were found to be the most readily 
disturbed of all. As a group.these patients also demonstrate well the relation- 
ship of emotional disturbance to symptoms both in the presence and absence 
of organic symptoms. 

Those patients with discomfort, pain and weakness, whose symptoms are 
general in character and with no demonstrable organic disease, were repre- 
sented by a group of 20 individuals. They have in common “those physical 
manifestations of excessive emotional reactions to adverse social conditions 
which we designate as psychoneuroses.” They are representative of “pure” 
functional disturbance. With reference to these individuals the author 
writes :—‘‘There is one conviction, however, that has come from the personal 
intimate study of the psychoneurotic patients in our series and from a com- 
parison of them with other patients similiarly studied. This conviction is 
that these patients suffer greatly both in body and mind and that they are 
often in greater need of medical care in the broader sense than any other 
type of ambulatory patients.” 


Finally there is considered pte 29 patients 
with miscellaneous conditions. |] t treatment of the patient 
a whole in these various groups ; 4 treatment of 
the social problem was the essent t in tl tient’s n il care 

In a further analysis of the pr t situati pointed t that pr 
vision for the care of acute and se l sis usually good. However the 
great bulk of illness remains t 
and the process of aging. T 


diseases of metabolism and | tior { eni rigin, tl 
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clusion is later reached that 
of the present time. 

The importance of medical student go t t situat 
sized. Every student should | 
total individual. This may be d hot visit, by an interview, « 
ference and a review of the s 
least one individual. These probl is well as 
presented at an informal weekl rence at H Mi 
School by each student. In this way 1 : 1 and personal problems 
integrated with the medical. The solut f 
the responsibility of the doctor as is 1 purely mi ( of th 
medical social worker in the stud) the total individual is it ted. It 
believed too that medical social sery waits greater o, 
operation and stimulation. from t ( ion. ] ting t 
relation of social adversity to illness, it is anticipated that in t iture the 
medical social worker will | ’ 
formation of fundamental significa: recting tl 
many patients. 

The new outlook which may come ; 11 1 result of the 
velopments might be of profound i: rt for preventive medicine and 
mental hygiene. The changed outlook is reflected in the following obs¢ 
tion of the author: “In a recent discussion of t tudy of the patient as 
person it was recalled that it was tru ir student days that 
aim was to follow the patient to the autopsy table. We were keen to follow 
him into death. Now we are facing t and are beginning t e ke 
follow the patient into life.” This stimulating enquiry raises many problems, 
not the least important of which is the development of a routine procedurt 
in the complex services of clinics and hospitals whereby the difficulties of th 
patient as a person as they are related to a given illness may be ascertained. 
Whether in private practice or in the hospital, an lerstandi f tl 
problems is as necessary as the medical history, the physical diagnosis an 
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all other procedures now availaple, if the correct diagnosis is to be made 
and suitable treatment undertaken. 

This book should be recommended to medical students as well as to general 
practitioners. It contains much that is of interest and importance also to all 
those concerned in the provision of medical services generally. The construc- 
tive suggestions relating to medical education, if adopted, should be of 
immense value to the medical practitioners of tomorrow. 

J. G. FitzGerarp, M. D., 
University of Toronto. 


Kettey Statistica, Tastes. By Trueman Lee Kelley. (New York: 
MacMillan ( O., 1938 ) 


To review a book of statistical tables is indeed no enviable task. One 
might attempt it by pointing out errors in the author’s calculation, but I am 
confident that this would prove a barren search in tables compiled by 
Dr. T. L. Kelley. Although a professor of education, Dr. Kelley is a mathe- 
matical statistician of first rank and one who has a predilection for accuracy. 
[To point out that the tables are published in a very usable and legible form, 
the print being large and the columns well spaced, covers a description of 
their layout. It would appear that the only useful review will be one which 
indicates some of the purposes for which such a set of tables is designed. 
It is true the author states that “the uses are so numerous and they will 
be so obvious to statistical workers that illustrations in the main are super- 
fluous.” There is a strange and naive axiom among mathematicians that we 
who are not of their ilk always understand what they are talking about. It 
is time to draw to their attention that on occasion many of us do not, and 
indeed sometimes we suspect that we are being unnecessarily baffled. Along 
with others Dr. Kelley has too great a faith in the mathematical under- 
standing of most of us. It is with this in mind that I wish to outline some of 
the rather simple uses I would find for such a set of tables. 

Table 1 covers 100 pages and provides eight-place values for the normal 
curve, probability and correlation. Columns p, q, x, and z provide values for: 
(1) obtaining a quantitative evaluation of test items, scores, grades or classes 
from the per cent of cases passing the item, obtaining the score or falling in 
the grade or class; (2) transforming judgments into quantitative values; 
(3) determining what per cent of cases in a normal distribution falls between 
certain given scores; (4) fitting a normal curve to a distribution of data; 
(5) interpreting standard deviations in terms of probability. Column Vpq 
provides values for: (1) computing the probable error of a proportion or 
of a per cent; (2) the calculation of biserial r and its probable error. 
Columns Vi—p* and Vi—q provide values for; (1) calculating probable 
errors of estimate for predicted values; (2) calculating partial coefficients of 
correlation and partial standard deviations as used in multiple correlation; 
(3) calculating correlation ratios for non-linear relationships. 

* function which can be used 
for determining goodness of fit between an obtained distribution and a 


Table 2 provides four-place values of the x 


theoretical one such as a nort ! t i] e used in the calculation 
of the coefficient of mean squat yntins measuri the relationship 
between non-measurable variables such a r, neurotic symptoms, etc. 

Tables 3, 4 and 5 provide cul intic and sept efficients which will 
yield interpolated values to as hig ort racy as would be required 
in any statistical calculations 

Table 6 is an eight-place tab! re roots from 1 to 100 

5. N. F. , M.A 
‘ 
You Can Steep WELL. By / 1 N York: Whittle 
sey House, 1938.) 

That insomnia is one of the grave ills rn tion is pretty 
generally recognized. If the g bliy f the 
victim regards it as his own pe ir curse some of 1 s on drug 
consumption, which Dr. Jacobso tes, ar nvincing proof the wide 
extent of the malady. For example, betwee: 30 and 1022 t sales of a 
single legitimate sedative, phenobarbita fror 100 to 45.000 pounds 
Since as little as three grains may | luce e] \ sold in one 
year, as he points out, to provide most the population of the nited States 
with a night’s rest. This book, as the ver pl ims, t How to go 
to sleep promptly at night—wal Pe 
overcome fatigue resulting from wakefulness and insom1 eal And all 
this without medicine or essential ge in t ittert ur life, by the 
practice of six seemingly simp! 

The thesis upon which the book is built that mental tivity it 
separable from tension in the eye and speech muscl 1 that if this tension 
is relaxed mental activity ceases and you sleep we [1 rtain sense 
these are “key muscles” and when tl relax the other muscles will relax 
automatically. While relatively complete relaxati: in be 1 tained pe 
haps only from 10 to 30 seconds, sleep will come during this interval. 7 
sure, such a doctrine seems like putting th rt before the but 
technique works, one can have 1 irrel with tl 

As early as 1908, while working with Miinsterburg at Harvard, Dr 
Jacobson became interested in the problem of ntific relaxation. Since 
then he has studied the subject extensively both in the laboratories of th 
University of Chicago and more recently i s own laboratory for clinical 
physiology, equipped with all the most accurate de\ for measuring nerve 
tension. This book, while written primarily the lay reader, contains a 
review of all the important stud which have been mad f sleep and 
therefore should be of value to the medical practitioner as well. It will be 
noted that the data presented are d tly opposed to H. M hnson’s widely 
discussed findings regarding “sleep motility,” vi that healthy sleepers 
change position from 20 to 45 times in a single night 


The form in which the author couches his contribution is that of a dramatic 
dialogue—between an insomniac auto salesman and the doctor. In_ the 
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concluding chapters there is a general discussion of the problems of sleep as 
carried on by the workers in the laboratory to which the doctor takes his 
patient to demonstrate his methods. While a more direct and compact style 
would greatly shorten the book, it would undoubtedly lose much in reada- 
bility for the layman. As it is, interest is well maintained and much homely 
and practical advice and comment administered relatively painlessly. While 
few may be able effectively to follow the rules laid down for relaxation, 
it is worthwhile, on the one hand, to have emphasized the part played by 
continual strain and tension in the production of insomnia and nervous 
disease and, on the other, to have exploded our faith in current nostrums. 
To those unfortunates who rely on drugs to obtain a good night’s sleep 
and to those who have vainly experimented with various techniques of 
“suggestion” the author’s condemnation of all such methods will have special 
significance. Parents and educators will be particularly interested in the 
discussion of children’s sleep as affected by such institutions as the radio 
and the movies. 

For the psychologist, psychiatrist and philosopher, this book though it 
rests upon sound scientific research and experimentation, will probably be 
unsatisfactory because it too easily disposes of some of the fundamental 
problems with which their disciplines deal, and because it neglects the 
dynamic factors underlying the nerve tensions preventing sleep. Thus, the 
statement that “The ‘will’ is no longer the incomprehensible principle that 
philosophers have painted it for many generations past. It is simply and 
chiefly what your muscles do—those lying external to your bones” may 
not pass unchallenged. Or the author’s position, long a subject of debate among 
psychologists, that there can be no thinking without movements, however 
slight, of the speech muscles. However it is to the psychiatrist that the book 
will prove most unsatisfactory. Not only is Freud’s theory of dreams dis- 
missed as “a development from the imagination of a speculative genius” and 
psychoanalysis disapproved because “you should learn to shoulder normal 
burdens and should not desire to be relieved of them”, but no adequate con- 
sideration is given to such dynamic factors as desires and conflicts which, 
in the last analysis, are responsible for the mental activity innervating the 
muscles of eye and speech and making relaxation difficult, if not impossible. 
In this sense the book offers only a “muscle philosophy”, a cure imposed 
from without; it fails to point the way to a real resolution of the tensions 
producing insomnia. 

ISABELLE KenoniG, Pu. D., 
St. Elizabeths Hospital, Washington, D. C. 


PopuLATION, RAcrE, AND Eucenics. By Morris Seigel, M.D. (Privately 
printed in Hamilton, Ontario, 1939.) 


300ks touching on eugenics are legion and their approaches most varied. 
This one aims to cover the field in an elementary way, emphasizing the medi- 
cal angles, and belongs definitely to the serious, scientific and unsentimental 
class. It provides an adequate, if rather conventional compilation of the usual 
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subject matter of positiy 
with citations from the 
eugenic significance 
birth rates and for the 
generated as the author stress 
To make marriage more 
is urged in premarital hea 
and expert consultation boat 
numbers of hereditary d 
ineffective, and prefers sterili 
eugenists consider, on a wid 
reader is warned, however, 
proportion of defectives,” 
maintaining them anc 
feeblemindedness or insani 
supplemented by the 
in such periodicals as the J/ 
It is to be hoped that this | 
a growth of interest 
of human heredity. 


OUTLINES OF PsYCHIATRI 
word by Eugen K 


This small book is int 


psychiatric case-study.” 

outlines are given for the 
study, the medical history, 
nation and physical exami 


lines accepted by American 
from time to time, but 
a book of this type. 


if it is possible to avoid 
history and for making a n 
psychiatric thought. 

The book is a very satisia 
in psychiatry. 
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textbook, the only one on this subject, we believe, written by a nurse, and 
perhaps the only one which really deals with the nursing of the mentally ill. 

Miss Bailey has spent the greater part of her professional life in the field 
f psychiatric nursing. A graduate of the School for Nurses of Johns Hopkins 
Hospital, she was associated for some years with the Phipps Psychiatric 
Clinic there. Lately she has made a survey of a large number of mental 
hospitals, in connection with the inclusion of psychiatric experience in the 
undergraduate courses of general hospital schools. 

The general arrangement of the material in this edition is the same as 
formerly, but two new chapters are added. These are Chapter XIII, “Nursing 
the Psychoses with Convulsive Disorders,” and Chapter XV, “Nursing the 
Psychoses due to Metabolic and other Somatic Diseases.” These are very 
useful additions. 

During her survey Miss Bailey constantly asked for suggestions which 
would make her book more useful. She tells us that “the reply was almost 
unanimous; ‘there should be more description of nursing procedures, more 
information as to what to say and what to do’; and more concrete suggestions 
for approaching the patient and establishing the necessary rapport.” This is 
of course the heart of the problem. We have gradually acquired an extensive 
list of things which we tell our nursing students not to say and do; but 
positive suggestions have been largely lacking. The result has too frequently 
been that the nurse is afraid to say anything. “An earnest effort,” says Miss 
Bailey, “has been made to meet these suggestions.” It has resulted in a few 
definite models of the more desirable verbal approaches for gaining the co- 
operation of patients. To say that there are only a few is surely no dis- 
paragement of this book, since no other gives any. There are, however, 
many questions which nearly all psychiatric patients ask again and again, 
and for the answers to which the nurse is apt mechanically to refer them 
to a doctor who is no longer present. There are surely answers to these 
questions which the small medical staffs of our mental hospitals would be 
more than glad to leave to nurses if they could feel certain that they would 
be intelligently handled. Let us hope that in a later edition Miss Bailey will 
put us still further in her debt by giving us some of these answers. 

N. D. Frorer, R.N., 
University of Toronto. 


INJURIES OF THE NeRvoUS SysTEM INCLUDING PoIsONINGs. By Otto Mar- 
burg and Max Helfand. (New York: Veritas Press 1939.) 

In this small volume a survey of the causes, symptoms, diagnosis and treat- 
ment of injuries of the brain, spinal cord and peripheral nerves is presented, 
together with a brief discussion of various chemical agents which poison 
the central nervous system. In view of the wide experience of the authors it 
should be of value to have this expression of their opinions. 

It is pointed out by the authors that certain personality types may be pre- 
disposed to trauma, a fact not so frequently recognized. The opinion is 
emphasized that the mental symptoms following trauma are largely dependent 


| 
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upon the mental makeup of t! dividual before tl ry and t “a normal 
man with an intensive head injury tends to remaii rmal after the injury.” 

While the book has several int ts { t revit led to the 
omission of important details lure to discuss adequately som« 
of the neurological phenom ated th | injuries. In 
the preface it is stated that 1 tics tandpoint would be emphasized 


However the sections on su 
for example, evidence a lack rd vith the problen 
head injuries from a practical st i i neral, similar defects ; 
evident in the sections devoted t ul t] nal cord, the peripheral 
nerves and to poisonings of t! ter proper distinction 
is made between trivial and i tant facts iscu therapeutic 
procedures is often too brief 

A lack of fluency with the | might well b ndoned in 
view of the tumultuous life \ { ut have experienced in 
beginning their profession in intry, but it would seem that the 
might have obtained some hel recting tl nbiguous language with 
which their pages are filled. Ey ! it be condoned tl 
are not a few evidences of st lessni i roof reading in th 
form of mispelled words and ert dit references 
made to authors who are not list the bibliogray \ no pretense is 


made of giving a complete | { m that ferences t 
many helpful and important artic] rticular nt g] {1 Am 
literature, have been omitted. Not have many it rtant nces be 
omitted but results previously written in the English langu have been 
restated in remarkably obscur 

In conclusion, this book cannot be ’ n ul lified ral re 
mendation. It leaves much to be desired as a practical survs the subject 
Many more readable surveys of | blen f he 
in the literature. Those readers y ire very familiar with the subject 
material will, however, find sor i! 1 fact f interest and 
value. 


. . AND THE STUTTERER TALE } r M 
Kohn, B.A., B.Sc. (Bost uce Humphri Inc., 1938 


This book presents an interesting human document. It is a graphic account 
of the life and personality development of a stutterer. Beyond this, it is of 
little value to the speech therapist, who would require a more specific outline 
of treatment and a clearer intimation of how the authors arrived at their 
conclusions. 

It would appear that the reason for writing this book in biographical style 
was to attract the attention of the lay reader sut if this book is primarily 
for the stutterer and his parents it may be criticized from th ndpoint of 
comprehension. The description of the boyhood struggle against his handicap 
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is excellent and will find a sympathetic echo in the lives of many stutterers. 
But the latter part of the book would not be readily understood by the 
average reader. When the authors come to the actual treatment of the adult 
stutterer they tend to become obscure. 

The value of the book lies in its strong emphasis on the psychological 
and emotional aspects of stuttering. The authors also stress the need for the 
early treatment of the stutterer and a clearer understanding of his problem 
by parents and teachers. And, lastly, they do not hesitate to point out the 
uncertainty of cure. They emphasize the factor of hereditary predisposition 
in the stuttering condition, and conclude that the adult stutterer rather than 
discovering a miraculous cure attains the power of control over his stuttering. 
He learns to adjust himself to his stuttering, and manage it in such a way 
that he is not handicapped in normal social intercourse with his fellowmen. 

RutH Lewis M.A., Speech Therapist, 


Hospital for Sick Children, Toronto. 


SCIENTIFIC CONTRIBUTIONS OF THE First PsycHIAtric HosPITAL oF Moscow, 
U. S. S. R. (Second issue, dedicated to the occasion of the 130th anni- 
versary of the founding of the hospital.) Edited by Mf. A. Djagaroff. 
(Moscow: Bolshaya Gruzinskaya, 1939.) 


The first paper in this collection is a historic sketch of the hospital which 
was the first to be founded for mental cases not only in Moscow but in the 
Russian Empire. Here we find a detailed duplication of the “Bedlams” of 
western countries, including the eventual emergence of a well arranged and 
equipped institution in which competent workers apply the most modern 
techniques in their practice, teaching and research. 

The bulk of the volume of over 400 pages, well printed and illustrated and 
attractively bound, consists of 23 papers dealing mainly with forms of active 
therapy of the commoner psychoses. 

Of special interest is a contribution by Vasilyeva, Dikovitzky, and Zelyeva 
on “Treatment of Schizophrenia by Combined Method (Insulin and Cardia- 
zol).” The authors have tried, on 15 resistant cases, several ways of combin- 
ing both remedies, simultaneously and alternately. Following are their 
principal conclusions : 

At the beginning of treatment one cannot prescribe combined therapy for 
a given patient, inasmuch as neither the form, nor duration, nor course of 
the illness affords any indication for it. 

Cases which prove to be resistant to the one or the other therapy alone 
may, upon thorough investigation of both its physical and psychic features, 
be subjected to combined treatment. 

Some cases, in which neither insulin nor cardiazol alone yields good results, 
unquestionably change their course for the better only under the combined 
action of insulin and cardiazol. 
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Under the combined treatment ntioned 


15 resistant cases were as f 


Cases under 1 year’s duratiot 1, no total 5. 


Cases over 1 year’s duratio1 ( ret th defect 
time of release from the hos 
improvement 2, total Io. 


SEGUNDA REUNION DE LAS 
Publicadas por Honor 
Torres Aguirre, 1939.) 


This volume of approximat undred pag nt t ficial 
contributions which appeared 
Pan-American Congress, whi Peru, M 25, 193 
(The first Congress was held under 1 uspi f tl niversity of Chil 
in 1937). 

The officers of the Congres Pp lent, Dr. Hor Delgado; 
Secretary-General, Dr. J. O. 7 - Chairma f Sections, Drs. N 
Rojas, Arturio Vivado O., Edgard Pinto ( r, F. Het 1 Guerrero, 
Horatio M. Pollock, Demetr E. Horvit is Malbran 
José B. Odoriz, Aurelio Loret de Mol Al 

Official delegates represented count! \rgentit Brazil 
Cuba, Chile, Peru, Santo Domin: United Stat Venezuela he deleg: 
from the United States were Dr. | tio M. Pollock and | bert B. 
Lamb. 


The scientific program res tself main! ries of _ On 
of these dealt with th 
psychotherapy of pain. Another I 1 tl iou f hype 
chondriasis. One session was i to tl ewer :tt 
phrenia. The subjects of social nd rganizat nd polic 
were dealt with in other sessio1 Prof r N R li 1 the bio- 
logical foundation of civil incay n mental ill: 1 Dr. Enrique En 
cinas presented an elaborately trat paper itoarchitectural 
variability of the cortex of the 

In addition to the countries 1 esent tes t ( 
inembers were also present 
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PRELIMINARY ANALYSIS OF GROUPING BEHAVIOR 
IN PATIENTS WITH CEREBRAL INJURY BY 
THE METHOD OF EQUIVALENT AND 
NON-EQUIVALENT STIMULI.* 


By WARD C. HALSTEAD, Pu. D., 
Otho S. A. Sprague Memorial Institute and Division of Psychiatry, Depart- 
ment of Medicine, University of Chicago. 


Unsatisfactory material and methods have jointly hindered 
progress in analyzing the extent to which circumscribed cerebral 
lesions in man are associated with alteration of the “higher’’ mental 
functions. Prior to developments in the field of neurosurgery, 
particularly during the past ten years, the human cranio-cerebral 
cases available for study rarely presented circumscribed neurologi- 
cal lesions. While studies of developmental anomalies, vascular 
cases, traumatic head injuries (including injuries resulting from 
gunshot or shell-wounds), cases with brain tumor and infectious 
and degenerative diseases of the central nervous system have in 
some instances yielded constellations variously useful in neuro- 
logical diagnosis,’* they have not thus far revealed definite relation- 
ships of the “higher” mental functions to the brain.2* However, 
with the rapid developments in recent years in the field of neuro- 
surgery, partial and complete lobectomies have become routine 
operations in several centers. With the increasing availability of 
such cases for purposes of intensive study, the problem of rela- 
tively satisfactory material is in some measure diminishing. 

Concerning available methods, however, it is but comparatively 
recently that the need for analysis of the basic psychological func- 
tions involved in various forms of behavior has been clearly con- 
ceived as being linked to the problem of cerebral function.® 17 1° 
Moreover, the adequacy of traditional psychological methods for 
revealing truly basic mechanisms of behavior has been questioned 
by Kliiver, who in seeking such mechanisms in the behavior of 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 


1264 BEHAVIOR IN PATH WITH CEREBRAL INJURY [May 


monkeys found it necessary to develop the duplex method which 


he subsequently termed the “method of equivalent and non-equiva- 


lent stimuli.” ?® It has not vet been generally recognized, unfor 
tunately, that the considerations which Kliiver has raised concern 
ing methods of studying behavior apply to any analysis of behavior 
whether the organism involved be insect or rat, monkey or man.’ 

The problem of equivalence in the analysis of behavior has been 
dealt with in its various aspects by Kliiver '° and will be considered 


here only in a general way. This problem arises most prominently 
in connection with various forms of behavior which remain un- 
altered in the presence of marked change in the environmental 
stimulus constellation. Such forms of behavior do not persist un 
altered in the presence of all changes in the stimulus constellation, 
however.~ Using Kliiver’s terminology, it becomes convenient to 
refer to the stimuli in the first situation as “equivalent stimuli” and 
to those in the second (in which the response in question is altered) 
as “non-equivalent stimuli.”’: Interest in such differentially stable 
forms of behavior does not end with the discovery (for a par- 
ticular response) of a number of “equivalent” stimuli 
“equivalence range.” In fact, primary concern in a given situation 
is an answer to the question: /‘“What property or characteristi 
equivalent stimuli is responsible for equivalence?” It may be ob- 
served, for example, that under certain conditions: (A) solid 
squares, solid and outline ellipses, solid and outline circles and 
line drawings of a “star” of certain sizes, when projected sym- 
metrically at the monocular fixation point of a nulle vision hemi- 
anopic patient, will be seen by him as whole or “completed” 
figures ; whereas (B) squares or ellipses of a particular size, straight 
lines, diagonal lines, less than half a circle, or a picture of a dog, 
face, bottle or butterfly will be seen as part figures or “uncom- 
pleted.” * In line with the preceding discussion, the stimuli of A, 


in terms of “completion” behavior, may be referred to as “equiv- 


alent stimuli” whereas the stimuli of B with reference to 


~com- 
pletion” behavior may be termed “non-equivalent stimuli.” Clearly, 
where questions of such biological importance as “seeing” and 


“not seeing’’ are involved, it is not sufficient to know that A stimuli 


and B stimuli exist. It becomes important to know what property 
or characteristic of the A stimuli makes it possible for them to be 
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“seen,” 1.¢., “completed.” It should be clearly recognized that what- 
ever this property or characteristic is, it is, in a certain sense, 
present in the A stimuli only and yet cannot be defined without 


analyzing the properties of the B stimull. 


PRESENT INVESTIGATION. 


During the past four years at the University of Chicago Clinics, 
we have been investigating by experimental methods the behavioral 
effects of brain lesions in carefully selected neurosurgical patients. 
With some exceptions noted elsewhere, these patients have come 
to our attention through the cooperation of Drs. Percival Bailey, 
Paul C. Bucy, and A. Earl Walker. 

As one aspect of the general investigation, we have been inter- 
ested for various reasons in securing information as to ways in 
which perceptual material of various kinds can be organized or 
integrated by normal individuals and by patients with cerebral in- 
jury. In securing such information, test-situations requiring 
“grouping” or “sorting” of heterogeneous test-objects according 
to individual preference have been developed and applied in con- 
junction with Kliiver’s method of equivalent and non-equivalent 
stimuli. Heterogeneous test materials in many respects similar to 
those used in the present investigation have been used by other 
investigators in studying grouping behavior \[cf. Ach, 1905,’ Dear- 
born, 1916,° Franken, 1917,° Stern, 1917/18, Bouman and 
Griinbaum, 1925,°* Gelb and Goldstein, 1925,8 Weigl, 1927,74 
et al|. However, the methods employed in connection with such 
materials differed considerably from those which we have em- 
ployed. 

On the basis of their studies of grouping behavior of World 
War cases with cerebral injuries Gelb and Goldstein § and Weigl *4 
concluded that of the various factors influencing such behavior 
the factor of attitude was the predominant one in limiting the per- 
formances of patients with cerebral injury. It is clear that such 
a conclusion, if valid, would be of great significance for further 
analysis of cortical functions. Examination of the evidence upon 
which this conclusion was based reveals, however, that in no in- 
stance did these investigators carry analysis of the behavioral situa- 
tion far enough to disclose a basic or controlling principle. The 
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preliminary analysis of grouping behavior of normal individuals 
and patients with cerebral injury by the method of equivalent and 
non-equivalent stimuli made in the present investigation indicates 
that under certain conditions factors other than attitud may be 
predominant in controlling such behavior. 


SuBJEcTs USED IN PRESENT INVESTIGATION 


Of the twenty-six neurosurgical cases considered in this report, 
(cf. Figs 1 and 2) eleven (Cases 1 to 11) have a considerable 
lesion in one frontal lobe; one (Case 12) has an undetermined 
amount of cortical atrophy residual to removal of a small menin- 
gioma from the right frontal lobe; fourteen (Cases 13 to 26) have 
lesions in the brain posterior to the frontal lobes, including one 
instance (Case 26) of cerebellar lesion. The 11 normal individuals 
examined ranged in age from 12 to 56 years. By spreading the 
ages of the control subjects through so wide a range, the chances 
of getting relatively consistent performances in the test situation 
were arbitrarily given a strong negative bias. 

It is not our purpose to present here a detailed history of each 
of the patients studied. Those cases which best approximate physi- 
ological preparations, in the sense of our knowledge of the probable 
extent of the lesion, and which have been available for extended 
investigation, will be the subject of a series of individual reports 
to be published later. 


PATIENTS WitTH BrAIN INJURY. 


Case 1.—48-year-old American-born mal ccupation: salesman. En- 
tered University of Chicago Clinics (UCC) 9/4/35 with a history of severe 
headaches, occasional vomiting, blurred vision and loss of weight. Operation 
performed 9/17/35 by Dr. Bailey involved partial extirpation of the left pre- 
frontal lobe for removal of an olfactory groove meningioma. Recovery un 
eventful; patient discharged from hospital 9/28/35. Post-operative I. Q. 110 
(Stanford-Binet. ) 


CasE 2.—63-year-old American-born female; occupation: housewife. En- 
tered UCC 2/1/31 with a history of severe headaches, loss of memory and 
sense of smell and loss of vision in the left eye, continued drowsiness and 
difficulty in walking. Operation performed by Dr. Bailey in two stages 2/5/31 
and 2/13/31 involved partial extirpation of the left prefrontal lobe for removal 
of an olfactory groove meningioma. Recovery uneventful; patient discharged 


from hospital 3/3/31. Post-operative I. Q. 96 (Stanford-Binet ) 
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CasE 3.—58-year-old Canadian-born female; occupation: retired school 
teacher. Entered UCC 8/31/36 in coma following a series of major convul- 
sions during the past eight hours. A history of definite personality changes 
during the past year was obtained from the relatives. Operation performed 
9/10/36 by Dr. Bucy involved extirpation of the left prefrontal lobe for 
partial removal of a calcified glioma. Recovery, except for persistent motor 
aphasia, was uneventful. Patient discharged from hospital 10/6/36. 


CASE 4.—32-year-old American-born male; occupation: truck-driver. En- 
tered UCC 12/3/37 with history of generalized convulsions for past two years 
which during the past six months had become progressively more severe and 
were followed by difficulty in speaking and weakness of the right arm. Opera- 
tion performed 12/9/37 by Dr. Bucy involved partial extirpation of the left 
prefrontal lobe for removal of an astrocytoma. Recovery uneventful; patient 
discharged from hospital 12/21/37. 


Case 5.—36-year-old American-born male; occupation: salesman. En- 
tered UCC 6/23/37 with history of generalized convulsions and progressive 
difficulty in speaking for past seven years. Operation performed 6/29/37 by 
Dr. Bucy involved partial extirpation of the left prefrontal lobe for removal 
of an astrocytoma. Recovery uneventful except for transitory motor aphasia. 
Patient discharged from hospital 7/10/37 


Case 6.—5I-year-old American-born male of Irish descent; occupation: 
traffic policeman. Entered UCC 6/17/36 with a history of severe headaches, 
spells of dizziness and unsteadiness for past four months, and progressive 
failure of memory. Operation performed 6/17/36 by Dr. Bucy involved par- 
tial extirpation of the left prefrontal lobe for removal of a benign glioma of 
the septum pellucidum. Recovery uneventful ; patient discharged from hospital 
7/20/36. Post-operative I. Q. 105 (Stanford-Binet). 


CasE 7.—53-year-old American-born male; occupation: machinist. En- 
tered UCC 10/17/37 with a history of generalized convulsions, progressive 
weakness of right arm and leg, and general listlessness for past six months. 
Operation performed 10/26/37 by Dr. Bucy involved nearly complete extirpa- 
tion of the left prefrontal lobe for partial removal of an oligodendroglioma. 
For one week following operation patient was aphasic, irrational and apathetic ; 
he repeatedly urinated on the walls of his room or on the bedposts. Recovery 
rapid during second post-operative week. Patient discharged from hospital. 


Case 8.—32-year-old Austrian-born male; occupation: unskilled laborer. 
Entered UCC 9/27/28 with a history of severe headaches, weakness and 
numbness of the left side of the body, and difficulty in walking, all for the 
past five months. Operation performed in two stages 10/2/28 and 3/19/29 by 
Dr. Bailey involved partial extirpation of the right frontal lobe for removal 
of a glioblastoma. Recovery uneventful except for residual left hemiparesis. 
Patient discharged from hospital 10/22/28 and 3/29/29. 


} 

- 
11/7/37. 
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CAsE 9.—47-year-old Lithuanian-born male; occupation: journalist. En- 
tered UCC 2/1/38 with a history of major convulsions, progressive difficulty 
in speaking and failing memory during the past six years. Operation per 
formed 2/8/38 by Dr. Bucy involved nearly complete extirpation of right 
prefrontal lobe for removal of a glioma found to involve the corpus callosum 
Recovery uneventful except for residual left hemiparesis. Patient discharged 
from hospital 3/2/38. 


CASE 10.—3I-year-old American-born female; occupation: housewife. En- 
tered UCC 7/24/39 with a history of severe throbbing headaches, numbness 
and tingling of upper and lower extremities during past six months. Opera- 
tion performed 7/29/39 by Dr. Walker involved partial extirpation of right 
prefrontal lobe for removal of a cerebral aneurysm. Recovery uneventful; 
patient discharged from hospital 8/15/39. 


CasE 11.—46-year-old American-born male; occupation: farmer. En 
tered UCC 5/3/37 with a history of severe headaches, occasional spells of 
vomiting, and failing memory during past two years. Operation performed 
5/13/37 by Dr. Bailey involved partial extirpation of the right prefrontal 
lobe for removal of a sphenoidal ridge meningioma. Recovery uneventful ; 


patient discharged from hospital 6/12/3 


CASE 12,—33-year-old American-born female ; comptometrist. Entered UCC 
4/10/39 with a history of focal convulsive attacks, slight slurring of speech 
and failing of memory for past six months. Operation performed 4/20/30 
by Dr. Bucy involved decompression and removal of small meningioma from 
the right frontal lobe. The cortex under the tumor was noted to be markedly 
depressed. Recovery uneventful; patient discharged from hospital 5/15/39 
Pre-operative I. Q. 126; post-operative I. Q. 126 (Stanford-Binet ) 


CASE 13.—19-year-old American-born male; occupation: farmer. Entered 
UCC 12/2/35 with a history of frequent headaches, progressive loss of mem 
ory, loss of ability to concentrate and vision. Operation performed 12/5/35 


by Dr. Bailey involved partial extirpation of left temporal lobe for partial 
removal of a glioma. Recovery was uneventful except for persistent motor 
aphasia. Patient discharged from hospital 12/15/35 


CAsE 14.—35-year-old America-born male; occupation: farmer. Came to 


the laboratory 8/22/38 after being seen by Dr. Bailey. Ten years ago patient 
was completely paralyzed. Operation performed at another hospital involved 
the removal of a cyst from the left temporal lobe. For 18 months fol- 
lowing the operation the patient could not speak. Since then there has been 
progressive improvement from the paralysis and loss of speech. 


CASE 15.—33-year-old American-born female; occupation: housewife. En- 
tered UCC 6/12/39 with a history of severe headaches, occasional spells of 
vomiting and progressive difficulty in speaking during the past year. Opera- 
tion performed 7/6/39 by Dr. Walker involved partial extirpation of the left 
temporal lobe for partial removal of a glioblastoma. Recovery uneventful ex- 
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cept for transitory nominal aphasia; patient discharged from hospital 7/11/39. 
Pre-operative I. Q. 108; post-operative I. Q. 108 (Stanford-Binet). 


Case 16.—5I-year-old German-born male; occupation: truck driver. En- 
tered UCC 7/7/36 with a history of generalized convulsions, strange tastes and 
odors during the past four months. Operation performed 7/11/36 by Dr. Bucy 
involved extirpation of the right temporal lobe for partial removal of an 
astrocytoma. Recovery uneventful; patient discharged from the hospital 
8/3/36. Post-operative I. Q. 91 (Stanford-Binet). 


CASE 17.—35-year-old American-born male; occupation: farmer. Entered 
UCC 1/7/36 with a history of severe headaches and attacks of dizziness for 
the past four months. Operation performed 2/1/36 by Dr. Bucy involved 
nearly complete extirpation of the right temporal lobe for partial removal of 
an infiltrating glioma. Recovery uneventful; patient discharged from the 
hospital 2/13/36. 


Case 18.—This case came to our attention through the courtesy of Dr. 
Harold Voris of Chicago. 31-year-old American-born male. Occupation: none. 
Entered Mercy Hospital 9/12/35 with a history of major and minor seizures 
for the past 44 years and severe frontal headaches during past year. Opera- 
tion performed 9/13/35 by Dr. Voris involved partial extirpation of the right 
temporal lobe for removal of a “hard fibrous infiltrating tumor located 2 cm. 
below the surface. A cavity about 4 x 4 x 6 cm. was produced in the posterior 
part of the right temporal lobe.” Recovery was uneventful except for residual 
focal seizures which could not be completely controlled with medication. Post- 
operative I. Q. 110 (Stanford-Binet). A second operation performed 2/4/39 
involved partial extirpation of the left occipital and parietal lobes. Recovery 
uneventful except for left hemiparesis. 


CASE 19.—I9 year old American-born male; occupation: student. Entered 
UCC 1/15/36 with a history of a fall at the age of five resulting in a com- 
pound depressed fracture of the skull, which was repaired by operation. Fol- 
lowing the fracture, the patient was unable to speak for one week and ex- 
perienced marked weakness of the right arm and leg which has persisted. 
Generalized Jacksonian seizures began at the age of 13 and persisted there- 
after. Operation performed 1/24/36 by Dr. Bucy involved partial extirpa- 
tion of the left parietal and temporal lobes for removal of a cortical scar. 
Recovery uneventful; patient discharged from the hospital 2/11/36. 


CAsE 20.—28-year-old America-born female; occupation: graduate nurse. 
Entered UCC 5/17/37 with a history of severe headaches since childhood and 
generalized convulsions during the past year. Weakness of the left side of 
the body and occasionally disorientation for time, place and person. Opera- 
tion performed 5/20/37 by Dr. Bailey involved partial extirpation of the right 
parietal lobe for partial removal of a glioblastoma. Recovery uneventful ; 
patient discharged from the hospital 6/13/37. 
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CASE 21.—21I-year-old American-born female of Ita nt ipati 
none. Entered UCC 7/13/36 witl tory n 
vulsive seizures during the past side 

of the body and marked impairment tereog! n the left \p 
performed 7/25/36 by Dr. Bucy invol part tirpatior the right 
parietal lobe for removal of ient 
discharged from the hospital 8/17/ 3 

CASE 22.—25-year-old American--l mal 
tered UCC 9/27/37 with a histor 
years consisting of flickering lights 
vomiting for the past 18 months. Operation performed 23/39 | 
involved complete extirpation 
spongioblastoma polare. Recover 
pital 11/11/37. 

CasE 23.—33-year-old America 
tion: stenographer. Entered UCC 2 ' 
and spells of dizziness during st 
four months. Operation performed 4/28/32 and 0/32 by Dr “ 
stages involved partial extirpation of the left o iI 
angioblastic meningioma. Re¢ ventft t 
hospital 7/6/32. 

CASE 24.-—22-year-old American-l 
housewife. Entered UCC 7/29/29 with a history 
of nausea and vomiting and blurring of visior pas 
month. Operation performed 8/2/29 by Dr. Bailey involved part xtirpa 
tion of the right occipital lobe for removal of a g! | 
patient discharged from the hospital 8/2 

CASE 25.—22-year-old American-born female ; upatior st 
Entered UCC 9/27/39 with a history of severe headaches 
nausea which were relieved by induced vomiting, during the pa S 
Operation performed 10/10/39 by Dr. Bucy involved complete extirpation « 
the right occipital lobe for removal of an oligodendroglioma. R« un 
eventful; patient discharged from the hospital 11/3 Pre-oper eS 
133; post-operative I. Q. 133 (Stanford-Binet, Forms | 1M 

Case 26.—15-year-old American-born male; occupation: stud Entered 
UCC 10/4/38 with a history of sever eadaches, attacks of dizziness and 
unsteadiness, and a feeling of pressure in the right ear. Operation performed 


10/6/38 by Dr. Bucy involved the nearly complete extirpation of the ri 


hemisphere of the cerebellum for removal of an astrocytoma. Recovery 
eventful ; patient discharged from the hospital 10/19/38 


REPRESENTATION OF THE LESIONS 
The distribution of the lesion with reference to the lateral p 


for each of the cases is indicated in Figs. 1 and 2 (the numl 
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shown in the figure of each brain represents the case number). 
In reconstructing the lesions use has been made of the following 
types of data: (1) lateral X-ray plate in which silver clips outline 
the lesion, (2) operative notes of the surgeon, (3) sketch of the 
operative field made by the surgeon at the time of the operation, 
and (4) diagram of the operative fields made by the writer at 
the time of the operation. Among these various sources of in- 
formation greatest use has been made of (1). To facilitate trans- 
lation of the post-operative X-ray plates, Bailey’s figure of a 
normal brain ? was photographed and enlarged to life size.* Litho- 
printed forms of this figure for both right and left-sided orienta- 
tions were prepared and used in direct contact with the X-ray plates. 
The line of section for each lesion was then determined either by 
Dr. Paul C. Bucy or by Dr. A. Earl Walker. 


METHOD AND GENERAL PROCEDURE. 


The test-objects consisted of sixty-two objects which differed 
in such objective properties as size, shape, color, brightness, weight, 
material, hardness and position (see Fig. 3). These objects were 
presented in a predetermined arrangement on the surface of a 
table (2’ x 3’ at a height of 30”) which was covered by a dark 
brown linoleum mat. The subject remained seated at the table 
during the progress of the test. Illumination of the test-objects 
was from above by incandescent lamp and averaged 5 foot candles. 

Every effort was made to establish and maintain a comfortable, 
relaxed “atmosphere” for the subjects. The test-procedures were 
never begun until the examiner was convinced that good rapport 
had been established. Any suggestion to the subject that speed 
or rate of performance was a consideration in the procedures was 
deliberately avoided. The length of time during which the various ' 
subjects were willing to participate without interrupting the test 
procedures varied widely, particularly in the patients with a cere- 
bral lesion. In the case of the normal subjects, test procedures 
were terminated after 11% to 2 hours on the average; in only two 
instances was it considered necessary to have more than one session 
devoted to this particular test-situation. The “work unit” for the 


* This drawing of the normal brain was found to compare quite well in its 
various proportions with Berry’s dioptrographic tracing of a normal brain.3 
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cerebral injury patients, on the other hand, averaged in the neigh- 
borhood of 30 minutes ; in some instances as many as seven sessions 
were required before the necessary information was secured 

In setting the test-situation for the subjects, the following sé 


quence of procedures was used 


Part I was concerned with establishing the range of interest and familiarity 
of the subject with the test-objects. The objects were distributed in a pre 
determined arrangement on the table before the subject. He was then asked 
“Have any of these things ever been of interest to you—if so, pitk them up 
one at a time.” \A record was made on a coded data sheet of the objects 
picked up by the subject. He was encouraged to verbalize the nature of hi 
interest, particularly as to whether pleasant or unpleasant in recollection 
These two types of interest were noted differentially. As soon as a prelimi 
nary interest range had been indicated by the subject, the examiner pointed 
to each of the objects not mentioned by the subject, and asked What is 
this—has it ever been of interest to Any object with which the subject 
was unfamiliar was thus discovered at the outset of the test ps ures; in 
such instances he was told the common name of the object and its customary 
use. | Evidence of anomia was carefully looked for by the examiner 

Part II was concerned with having the subject make a “spontaneous” er up 
ing of some of the test-objects. The objects were again distributed 


LEGEND FOR FIGURE 3 


1. Glass bottle labeled ‘‘Camphor.”’ 32. Piece of thir 

2. Glass stopper. 33. Flashlight | 

3. House key. 34. Abstract desigr 

4. Wooden pulley. Colored picture of a 
5. Colored picture of a rooster. 6. Ping-pong bal 

6. Glass bottle and stopper labeled “Ber 3 Card labeled ‘Pipe.’ 

gamot.” 28 rdpaper 

7. Pink yarn. 39 ur 

8. Yellow yarn. 40 3akelite bracelet 

9. Multicolored cube. { Rubber grommet 

10. Metal whistle. 42. Red paper stock 

11. Colored picture of a bell. 43. Small padlock 

12. Cancelled foreign postage stamp. 44. Red poker chi 

13. Toy metal spoon. 45. Card labeled “Hairy 
14. Bone chess pawn. 46. Metal thimble 

15. Miniature electric light socket. , Piece of thi 

16. Blue yarn. 48. Red poker 

17. Coarse sandpaper. 49. Colored pi : 
18. Smoked glass lens. 5 Black wor ( 

19. Pipe stem. 5 Small glass jar 
20. Playing card. 2. Toy metal fork 
21. Metal jar lid. 53. Small metal key 
22. Small cork. 54. Metal pulley 
23. Pipe bowl. Blue bakelite earrit 
24. Picture of a house key. 56. Canvas doll slipper 
25. Small wax candle. 57. Toy metal knife 
26. Rubber-covered wire. 58. Small metal key 
27. Lipstick. 59. Miniature electric light |! 
28. Wax crayon. ¢ Metal puzzle 
29. Metal hairpin. Round wooden box | 
30. Red wool cloth. 62. Round wooden box 


31. Blue poker chip. 
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fashion on the table. The subject was told: “Place those together which 
seem to you to belong together.” In every instance the subject began at once 
to sort the objects before him into groups or piles. Careful observation was 
made of the manner in which he proceeded. At the first pause or slowing in 
rate of progress,* but only after a minimum of five groups had been made, 
the subject was interrupted at his task and told to rest. The table supporting 
the objects was then moved to one side of the room out of the line of vision of 
the subject. The examiner then said: “Just relax while I jot down some 
notes,” and proceeded to record the content of the groups made by the subject. 
The latter was encouraged to smoke if he wished and to converse on any topic 
he cared to, except any aspect of the test procedures. The rest period was 
limited to five minutes for all subjects. 

Part III was concerned with testing for recall of the test-objects by the 
method of imminent recall. When the five minute rest period had elapsed, 
the examiner placed a cover over the objects on the table. (In preliminary 
experiments it was found that covering the objects earlier in the rest period 
led the subject to anticipate the test for recall.) The examiner next told the 
subject: “Mention the things you saw on this table.” The objects mentioned 
by the subject were then noted on the coded data sheet. The subject was per- 
mitted to mention as many of the objects as he could without a time limit) 

Part IV was concerned with testing for nominal equivalence. The cover 
was removed from the table thus again exposing the test-objects. The sub- 
ject was aked: “Why did you put these (indicating the objects of a particular 
group) together?” This question was repeated for each of his groups until 
a grouping principle, for example, “metal objects” or “games,” had been ver- 
balized by him. The test-objects were then redistributed in random fashion 
on the table by the examiner and the subject instructed: “ Show me another 
way of grouping them.” This instruction was repeated after each grouping 
of the objects until the subject indicated that he could think of no further 
way to group them. 

Part V was concerned with determining in a preliminary way the basis of 
equivalence of the test-objects in groups. We used, (1) the group of test- 
objects previously made by the subject, and (2) five groups prepared by the 
examiner. First one and then another of the objects of a particular group 
was selected by the examiner and the question asked: “Could I take this 
away?” (from the group without disturbing its principle). The responses 
of the subject were noted and the object was then either removed or left 
in its place depending on the reaction of the subject. All objects removed 
from the group were replaced before proceeding with the next stage of the 
examination. The examiner next selected other objects from the table and 
offered them one at a time to the subject with the query: “Could this go 


>) 


here?” (with the group in question). If acceptable to the subject, the object 


* Only one subject worked at such a uniform rate that no “natural” break- 
ing point could be discerned by the examiner for interrupting the grouping 
behavior. 
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RESULTs OF TEST PROCEDURES. 
In the following we shall present the results of applying the 
test procedures to groups consisting of normal individuals, indi- 
viduals with a frontal lobe lesion, and individuals with a cerebral 


TABLE 


ANALYSIS OF GROUPING BEHAVIOR OF INDIVIDUALS WITH A FRONTAL 
Lose LESION. 


Groups created. 


LEFT FRONTAL LESIONS 
17 32 31 33 9 5 I 
23 14 25 8 I 3 3 
* * * 10 I 2 * 
30 27 32 25 8 I 4 I 4 
6 23 27 30 25 I! I 3 O 4s 
15 16 22 15 9 2 5 3 
(Average 27 25 26 26 10 I 4 O 4 
RIGHT FRONTAL LESIONS. 
eee 1s 24 27 2 14 I 3 oO 3 
Oe vixen 50 30 39 32 II 2 5 I 5 
10 7 40 41 39 Id 3 6 2 5 
II 23 29 3 27 7 I 3 re) 3 
58 12 28 40 8 3 4 4 
Average ; jI 34 34 32 12 2 4 I 4 
* Not tested motor phasia) 
+ Lesion in ‘‘dominar hemisphere in terms of “handedness’’ and ‘‘eyedness.”’ 


lesion posterior to the frontal lobes. The quantitative data are 
summarized in Tables 1 to 4. The significance of the various head- 
ings in these tables is indicated below. 

Per Cent Objects Grouped.—lIn this column is indicated the per- 
centage of the 62 test-objects “spontaneously” grouped by the 
various types of subjects in response to the instruction: ‘Place 
those together which seem to you to belong together” (Part II 
of Procedures). At the first pause or slowing in rate of grouping, 

82 
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but only after a minimum of five groups had been made, the subject 
was interrupted and told to rest for a while. Only Cases 3, 7, and 


18 required urging from the examiner to produce five groups. The 


ANALYSIS OF GROUPING BEHAVIO IN AL | 
POSTER E | 
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50 32 3 2 
82 39 43 18 
44 29 48 14 3 
Average ...... 62 41 { { 5 
PAR 

84 61 7 33 3 

86 65 74 11 { { 
100 58 { 
Average ...... 90 61 22 8 { { 

58 50 70 2 
BQ 52 55 2 4 
66 45 51 33 3 { 
25 seeeenuneees 87 82 Q4 13 4 I 5 
Average ...... 66 59 . 22 8 { 
CEREI 


average number (for all subjects excluding Cases 3, 7, and 18) of 
groups of test-objects created prior to the inte rruption was eight. 
While marked individual variations were observed in the approach 


of the various subjects to the task of grouping the test-objects, 
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it was found that only two general modes or styles of grouping 
could be differentiated under the conditions of the test-situation. 
It was also found to be characteristic of each individual to employ 
one mode of grouping only. 

The first of these modes, Mode A, was characterized as follows: 
(a) the subject began to group the test-objects as soon as the 
instruction designed to induce grouping was given; (b) usually 
three or four test-objects were picked up in rapid succession and 


TABLE 4. 


SUMMARY OF GROUPING BEHAVIOR OF NORMAL INDIVIDUALS AND INDIVIDUALS 
WITH A CEREBRAL LESION. 


Groups created. 


ty > 

ds 80 67 79 2 16 5 I 5 5 
Lett tromtal ccs. 27 26 26 26 10 I 4 o* 4 
Right frontal ..... 4! 34 34 32 12 2 4 I 4 
62 41 49 27 10 4 3 5 
oy 90 61 71 22 18 4 I 4 es 
Goo: 66 59 79 22 18 5 I 4 5 
Cerebellar ........ 87 66 72 25 24 5 I 4 5 


placed together at the periphery of the table; (c) the subject then 
quickly selected other objects from the table and either added these 
to the first group or started an additional group; (d) as groups 
accumulated, objects were sometimes shifted from one group to 
another; (e) the tempo or rate of grouping was relatively rapid 
throughout and extensive and rapid eye-movements ‘* were fre- 
quently observed. Mode B was characterized as follows: (a) the 
subject did not immediately begin grouping the test-objects after 
the instruction had been given but only after a delay ranging from 
5 to 15 seconds; (b) following the delay, the subject successively 
picked up all of the objects of a given group and placed them 
together at the periphery of the table before starting an additional 
group; (c) shifting of a test-object from one group to another 
occurred rarely; (d) the tempo of grouping was relatively slow 
and eye-movements made during grouping tended to be relatively 
slow and of small magnitude. 
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With reference to the al mod f grouping, our subject 
were distributed as follows 

Mode 4 

Normals—ER, DC, CS, JM M 

Cerebral Injury Cases . 

24, and 26; 
Mode B 

Normals—SF, ES, KL, M 

Cerebral Injury Cases 
The average percentage of test-objects group 
cording to Mode A was 
per cent. The average percentage of test-object rouped by 
patients with cerebral injury according to Mod« 
and according to Mode B 54 per cent t follow 
irrespective of the mode of ping empl 
viduals tended to group more test-objects “spontaneously” tl 
patients with cerebral inju rom Table 4 it can b ly see 
that the frontal lobe cases tributed most to thi erence in 
that they grouped fewer test ects on the ave! than other 
cases with cerebral injury. 

Total Per Cent Recalled. —In this column of Tabl to 41 
indicated the total percentage the 62 test-objects recalled by the 
subject when tested by the method of imminent recall (Part IT] 
of Procedure). Inspection of the averages given in Table 4 reveal 
the fact that the frontal lobe « not only g 
but recalled fewer objects from the test-field than eithet 
individuals or individuals with other types of cerebr: jury 

Per Cent Grouped Recalled.—In thi lumn of Tables 1 to 4 
indicated the percentage of t! l by tl 
(before being interrupted) which he subsequently recalled when 


Per Cent Ungrouped Recalled nder this heading ndicated 
the percentage of those objects not grouped by the subject (bef 
being interrupted) which he subsequently recalled in the test for 
recall. 

Providing recall of the test-objects by the various subjects had 
proceeded independently of th hotomy “grouped” versus “un 
grouped” objects, the average percentage of objects recall 


these two classes should be the same. On the whole the data do not 
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bear out this assumption. This becomes apparent if we express 
the above dichotomy as a ratio: 
Per cent grouped 
recalled. 
Per cent ungrouped 


Subjects. recalled. 


From these ratios it may be seen that with the exception of the 
frontal lobe cases, all subjects tended to recall from the test-field 
a considerably larger number of grouped as compared with un- 
grouped objects. This effect of preferential recall of grouped over 
ungrouped objects will henceforth be referred to as the GR effect. 

Since for most of the subjects more objects were originally 
grouped than were left ungrouped, it is of interest to compare the 
individual differences in the number of objects originally grouped 
with those in the magnitude of the GR effect. A low relationship 
would suggest that the GR effect was relatively independent of 
the original grouping performance. This would leave the matter 
open to further investigation as to the essential factors involved. 
lor data such as the present, degree of relationship between two 
variables is commonly expressed by some measure of correlation 
such as Rho. 

Rho values for the variables in question for (1) the normal 
individuals, (2) the frontal lobe cases and (3) the cases with 
cerebral injury posterior to the frontal lobes proved to be 0, —.33 
and .33 respectively. The last two values do not differ reliably 
from zero. These values indicate that the GR effect is independent 
of the original grouping performance, and that further investiga- 
tion is required to determine its exact nature. 

It is of considerable interest that the GR effect is either absent 
or markedly diminished in the recall performance of the frontal 
lobe cases. To a less extent this is also true of the temporal lobe 
cases. All our temporal lobe cases had residual tumor tissue which 
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may have involved the frontal lobes, but until such time as autopsy 
findings are available the diminished GR effect in these cases can 
scarcely be interpreted. 

We have thus far considered results which indicated th: 


viduals with a frontal lobe lesion, wh 
or grouping certain heterogeneous stimu 
individual preference, in comparison with normal individuals and 
individuals with a cerebral lesion posterior to the frontal lobes, 
(1) employed fewer objects “spontaneously,” 
objects after an interval of five minutes, and (3) manifested little 
or no differential recall of grouped as opposed to ungrouped objects 
(GR effect).) There remains for consideration, however, the 

tion as to whether the various individuals differ 
and type of organization of the grou 
our test-situation. It was for the purpose of securing a preliminary 
answer to this question that use was made of the method of 
equivalent and non-equivalent stimuli. 


(2) recall d fewer 


ps of test-objects created in 


Kxamination of the groups 

made by the various subjects in terms of this method revealed the 

existence of four general types. Examples of these four types are 

represented in a condensed form in Table 5. The Arabi 

in the table indicate individual test-objects as shown in Fig. 2 
Type I—This type of group was differenti 


ig. 3. 
iated objectively by 
the fact that subtraction or removal of some 


numerals 


of its content (with 
out disturbing its organizing principle) was rejected by th 
We may consider as an example of this type a group created by 
subject MH which is included in Table 5. Its content consisted 
of a metal pulley, a glass stopper, a metal padlock, a picture of 
house key, and a small metal key. The subject accepted subtraction 
from-the group of the small metal key and the picture of the house 
key. He rejected subtraction of the metal pulley, t 
and the padlock. While the five objects were objectively equivalent 
in the sense of belonging to the same group for the subject, it 
thus became apparent that they were not equally dispensable to 
the group without disturbing its organizing principle. 


Of the additions to the group offered by the examiner 


he glass stopper 


the sub- 
ject accepted (as not disturbing the organizing principle) another 


small metal key, an electric light socket, a miniature light bulb, 
and a flashlight bulb. He rejected (as disturbing the organizing 
principle) a metal thimble, a metal spoon, some blue yarn, a piece 
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of rubber-covered wire, a rubber grommet, a metal knife, a metal 
fork, a metal puzzle, a pie coarse sandpaper, a wax crayt 

a bottle labeled “Bergamot, glass jar, a wooden pulley and a 
picture of a bell. By way ot mary it may be said, therefore. 
that certain additions or subtra ns did not disturb tl rganizing 


1 1 1 
ners did itl CXannil the cnal teristics of 


principle whereas ot 
the objects in the equivalent and non-equivalent situations, such 
as size, shape, material, use, « , hardness, and weight, it became 
apparent that none of these provided the basis of organization for 
the group in question. The subject “named” the group “hardware 
Type I[1.—This type of group was differentiated objectively by 
the fact that while all subtractior f content of the group were 
accepted by the subject, all additions to the group were rejected. 
One of the examples of this type given in Table 5 is a group 
created by Case 25. Its content consisted of a picture i bell, a 
picture of a rooster, a picture a rabbit, a picture of a doll, and 
a picture of a house key. Subtraction of each of these objects from 
the group was accepted without disturbing the principle of the 
group for the patient. Among additions to the group offered by 
the examiner, all of which were rejected by the patient, were a 
card labeled “Hairpin,” a cancelled foreign postage stamp, a c 
labeled “Pipe,” a face-card playing card, a card with an abstr: 
design (black dot and crescent), a piece of red paper stock. a 
ping-pong ball, a piece of coarse sandpaper, a smoked glass lens, 
a piece of fine sandpaper, a metal puzzle, a metal knife, an electric 
light socket, a pipe stem, a wax crayon, a wax candle, a piece of 
red cloth. The subtractions from the group accepted by the patient 
indicate that the various objects were equally dispensable without 
disturbing the basis of the organization for the group. Since char- 
acteristics as to size, shape, color, material, weight a1 
in this group and in the additions rejected from this group did not 
seem to be essentially different, such characteristics apparently did 


not constitute the basis of organization of the group in question. 
The fact that no additions of test-objects were accepted made it 
impossible to determine objective extensions of the equivalenc« 
range of the group without drawing upon material outside that 


provided in the test-situation. The patient “named” th group it 
question “pictures.” An examination of the additions to the grouy 
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rejected by the patient shows that “pictures” for her did not include 
such objects as abstract designs, printing, and colored designs al- 
though these were objectively similar in size, shape and material 
to objects of the group in question. 

Type III.—This type of group was differentiated objectively 
from the types thus far considered in that all subtractions of con- 
tent were accepted, and that of the additions to the group offered 
by the examiner, some were accepted whereas others were rejected. 
A sample of this type given in Table 5 is a group created by 
subject ES. The content consisted of a picture of a rooster, a 
black cube, a multicolored cube, a square piece of red paper stock. 
Subtraction of each of these objects from the group was accepted 
by the subject without disturbing the principle of the group for 
him. Among the additions to the group offered by the examiner, 
the subject accepted a face-card playing card, a piece of coarse 
sandpaper, a card labeled “Pipe,” a cancelled foreign postage stamp, 
a picture of a bell, a small padlock, a miniature electric light socket, 
a metal whistle, a metal pulley, a miniature electric light bulb, a 
glass stopper, a metal jar lid, a metal puzzle, and a wax crayon. 
He rejected some pink yarn, some blue yarn, a piece of red cloth, 
a glass jar, a round wooden box, a pipe stem, a small metal key, 
a house key, a metal knife, a metal thimble, a small cork, a picture of 
a doll, a picture of a rabbit, a card with an abstract design (black dot 
and crescent). The subject had “named” the group in question 
“square things.” Included among the additions accepted were such 
objectively round objects as the metal jar lid and the wax crayon. 
Likewise, among the additions rejected were objects similar in 
objective size, shape and material to some of the content of the 
group in question. Groups of this type proved to be objectively 
unstable upon examination of their equivalent and non-equivalent 
stimuli. 

Type 1V.—Groups of Type IV were differentiated objectively 
from the foregoing types with respect to stability and the magni- 
tude of the equivalence range. Two groups of this type created by 
Case Io are given in Table 5. The content of one of these con- 
sisted of a metal whistle, a knife, a metal pulley, a metal puzzle, 
and a house key. Subtraction of each of these objects from the 
group was accepted by the patient as not disturbing the organizing 
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principle of the group for her. Of the additions to the group 
offered by the examiner, the patient accepted a metal hairpin, an 
earring, a miniature electric light socket, a metal fork, a small 


padlock, a miniature electric light bulb, a lipstick, a metal spoon, 
a small metal key, a candle holder, a small metal key, a pipe stem, 
some pink yarn with a metal tab attached, some yellow yarn with 
a metal tab attached, a metal jar lid, a flashlight bulb, some blue 
yarn with a metal tab attached, a doll slipper with a metal buckle, 
a piece of rubber-covered wire bared at each end, and a metal 
thimble. The patient rejected a card with an abstract design (black 
dot and crescent), a multicolored cube, a glass bottle labeled 
“Camphor,” a glass stopper, a piece of red paper stock, a piece 
of fine sandpaper, a smoked glass lens, a black wooden cube, a 
wooden pulley, a ping-pong ball, a picture of a bell, a glass jar, 
a round wooden box, a bakelite bracelet, a pipe bowl, a red poker 
chip, a bone chess pawn, a wax crayon, a piece of thick roundish 


all 


ture of a house key. Upon examining the characteristics of the 


stick, a rubber grommet, a piece of coarse sandpaper, and a pic- 


additions accepted and rejected by the patient, it became apparent 
that all of the objects accepted as additions to the group in question 
were either part or all metal in material whereas no object rejected 
by the patient was even part metal. The patient in this instance 
“named” the group in question “metal objects.” 

The relative frequency of these four types of groups as created 
by the various subjects in this investigation is shown in the cor- 
responding columns of Tables 1 to 4. The most striking feature 
is the divergence of the frontal lobe cases both as to the total num 
ber of groups created and the relative frequency of 'ypes III and 
IV. It will be recalled that groups of Type III were characterized 
chiefly by objective instability and groups of Type I\ by objective 
stability. In comparison with the normal individuals, the frontal 
lobe cases produced a relatively large number of groups charac- 
terized by objective instability and a relatively small number of 
groups characterized by objective stability. 

Grouping Principles Recognized.—That the frontal lobe cases 
investigated here did not differ markedly from the other types of 
subjects in recognizing (in the sense of “naming”) organizing 
principles of groups submitted by the examiner is revealed by 
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inspection of the corresponding column in Tables 1 to 4. The five 
groups submitted (Part V of Procedures) were comprised of the 
test-objects here referred to in terms of the Arabic numerals shown 
in Fig. 3 (Group A: 4, 36, 41, 40, 62, 1, 18, 44; Group B: 9, 42, 
24, 50, 12; Group C: 3, 29, 54, 57, 10, 60; Group D: 41, 22, 55, 14, 
53; Group E: 30, 42, 7, 44, 9, 28). This aspect of grouping be- 
havior has been made the subject of a separate investigation and 
will be given further consideration elsewhere.”? 


DISCUSSION OF RESULTs. 


In comparison with the performances of the normal individuals, 
the greatest deviation in the performances of the patients with a 
cerebral injury occurred in the grouping behavior of individuals 
with a lesion in one frontal lobe, regardless of whether the primary 
lesion was on the right or left side of the brain\ We shall there- 
fore confine our discussion to cases with injury in the frontal lobe. 

Reduced Number of Objects “Spontaneously” Employed.—In- 
spection of Tables 1 to 4 reveals that in comparison with the other 
types of subjects our frontal lobe cases tended to employ fewer 
test-objects in their first “spontaneous” grouping. This tendency 
was found to be relatively independent of the mode of grouping 
used (i.e., whether a rapid, “trial-and-error” or a deliberate, 
“planned” approach). It should be recalled that the “task” was 
not limited as to length (or quantity) by the instructions. Thus the 
percentage of the test-objects grouped by the subject before slowing 
“spontaneously” represents within the 
reliability of the criterion an individual performance unit. The 
performance unit “spontaneously” produced by our frontal lobe 
cases tended to be smaller on the average than that produced by 
our other subjects. It is of interest that examination of the 
Rorschach performances of such cases reveals evidence of “con- 
striction.” * 

Reduction in Recall of Objects from the Test-field —When 
tested for recall after an interval of five minutes, our frontal lobe 
cases recalled on the average considerably fewer objects from the 
test-field than did the other types of subjects. While this tendency 
towards a reduction in recall is marked in the results of the present 
investigation, it should be noted that the test for recall made was 


markedly or before pausing 
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in terms of material of a particular kind, a single interval of delay 
(five minutes) and a single indicator of recall (verbal Thus 
only further investigation can reveal to what extent the tende1 
noted here is a general one for memory functio1 f individuals 
with a frontal lobe lesion. 


Absence of GR Effect in ! ll Performa \ relationship 


of certain types of content t lability in recall was demonstrated 
for the first time in the present investigation. In nor: ndividuals 
and in patients with certai rebral lesions this relationship is 


reflected in “preferential” recall of grouped as compared with un 
grouped objects (1.¢., objects which had been grouped by the sub 


ject prior to the test for reca lsewhere in this report we have 


referred to this relationship as the GR effect. Incidentally, an effect 
somewhat similar to the GR 
tions to situations carried to various sta of “completi 

The fact that in comparison with tl ther types of subjects 
vestigated, the recall performances of our frontal lobe cases are 
characterized by a marked reduction or absence of the GR effect 
implies that the number of objects recalled from the test-field 
tended to be uninfluenced by the fact that some of the objects had 
been grouped prior to the test for recall whereas others had re 


mained ungrouped. In the GR effect, forces are operative whicl 
determine selective recall of certain types of content behavio 


of the frontal lobe cases indicates that the GR effect can be re 
duced and even eliminated by a cerebral lesion occurring in some 
part of the brain. 

Differences in the Distributioy ti roups P) ed Che 
frontal lobe cases tended to produce a smaller total number of groups 
despite the fact that the time they were exposed to the test-field 
was on the average thirty per cent longer than for other subject 
Tables 1 to 4 also indicate differences in the distribution of th 
various types of groups produced. By examining further the 
nature of the organization of the various type groups we may 
hope to throw some light on functional equivalence,'® that is, on 
the factors accounting for the various g1 ups of equivalent and 
non-equivalent situations. 

Examination of the distributions of the groups produced by the 
various subjects (Tables I to 4) reveals that for ev ry subject the 
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groups most commonly produced “spontaneously” were those of 
Type I. In this respect, our frontal lobe cases present no exception. 
They are, however, differentiated in our findings from the other 
types of subjects in the relative frequency of Types III and IV. 
Our frontal lobe cases produced relatively more groups of Type 
III and relatively fewer groups of Type IV. From our description 
of Type III it is apparent that groups of this type involve or- 
ganizing principles not easily defined. In further publications an 
attempt will be made to determine the organizing principles under- 
lying groups of this type.*® With reference to Type IV our normal 
individuals produced on the average five such groups (Table 1). 
Kight of our frontal lobe cases, on the other hand, produced no 
groups of this type (Table 2) while three cases (Cases I, 4 and 9) 
each produced one such group and one case (Case 10) produced 
two (cf. the examples of this type given in Table 5). In every 
instance the Type IV groups produced by the frontal lobe cases 
were produced after groups of another type. (This was also true 
in many instances in the performances of the normal individuals 
and patients with a lesion elsewhere in the brain). The production 
of Type IV groups by patients known to have a large lesion in 
one frontal lobe under the conditions of the present investigation, 
calls into question the conclusion of Goldstein,®*° and Weigl *4 
that such performances cannot occur since such individuals cannot 
adopt the “categorical attitude.” In this connection the perform- 
ances of Case 10, cited above, may be summarized as follows: 
(1) Groups of Type IV were “spontaneously” created by an indi- 
vidual with a large frontal lobe lesion; (2) such groups were 
created after groups of other types had been created by the patient ; 
(3)the capacity for “shifting to an alternative way of grouping” 
was present even when such shifting was in the direction of groups 
of Type IV. Thus it must be inferred either that (1) the attitude 
requisite for such shifting in grouping performance could, under 
certain conditions, be “‘voluntarily adopted” by this patient or (2) 
the factor of attitude was not the dominant one in determining 
the organization of the groups created by Case Io. 

In the foregoing we have focussed our discussion on the results 
obtained in patients with lesions in the frontal lobe. It remains to 
be seen, of course, whether future work will support the finding 
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DISCUSSION. 


Dr. Roy R. Grinker (Chicago, IIl.).—I don’t know why Dr. Halstead 
has given me the honor of discussing this paper, except perhaps because of 
the fact that some years ago I had a minor role in getting him interested in the 
problem.. My recompense for this is indicated in the beautiful work which 
he has presented to you today. 

I think that the amount of experimentation which has been done on ani- 
mals by Kliiver and Jacobsen has been sufficiently worked out, sufficiently 
controlled, but the application to the human subject has lagged behind. The 
pioneer work of Goldstein and others has given us a great deal of insight 
into the difficulties that occur from various lesions in the human brain; but 
I think Dr. Halstead has made a tremendous advance with his very careful 
scientific studies, particularly of exactly localizable lesions in the human 
brain. 

He is fortunate in being associated with a group who are equally interested 
in the problems, so that surgical lesions can be described exactly by the 
surgeon at the operation and by the neuropathologist indicating the particu- 
lar areas of the brain removed. The results of such cooperation are of 
much greater value than psychological studies alone, without anatomical 
controls. 

It is, of course, important to recognize, as he has stated in this paper, that 
there is one problem which is brought out very simply without much techni- 
cal confusion. The results are clear-cut in the general statement which he 
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we mean a performance is embodied in a higher (abstract) or lower (con- 
crete) attitude. Thus, a patient cannot be said to have lost the ability to 
attend or to form combinations, etc., but he is unable to be attentive ir.a 
situation which demands an abstract attitude. In concrete situations all these 
functions may be normally retained.” Then he goes on to say, “From this 
point of view, it appears understandable that one can find, in the same patient, 
symptoms that seem so contradictory,—on the one hand abnormal excita- 
bility, unrest, distractibility, lack of interest, bad memory, lack of orientation 
in space and time, and on the other hand, dullness, lack of initiative, abnor- 


good memory in certain situations.” While tl.ese issues are stated, they 
are still far from solved. 

[his brings us to Dr. Halstead’s work in adapting for man Kliiver’s method 
of equivalent and non-equivalent stimuli, or the process of grasping, or 
abstracting essential similarity in the presence of dissimilarity, or the con- 
verse which he states is the essence of normal thinking. The very simplicity 
of Dr. Halstead’s experiment intrigues us. When we look back over some of 
the patients who have had a good deal, if not most, of the prefrontal lobe tis- 
sue removed and know how cleverly some have managed to carry on their 
daily living, it is rather hard to believe that they cannot make these simple 
groupings of the test objects. But Dr. Halstead’s findings are especially sig- 
nificant since these patients have been studied from many angles, both psycho- 
logical and physiological, so that the fruits of his studies over the last five 
years have had an opportunity to ripen. From individual cases it would be 
impossible to draw conclusions, but his average figures for the series are 
quite striking. 


I wish Dr. alstead would do more than just state his findings. Who 


is better qualified than himself to draw conclusions and try to interpret his 
own findings? I would like to ask Dr. Halstead if this defect showed itself 
in the patients’ behavior in the hospital, or at home with members of the 
family and others? Is not the basis of good judgment the ability to appre- 
ciate likenesses and differences? Is not the ability to group things one of the 
organism’s economizing processes ? 

I regard this paper as a real contribution to the growing knowledge of 
brain functioning. 


Dr. Hatsteap.—I am extremely grateful to Dr. Grinker for his generous 
appraisal of our activities. 

Dr. Ackerly suggested that we have been somewhat conservative in inter- 
preting our findings, and I must reply that if I knew less about these cases, 
it would have been possible to draw more conclusions. It is true, as we have 
pointed out, that the patient with the frontal lobe lesion may get along 
well in the hospital; he may hold a job; he may adjust readily to the 
members of his family and to his friends, who may not notice the slightest 
difference in him. He may even convince his physician that there has been 
no change, if we are to judge by some of the literature in this field. 
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However, it is equally true tl 
such as we have described, and by ot with wl 
no difficulty, he may fail badly 
Dr. Ackerly raised the interest 
ment is the ability to appreciat 
extended this question to include 
ferences in terms of a concrete attitude or an abst! 
of Dr. Goldstein, whom he mention: Fy 
point is not that certain similariti 
recognized by the patient—they 
are recognized—but rather, what similarities 
ditions? In short, what is th 
are availabe to the patient in terms 
This is the question to which our 1 rt w 
knowledge of the functions of t! 
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SYPHILIS IN SERUM NEGATIVE FEEBLEMINDED 
CHILDREN.* 


A Histotocic Stupy IN MENINGOENCEPHALITIS SYPHILITICA 
AND IN THE NISSL-ALZHEIMER ENDARTERITIS. 


By CLEMENS E. BENDA, M.D., WrentHam, Mass. 


The role which congenital syphilis plays in the causation of 
mental deficiency has always been a subject of much discussion. 
Those investigators who rely on a positive outcome of the Wasser- 
mann reaction are mostly inclined to deny the importance, especially 
if the blood Wassermann is the only criterion. Penrose,’ however, 
considers the frequency of congenital syphilis in the feebleminded 
population, judged by positive reactions, about 10 per cent. If the 
Wassermann test is not thought to be of definite value, specula- 
tion finds an open door, according to the criteria on which any 
investigator depends and no general agreement has been reached. 

The introduction of family studies has advanced our knowledge 
to a great extent. Raeder* studied several families in which 
one or both parents had syphilis and he proved that congenital 
syphilis may be present in the offspring in spite of the fact that 
sero reactions were to be found negative. 

In order to gain more insight into the problem, a careful micro- 
scopic study of the autopsy material of the Wrentham State School, 
an institution which houses 2000 patients, has been started. This 
study is far from being completed and it will not be until a suff- 
cient number of autopsies have been studied that I shall be in a posi- 
tion to enter into a discussion of the percentage of syphilis found 
and the importance of its pathology. The autopsy material is still 
too small to draw conclusions as conjectures based on an insuff- 
cient number are misleading. 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 1939. 

From the Research Department for the Study of Mental Deficiency, 
Wrentham State School, Wrentham, Mass., and the Department of Neuro- 
pathology, Harvard Medical School, Boston, Mass. 
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Because of limitations in sg; ind in the number of ! 
is the aim of this paper to | t two well studied instances out 
of a number of cases to den | 
congenital syphilis. It is my purpose to call attention to a type of 
pathology which decidedly i1 ited congenital syphilis | whicl 
was found in cases previously sidered to be due t 
Both cases which will be presented were sero-negative. This ol 
vation is in accordance with cases of the same type which 
previously published in literature | ther investigators. A com 
parative study of the three g1 s of congenital syphilis I 
positive instances which are most ; of general paresis, childr 
of parents whose infection was ascertained, and cases in which th 
type of pathology indicates a sp nfection) will eventually lead 
to definite conclusions regarding the importance of ngenital 
syphilis in the causation of ment 


CasE 1.—This female child was born pz rely at sev ths; labo 
was easy, and of two hours duration. Sh the first 1 and ther 
was no history of stillbirths or miscar1 There i ther child 
five years younger than our pat 

Two weeks after birth, the ba \ mitted 1 ( 
where she remained for five n very 
irregular temperature going fron to 104 In the 19th week of her 
hospitalization, a pyelitis appeared. It noticed that t by had 
severe hypertonicity and exophthal: She | with her | retracted 
and spine arched with a moderate deg! f opisthotonus. WV supported 
under the axillz, the legs assumed : rs position. Th spital diag 
nosis was prematurity, chronic pyelit pertonicity and question of a birth 
injury. The Wassermann reacti 

She began to talk at about two years of age, could not use her limb 
properly and had convulsive seizut She was reexamined at an age of 
4 years, 8 months in one of the state schools for the feebleminded. Her 
I. Q. was 77 but she appeared set ly handicapped by her spastic diplegi 
paresis. 

At the age of five years, she was tted to the Wrentham State School 
She adapted herself very well. SI s able to talk and understand every 
thing said to her. She made no attempt to stand as her legs were decidedly 
crossed. 

Neurologically, she had alternating strabismus: the pupils re round and 
equal, but reacted sluggishly to light. 7 <nee jerks were exaggerated and 
there was marked spasticity and cr 

She died at an age of eight vith clit | signs of meningitis and 
increased inter-cerebral pressure. 
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Five hours after death, an autopsy was performed Lut unfortunately had to 
be restricted to the central nervous system. The head appeared asymmetrical, 
the right side of the skull being smaller than the left. Much spinal fluid 
was dropping out under pressure when the brain was removed. The brain 
weighed 890 grams. An area of pachymeningitis with yellowish-gray dis- 
coloration was found upon the inferior surface of the brain and brain stem. 
The ventricles were enlarged. 

A microscopic study of the central nervous system revealed pathology 
spread all over the brain and spinal cord. There was a lymphatic meningitis 
upon the brain stem and upon the region between pons and optic chiasma: 
The infiltration consisted of lymphocytes mingled with some plasma cells 
imbedded in a network of connective tissue. The arteries showed a marked 
periarteritis with some endarteritic alterations. There was also phlebitis. 

An analysis of the area of acute lymphatic meningitis would certainly 
not decide the question what kind of meningitis was present but a study of 
the whole central nervous system revealed that the acute meningitis was 
superimposed upon a chronic meningo-vascular encephalitis. Sections through 
the spinal cord including the dura revealed that the small vessels of the 
dura showed infiltration which extended beneath the sheaths of the dura. 
There was also a general thickening of the dura. Pia and arachnoid showed 
a chronic lymphatic pachymeningitis mingled with many plasma cells and 
imbedded in a network of increased connective tissue fibers. The infiltration 
penetrated into the nerve sheaths of the peripheric nerves producing a peri- 
neuritis. A study of the smaller and medium sized vessels appeared of special 
interest. All these vessels revealed periarteritis and a marked endarteritis 
of the Heubner type. In some vessels, the lumen was almost occluded. A 
higher power study of some arteries upon the medulla revealed miliary gum- 
mata between intima and media. There was also periarteritis with many 
plasma cells and few Langerhan’s giant cells. Silver stains showed that the 
cells were suspended in a dense network of proliferated connective tissue fibers. 
The arteries penetrating into medulla and brain tissue showed marked cuffing 
of lymphocytes and plasma célls. Silver stains revealed again that there was a 
remarkable increase in silver fibers. All the smaller capillaries showed 
marked sclerosis. The same sclerosis of the capillaries was visible all 
over the cortex. Not only the inferior surface of the brain but also the 
convexity showed a chronic arachnoiditis with increase of fiber tissue and 
lymphatic infiltration of the vascular system. The brain tissue was devastated 
of nerve cells. Most of them had disappeared or were sclerotic. The nerve 
cells were replaced by astrocytes. The ventricle walls, especially the fourth 
ventricle and the aqueduct showed widespread ependymitis granulosa. The 
choroid plexus were atrophic. 


If I summarize these observations, I may say that the cause of 
death was a lymphatic meningitis, superimposed upon a chronic 
meningoencephalitis of long duration. Decisive for the diagnosis of 
congenital syphilis were periarteritis and endarteritis gummosa ; the 
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phlebitis, capillary sclerosis, 
chronic arachnoiditis with 
vessels penetrating into tl 
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CASE 2.—This case differed 
in the history the remark that tl 
not possible to ascertain more 
father of the patient were alcol 
whom is unknown. 
carriages, one sister died at the 


five and one-half months. 


Our patient was born at 
walk at the age of two and one-half 
The mother did not realize 
school authorities brought it to h« 


years. 


At the age of eight years, 
standing hospital. The physical exar 
posture, 13 per cent underweight 
an abnormal hair growth over the 
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an intra-cranial lesion of unknown character with strong suggestion of 
both congenital lues and thyroid failure.” 

The child was admitted to our institution at an age of ten years. At that 
time she appeared well developed and well nourished. However, her height 
was only 3’ 74”, the head measurements show a microcephaly of 172” cir- 
cumference, and her weight was 40 pounds. 

During the next years, the child failed progressively. The expression 
of the face was that of an old woman and she exhibited the condition known 
as progeria. In the last year of her life, at an age of 16 years, she developed 
the habit of falling down and stiffening her body or becoming limp, and she 
uttered strange sounds. The last weight taken was 38 pounds, when she was 
almost 17 years of age. 

From the autopsy findings, I shall report only a few data. The calvarium 
weighed 330 grams and the skull bone measured 8 mm. in thickness, which 
is extremely thick in proportion with the smallness of the head. After 
removal of the calvarium, much spinal fluid dropped out. The dura was 
adherent to the calvarium—especially upon the frontal lobes. The brain 
appeared hard in consistency. Between the brain and the inside of the 
skull, there was a space of about half an inch filled with spinal fluid. The 
arachnoid was of grayish-white color and thickened. The brain weighed 
only 600 grams. The ventricles were enlarged. 

The microscopic examination revealed pathologic alterations of extreme 
degree. The dura spinalis was thickened and in stained preparations, the 
broad band of dura appeared dotted. These small black spots represented 
blood vessels which showed intima and adventitia proliferation, the cells 
penetrating into the spaces between the dura sheaths. The lumen of many 
vessels was narrowed or even occluded. There was also a cellular prolifera- 
tion of the vasa vasorum in larger arteries. Around the convexity of the 
brain and upon the inferior surface, pia and arachnoid were greatly thick- 
ened, filling the spaces between the atrophic convolutions. Every smaller and 
medium sized vessel showed the same proliferation of intima and adventitia, 
forming dense granulation tissue. The small vessels revealed a swelling and 
proliferation of the endothelium; the capillaries showed increased silver 
fibers. In the basilary artery, two gummatous granulations were found 
between intima and media. 

Besides these vascular alterations, the first description of which attracted 
much interest because of the peculiar appearance of those vascular “parcels,” 
the case revealed numerous alterations which added new evidence to the 
specificity of that process. The wall of the fourth ventricle was covered 
with mushroom-like granulations representing an ependymitis granulosa. 
Both nuclei lentiformis revealed a status spongiosus in which the brain 
tissue had mostly disappeared and only a network of capillaries with many 
sprouts had survived. The remaining tissue was rich in large protoplasmatic 
glia. The cortex of the brain showed atrophy and degeneration of nerve 
cells. The parenchyma was replaced by greatly increased astrocytic glia. The 
lateral ventricles were enlarged and their walls gliotic. The surface of the 
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brain stem and medulla appea: It-lik ron bu { [he 
choroid plexus were atrophic 


The pathology of this case is vet racterist impressive. 
The outstanding feature is an extreme proliferatio. endothelium 
and adventitia cells whicl rm dense cong! rations around 


the vessels and penetrate i1 meningeal sheaths. Moreove 

the smaller vessels are increa n number, formit vascular 
“parcels” and showing sprouting of many smaller branches. Even 
the smallest vessels show endothelium proliferati: Nowhere is 


true infiltration of round cells recognizable. That was the reason 
why Jakob ° used the term “‘arte1 

It is not the purpose of this pap liscuss whether this type 
of vascular disease ever occurs without alterations in the meninges 
and in the brain tissue and whether such an isolated arteriosis 
would be of any pathognomic significance. In the presented case, 
the pathology of the vascular system was accompanied by alterations 
of the brain parenchyma at lia and it is again tl mbination 
of that pathology which I consider as evidenc 1 syphilitic 
disease. 


It has already been briefl liscussed why ther ms to be 
sufficient evidence in the first case to establish th nosis 
congenital syphilis. The acute lymphatic meningitis upon the 
brain stem would certainly not suffice to draw conclusi neern 
ing the etiology and a tuberculous meningitis may p1 ce a pic 
ture very similar to that which was observed in the ca resente 
The chronic alterations, however, which were also present seem 
to render sufficient evidence for the specificity of the pathol \s 
far as the more acute changes are concerned there are some points 
of differential interest. It is surpri 
how little developed the vascular reactions are in tuberculous 
meningitis. Two cases which recently came to the attention of the 


writer gave ample evidence in that directiot \lthough several 


miliary tuberculoma could be located and there was a dense lym 
phatic pachymeningitis, no endarteritis could be observed and rea 
tions of the connective tissue were almost absent he round cell 


infiltration was almost entirely cellular while in a syphilitic process. 
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marked reactions from the side of the connective tissue are to be 
expected. On the other hand, the intima proliferation of syphilis 
is of a cellular nature while even in long lasting tuberculous proc- 
esses, endarteritis is almost absent and the vascular changes consist 
in multiplication of the elastica interna. This consideration is of 
some interest because it may help in establishing the diagnosis 
but, of course, one needs more evidence to reach a final conclusion. 
In the first case presented, the gummatous granulations in the 
vascular walls, the Heubner’s endarteritis, and the ependymitis 
granulosa indicated so definitely the diagnosis that there is no 
need to discuss every single symptom in detail. There is, however, 
a strong inclination among pathologists to deny the “specificity” 
of any pathologic lesion. Every argument of that kind ought to be 
taken seriously. 

In 1932, in an instructive paper, Frederic Wertham ‘* discussed 
the “‘nonspecificity” of the histologic lesions of dementia paralytica. 
He pointed out that the three cardinal histologic signs: infiltra- 
tion of small vessels with plasma cells, proliferation of Hortega 
cells with formation of rod ceils, and iron deposits in intra-adven- 
titial spaces and in the Hortega cells, usually considered as specific 
of general paresis, may be found in nonsyphilitic infections. In 
experiments with spirocheta gallinarum, he discovered that in his 
control cases, some chickens showed a spontaneous disease that 
produced similar changes to that seen in the syphilitic experimental 
animals. He drew the conclusion that the histologic signs, men- 
tioned above, are not sufficient to establish a definite diagnosis. 
At the 93d annual meeting of The American Psychiatric Associa- 
tion in 1937, Ferraro, Berrara and Gregory ® presented a well 
studied case of juvenile paresis. They discussed at length the dif- 
ferential diagnosis and the probability of syphilis. Their final 
decision was that their case did not represent a syphilitic paresis, 
because some of the main signs, especially meningitic reactions, were 
completely absent. I think one ought to agree with these authors 
that there was not sufficient evidence in their case, to establish 
a final diagnosis in regard to the cause of the general paresis. 
In the first case, however, which I presented, there were so many 
more symptoms present which are generally considered as pathog- 
nomic that the diagnosis of syphilitic origin of those alterations 


seems more justified. There remains, however, the objection that 
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according to Jakob, expressed his opinion: “The syphilis of the 
vascular system of the brain is characterized by extremely weak 
sero-reactions, the spinal fluid shows either slight increase in cells 
or is entirely negative, the Wassermann reaction is positive only 
with 1.0, in several cases however, entirely negative. The hemoly- 
sin reaction is negative; the colloid reactions show a curve indica- 
tive of lues cerebri or they are almost negative. 

This brief discussion indicates that negative sero-reactions do 
not rule out congenital syphilis. This is especially true if the 
sero-reactions are not frequently repeated and different tests are 
not used. 

An even more complicated subject is the demonstration of 
spirochetes. I did not succeed in finding spirochetes in the brain 
tissue. It would certainly be of great help if one would eventually 
succeed in this search, but the attempt was unsuccessful in most 
of the cases reported in literature. Negative results are even to 
be expected and are in accord with observations of the most reliable 
investigators in this field. As early as 1906, Verse *® called atten- 
tion to the fact that spirochetes are most numerous in such organs 
which show slight or no reaction at all, but that spirochetes are not 
present in organs which appear much involved and reveal prolifera- 
tive changes of connective tissue. These observations have been 
ascertained by several investigators (Carl Benda,'! Schneider,’? 
Hoffmann '*). In those regions in which the proliferative, inflam- 
matory reactions are visible, the parasites vanish. Some investiga- 
tors (Carl Benda,’' Hoffman,’* and Warthin,’*) have fostered 
the theory that the inflammatory reactions are the response of the 
tissue to the destruction of spirochetes. Whether the spirochetes 
break down because of the inflammatory reaction of the tissue, or 
the reaction of the tissue is the response to toxin production of 
dying spirochetes, is still a matter of discussion. Whatever the 
final decision will be, most writers mention countless unsuccessful 
attempts of demonstrating spirochetes in late stages of congenital 
syphilis or in chronic acquired syphilis. Grinker goes so far as to 
state, “This type of vascular syphilis is not associated with the 
presence of spirochetes and seems to be an endarteritis stimulated 
by toxins elaborated by the spirochetes lodged in other organs. Its 


effect on the brain is secondary to diminution and occlusion 
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of the vascular lumens pi ! vascular atrophies and 
softenings.” 

The second of the cases r¢ represents a ver} e patho 
logic entity known as “endarteritis syphilitica of the small brain 
vessels.” This disease was first described under the name of 
“diffuse brain lues” by Nis 2. In 1904 90g, 
Alzheimer '® added nine furt es to tl rst description. In 


1920, Jakob * published 13 ol vations 1 Malamud 
four new cases in 1926. The outstanding feature 


is a proliferation and swelling of the endothelium and of the 


i 
adventitia cells which stand out through proliferation and sprout- 
ing. The picture as a whole is very characteristic 1 vessels 
form dense conglomerations which contain a large number of small 


and medium sized vessels. The smallest vessels ar 
The swelling of the endothelium is so pronounced that the lumen 
of many vessels is closed. Pia and arachnoid are greatly thickened 
but no round cell infiltration present. The alterations of the 
parenchyma are diffuse, the picture be 
in general paresis. The nerv Is show swellit r sclerosis, but 
most of them have disappear: The normal layers of nerve 
are no longer to be made out, the remainit lls lie confused and 
sparsely scattered. The glia shows increase in macro-glia and pro- 
toplasmatic swelling. Within t leeper cortical layers, ; 
softening and honeycomb formation are noticeable. The center of 


both lentiform nuclei forms s and 
glia cells while the nervous parenchyma is entirely degenerated. 


The picture is that of a “status spongiosus.’ hese alterations 
involve mostly the gray matter of the cortex; the white matter 
being far less affected. The pathology of the vascular system and 
parenchyma is associated with marked thickening of pia arachnoid 
The thickening of the sheaths is found all over the nervous 
system including the spinal cord. Here, degeneration of the gray 
matter is even more marked and small hemorrhages are not rare. 
Clinical progress of our cas 


complete accord with observations reported in literature. This 
child was the only one in our material who reached the age of 17 
years, although her condition was desperate for almost five 

It may be of interest to mention that Jakob * * in his descrip- 
tion of this disease emphasized that spirochetes were not found 
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in any case, hitherto observed. Sioli and Westphal ** reported 
spirochetes in cortex and vascular walls in one case which they 
considered as instance of the Nissl-Alzheimer disease, but it was a 
case of acquired syphilis with rather quick progress and more of a 
type of general paresis. 

According to the literature, the sero-reactions vary at different 
times, the Wassermann test, however, is in almost 50 per cent of 
cases negative, at least, sometimes. In the 13 cases recorded by 
Jakob,’ the blood Wassermann was negative four times, question- 
able two times and positive six times and one time weakly positive. 
The spinal fluid is recorded for ten cases; in seven cases the 
Wassermann test was positive with cells 20/3 varying to 400/3, in 
three cases it was entirely negative. 

The differential diagnosis has to consider chronic poisonings in 
the first place, lead, arsenic and manganese, but even chronic alco- 
holism and malaria-tropica may produce similar arterial prolifera- 
tions. The intima and adventitia proliferation is therefore not 
pathognomic in itself. In poisonings, however, the arteriosis will 
hardly amount to such a degree and will not be associated with 
other signs of active connective tissue reactions. Because of the 
fact that the vascular pathology may be seen in non-syphilitic 


19 


conditions Pentchew *® expressed some doubt whether the Nissl- 
Alzheimer endarteritis is a syphilitic disease after all. But, he had 
no experience of his own in that disease and he disregarded the 


fact that the vascular changes will not alone establish the diagnosis. 


CONCLUSIONS. 


If we consider sero-positive reactions in the feebleminded popu- 
lation as indication of congenital syphilis, the percentage of con- 
genital syphilis is very low—less than 2 per cent. This estimate 
is, however, based on usually one test and it is known that this 
percentage is much too low. It is generally agreed that the sero- 
reactions in congenital syphilis vary to a great extent and tests must 
be repeated several times and qualitative tests ought to be used. 
If we consider those cases which are suggestive of syphilis, the 
percentage is much higher and would amount to almost 15 per cent 
of the patients. Various investigators have found various per- 
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centages. Most agree at the present time 
be between 7 per cent and Io per cent 


Investigations under way at the Wrentham State Scl 


the problem from another a1 
material, several alterations wer 
congenital syphilis. The number of 
on any speculation about the 
relation to the whole populati 

The microscopic examination of twe 
of several hundred slides each, has been presente 
was an instance of vascula: 
Heubner’s arteritis and peri 
ond case was a case of the so-called Ni 
syphilitica of the small brain \ Is. The set 
genital syphilis were discussed 


These cases have been presented to det 


which are still outstanding in establishing the di 
genital syphilis. The discussion may stimulate 
logic studies of this type of children whi 
siderable percentage of the population in sch 
minded and may eventually lead to a definit 


role played by congenital syphilis in the producti 
deficiency. 
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DISCUSSION. 


Dr. Apotr Meyer (Baltimore, Md.).—Here we are confronted with a 
condition in which, undoubtedly, we have to use inference as well as study 
of the detail of the lesion. We have to recognize that it is not possible to 
demonstrate the spirochaete in a very large percentage of lesions that we 
have every reason to attribute, however, to syphilitic conditions. Dr. Potter, 
in New York, has undertaken studies to demonstrate the frequency of syphilis 
among patients in institutions for feebleminded. I do not know whether 
these studies were particularly pursued also in the postmortem material, but 
where one finds such a combination of data as Dr. Benda has described, 
one really has no choice, practically, but to await the impression given by 
the total picture. It makes it very much more desirable than most people 
realize that in our institutions for the feebleminded we pursue postmortem 
studies and establish what lesion types one gets, and it may be that with 
particularly advanced stages of this condition it will be possible to give the 
positive and final and incontrovertible evidence that one actually does deal 
with what Dr. Benda infers. 

Dr. SAMUEL EpstTeIN (Boston, Mass.).—This material which Dr. Benda 
has presented affords to my mind a very nice demonstration of the exis- 
tence of syphilis among the feebleminded ; in fact, it is perhaps the only evi- 
dence of which I am aware of a conclusive nature that syphilis plays a role 
in the mental deficiencies. It has always been a problem to determine the 
presence of syphilis in feebleminded patients. Even the introduction of the 
Wassermann reaction has not helped us very much; in fact, some workers in 
the field of mental deficiency and many neurosyphilologists consider that 
negative serologic reactions exclude the presence of syphilis. The evidence 
presented by Dr. Benda today proves conclusively that that is not so. 

The illustrations of the histologic changes shown here are, in my opinion, 
quite conclusive, and Dr. Benda is to be congratulated upon his excellent 
demonstrations. 

This work has another great value I think, namely, that it brings up an 
important line of investigation. I refer to the matter of brain punctures. 
It would be perfectly feasible, I think, to do brain punctures in the living 
and to examine such material histologically and; secondly, in such cases one 
may give antiluetic treatment and, thirdly, brain punctures might again be 
done to see what changes have occurred. This would afford not only some 
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conclusive evidence of the va 
mental deficiency, but it would 
of our antiluetic remedies in vat neuro <¢ that 
closer we get to such factual tions, t W re t 
about at least one aspect of tl 


Dr. Oscar J. RAEDER (B 


has done this nice piece of work. \W t demonstrated rochaetes 


which probably would doubly « ( ! t seems to 1 that tl 
evidence is so strong that we 
I have been attacked for 
of the feeblemindedness is syphilit te of the fact that t rum reacti 
are negative. The paper that ] 
effort to prove that there were st 
logical reactions and also phys 
or fourth birth, after a number 
negative reactions. 
Let me say first that I do not know w 
tried out and compared witl 
supposed to be more sensitive 
a comparison has been mad 
syphilitic children, to see 
information. I think that should 
Another point and that is the 
it is brought out more prominent 


wait for treatment until these chi t to be 
nary child is usually discovere 
not recognize feeblemindedness until 1 hild is in kindergart r sch 


or is old enough to talk and 

playmates and contemporaries ; 

would confront the general practit 

family physician to institute some s 

early in life, even right after birth. We know tl 
mental growth taking place in 

is just the time when such treatment w 1 do go 


Dr. CLEMENS E. Benpa (Wrentha Mass sry that the me is 
not sufficient to discuss the extremely interesti 
between spirochaete and syphilis-in 
negative test. Some details will be given in the published 


From a clinical standpoint the stu f these cases was 
careful. As I told you, we did not expect sypl it all. W le tl 
routine Wassermann and the Wassermann was negative one tin nd then 
we were satisfied and thought of other problen So I do not k1 whether 
the Hinton test, especially that which is now developed for the spinal fluid 
would give us more information. 
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Of extreme interest is a suggestion which Dr. Epstein gave in regard to 
puncture of the brain, especially of the meninges. It seems that this method, 
which Dr. Solomon also suggested in a personal conversation with me, is 
used in the Boston Psychopathic Hospital with great success. If this method 
would provide us with the possibility of an early diagnosis in this type of 
child, we might be able to treat the patients with iodine or bismuth with 
some success. I am, however, not in a position to answer questions about 
the best treatment of late stages of congenital syphilis, because we have 
not yet experience with a treatment which would enable me to give some 
definite suggestions. 


84 


| 
be 
or 
re 
be 
tr 
m 
re 
re 
ta 
S] 
Pp 
d 
a 
L 
h 
Ci 
h 
B 


ACUTE GENERAL PARESIS.* 


By M. HERMAN, M.D., ann M. P. ROSENBLUM, M. D., 
New York City. 


General paresis is commonly considered a chronic disease that 
begins insidiously and progresses rather slowly. That an acute 
onset with a rapidly fatal termination may occur has not been well 
recognized. Prompt diagnosis in these acute forms is important 
because of the serious prognosis without the early institution of 
treatment. 

The acute onset manifests itself in several clinical pictures : 

A. Fulminating type. 

B. Convulsive type. 

C. Catatonic type. 

D. Acute confusional type. 


A. THE FULMINATING TYPE. 


In this type of case we find a sudden onset and rapid develop- 
ment of symptoms so that it has been frequently in the literature 
referred to as galloping paresis. The clinical picture usually 
resembles that of an acute delirium in which there is marked agi- 
tation, excitement, and motor restlessness. Hallucinations are 
prominent and may be intimately associated with grandiose delu- 
sions. Physically, the patient shows the neurologic signs of general 
paresis, but, in addition, he frequently has a febrile course. The 
symptoms increase in severity, the patients refuse food and become 
dehydrated. The course may be punctuated by epileptiform and 
apoplectiform attacks. Death may supervene in one to three weeks. 
Leverty ‘ reports a case with symptoms of a delirious mania that 
had a fatal termination in four months. The pathology in these 
cases reveals the typical meningo-encephalitic reaction, but the 


*From the department of psychiatry, New York University College of 
Medicine and the division of psychiatry, Bellevue Hospital. (Dr. Karl M. 
Bowman, Director.) The pathologic material was examined by Dr. Lewis D. 
Stevenson, division of neuropathology, pathological department, Bellevue 
Hospital. 
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cellular changes are more intense and show a necrotic character.? 
In the fulminating type it would seem that the extent of the lesion 
and the rate at which it develops are so great that the whol 


of the disease is run in a \ 


course 


Vi Ct S] O17 ( [It has been 
stated * that approximately I per c | cases of general 
paresis have this type of onset. In at 35 paretics 
admitted to the Marburg Clinic there w fe s of the 
fulminating type. 

CA 

C. H., a white male, age 4 S t 2, 
1937. The patient gave a hist Ss ag nd 
some anti-luetic therapy. He has ( ssion 
the patient showed a picture of sever He ( Ilucina 
tions and was completely confused a lis He apy ely ill, 
and his temperature was I01 ir, ind fixed 
to light. His speech was dysarthr vel 
absent. He also had a bi-lateral eg reflex and suck é od 
Wassermann was negative. The s| 1 fluid W A s with a 
colloidal gold curve of 3222100000. The patient i nced 
difficulty in breathing. The physical signs the S t rales 
at the right base. Death occurred I 

Post-mortem examination showed a s¢ t f the 
lungs. The coronary arteries s| scle 5 vas an 
aortic insufficiency and an aneurisn wed 
portal cirrhosis and the kidneys ( dura was 
of normal thickness. The basal arteries ened veral 
placques. The brain weighed 1400 grams and showed a fluid 
Pia-arachnoid was diffusely thicken Y at ( re was 
pronounced convolutional atrophy most <e left front and tip 
of right frontal lobe. The optic nerves S n diamet was 
slight internal hydrocephalus. T S the Is eil on 
the right side which presented t rmati vit rey lining 
Microscopic examination of the brain showed a fibrous litis and a 
lymphocytic infiltration of the leptomening arte sclerosed 
The neurones showed a general decrease and the smaller cells were pyknotic 
The spinal cord shows marked meningeal t stly ly cytes and 
occasional plasma cell. Small blood vessel v proliferation v thickened 
walls which show degenerated changes. The t es shov filtration 
and myelin loss. 

The delirium in this case is complicated by alcoholism. But in 
the literature it has been pointed out by Kraepelin that the delirium 


in these cases of general paresis 


ré sembles very closely the 


delirium 
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tremens of the alcoholic. However, to show that a delirium can 
occur in which there is no question of alcoholism as an etiologic 
factor, we can quote the following case: * 


A man aged 35 was admitted to the Royal Naval Hospital, Bermuda, on 
June 29, 1932, as a case of cerebral syphilis. He gave a history that for about 
a week prior to admission he had been feeling nervous and shaky; his mess- 
mates and others in the ship stated that he had been acting strangely for 
several weeks. There was a history of syphilis dating from 1922. A Kahn 
test was positive in June, 1932. 

On admission he complained of shakiness and unsteadiness and said that 
he felt a pricking sensation in the soles of his feet. Temperature was 103.4° F. 
and pulse rate 90. The patient seemed to be rational, but cerebration was 
slow and speech halting. The pupils were irregular, the right being longer 
than the left. Both were sluggish to light but accommodated fairly well. A 
very coarse tremor of tongue and limbs was present. There was some 
spasticity in the limbs. Knee-jerks were increased. No rigidity of the neck 
was present and Kernig’s sign was absent. No sensory abnormality was 
noted. Nothing abnormal was found in the heart or lungs; on the skin there 
was a dark red papular rash, chiefly centrifugal in distribution. 

On June 30 the patient had acute delirium. He was very restless and 
difficult to manage, repeatedly trying to get out of bed, and refusing food 
and medicine. He had retention of urine. Lumbar puncture was done and 
30 c.c. of cerebrospinal fluid was withdrawn; it was clear and definitely under 
pressure. The findings in the fluid were: cells 297 per cm.; lymphocytes 
60 per cent; globulin increased. 

For a few days the patient’s condition improved. He became quieter, being 
only stupid and fatuous instead of delirious and emotional. The skin condition 
cleared up. This improvement lasted until July 10, when he suddenly became 
restless. He had periods of delirium and his speech degenerated into a mere 
mumbling of syllables. Coma, with fecal and urinary incontinence was present 
on July 13. The patient died early on the 15th—that is on the 17th day after 
admission to the hospital. 

Post-mortem examination of brain only. Dura mater was not adherent to 
the skull. There were thickening of the dura, arachnoid, and pia, and definite 
adherence of the pia to the surface of the brain. The surface of the brain 
showed some flattening of the convolutions and some engorgement of the 
blood vessels. The pathological report on sections of the brain was: A 
meningo-encephalitis is present. Meninges are infiltrated with lymphocytes 
and plasma cells, and there is an infiltration of less degree in the sheath of 
the vessels in the brain substance. The microscopic appearance is consistent 
with the diagnosis of acute general paralysis. 


B. CONVULSIVE TYPE. 


It is well known * that convulsive attacks frequently appear dur- 
ing the course of the usual type of general paresis. Occasionally, 
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however, they may appeat ind 
tion of the disease. In the act nset wit ns the usual 
history given is that the patie | ntly i | health 
up to a few weeks of or to t t the convulsior rl 
course may then follow dit rect t nvul 
sions increase in severity, t y clouded 
mentally, progresses int 
within a short time. In ot tial convulsiotr 
the patient progresses into 1 tl rder. Sot 
times paresis of limbs or of tl! follow nvul 
seizure, but it is charact | pai that these 


up rapidly in 24 hours t 


L. B., negress, age 43, was a t t n D r 26, 1935 
There was a history of loss of 1 ness for the past tw 
months. She had been tal ving 
anti-luetic therapy. Examinat 
negress who showed em 
exuberant, and boisterous. S 
confusion varied. At times sh¢ ted t tory hallucinatios 1 revealed 
paranoid persecutory trends Physi <amination 
vealed that the pupils were « 
tion. The extra-ocular mov 
slurring of test phrases. The 
lateral to the mid-sternal 


regular and of good quality—A P 164 


were heard. Lungs were clea: 

active and equal, no Babinskis o1 resent. S 
blood Wassermann of 4 plus, spi 

curve was 5555554100, globulin t 
cytes present. On January 7, t patient Fe fror ivulsi seizur 
consisting of spastic and clonic contract n the 

face and followed by flaccidity ls 
an equivocal right Babinski with spasticit the right side associated wit 
hyper-reflexia. The next day the | witch 
ings of the left side of the face and fl hemiparesis of the left side of the 
body. This was accompanied by a sei tuporous state during wl the 
tient muttered incoherently and ha il hallucinatior The following day 
the left-sided weakness had become more marked and the stupor had deepened 
She ran a low grade temperature. 7 nvulsive seizures persisted for th 
next few days with twitchings of the left side of the face and clonic movements 
of the left side of the body. There were also tonic spasms of the right 
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and lower limbs. The temperature became elevated to 105° and the patient 
made her exitus on January 13, 1936. 

Post-mortem examination revealed enormous thickening of pia-arachnoid 
over both hemispheres in upper frontal and parietal regions with cortical 
atrophy. There was very little sclerosis in circle of Willis. Optic nerves 
were normal in size. There were large, bony placques in falx cerebri. The 
granular ependymitis was not marked. 

Microscopically, the meningeal changes consisted of a fibroblastic reaction 
as well as the presence of numerous lymphocytes and plasma cells. The cortex 
showed proliferation of capillaries, distortion of cortical layers, with dropping 
out of nerve cells and numerous plasma cells in perivascular regions. The 
neuroglia stains revealed an increase in the number of astrocytes. The diag- 
nosis was syphilitic-meningo-encephalitis. 

Examination of the lungs revealed a purulent bronchiolitis with pulmonary 
infarct. 

C. CatTaTtonic TyPe. 


Symptoms of a catatonic type may appear during the course of 
general paresis * or may even be the initial manifestation of the 
disease. In this condition the patient becomes mute, is oblivious 
to his surroundings, refuses food, and is negativistic. Frequently, 
there is also catalepsy and jaw and neck negativism of a type 
bearing a marked resemblance to the phenomena commonly ob- 
served in schizophrenia. When the disease is initiated with such 
catatonic symptoms a diagnosis may be often extremely difficult 
before the serology is shown to be positive for syphilis. Even the 
pupillary changes may not be helpful because fixed pupils may be 
found under certain conditions in catatonic schizophrenic patients, 
especially in negroes.’® -The patient with general paresis has a 
marked mental confusion and frequently extensive aphasia and 
apraxia. In these catatonic types these symptoms are difficult to 
demonstrate because of the mutism and negativism. However, it 
frequently happens that the catatonic phenomena wax and wane, 
so that the intellectual status becomes more apparent in the rela- 
tively free period. The disorientation, memory defects, and the 
organic type of mental deterioration can be elicited and differentiate 
the condition from schizophrenia. 

When a patient shows catatonic symptoms of general paresis, it 
may herald an extremely malignant reaction. Death may occur in 
several days or weeks. In others the symptoms subside and the 
patient assumes the chronic type of general paresis characterized 
by dementia. 
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CA I OR 

R. S., a negro male, age 34, w idmitted to tl pital on May 4, 1938. 
The history as given by his w is that the patient had been losing interest 
in things for several weeks and 1 four days befor imission had an 
episode in which he shook violent! me ul cious and remained in a 
mute state. On admission, he aj 1 to be in a catatonic state. He was 
mute and stuporous, resisted 1 ent of his extremit and refused food 
and drink, so that it was necessary to tube-feed him. Physical examination 
showed no signs referrable to heart or lungs. The pupils were regular, equal, 
and reacted well to light and a ! itior The only positive findings 
were a bilateral grasp reflex a nging rigidities of the extremities 
Within a few days the patient 1 1 from his stupor but remained mute. 
His mutism suggested a severe motor-ap! 1. He also had apraxia and he 
retained his negativism. 

Spinal fluid studies showed a positive globulin 1 tion (Pandy There 
were 8 lymphocytes per cm., tota tein of 85 mgs., colloidal gold curve of 
5554432210, and a Wassermann w was 4 plus. The blood Wassermann 
was 4 plus. 

On the morning of May 15, the patient lenly went into stupor again and 
died within a few minutes. 

Post-mortem findings showed that the pathol was confined to the 
central nervous system. There pia- 
arachnoid over both hemispheres, especi in the frontal and upper parietal 
regions. There was moderate congestion of the veins over both hemispheres 
and gross atrophy of the frontal | 

Microscopic Report—The pia-arachnoid showed a pronounced fibroblastic 
reaction as well as the presence of numerous lymphocytes and plasma cells 
The mononuclear infiltration was particularly marked deep down in the sulci, 
and it appeared also as a perivascular cuffing of blood vessels down in the 
cerebral tissue. The cortical laminations were nsiderably disturbed and 
there was an actual decrease in the number of neurones. Neuroglia stains 
showed a marked increase in the number of astrocytes as well as a vascular 


proliferation. The microglia stain showed the typical rod cells of paresis. 
With the Jahnel stain a few spirochaetes were found scattered through the 
lower layers of the frontal lobe sections 


D. AcuTE CoNFUSIONAL 


Of all types of acute onset in general paresis the most common 
is the acute confusional type. In this form of the disease the 
patient suffers from a rapid mental change with deep clouding of 
consciousness, and profound disorientation. He walks about in 
a dazed, confused fashion. As a matter of fact, this type of patient 
is frequently admitted to a hospital after being found wandering 
around the streets unable to give any pertinent information. This 


> 


IC 


y 
p 
a 
] 
I 


1940 | M. HERMAN AND M. P. ROSENBLUM 1317 


confused state may be accompanied by convulsive seizures, but 
very often is found without such phenomena. Commonly, the acute 
confused state subsides, and the patient merges into the chronic 
phase of the disease. Sometimes a patient will have several episodes 
of acute mental confusion lasting several days or weeks, and, after 
a latent period of several months or a year, the chronic type of 


general paresis develops. 


CASE REPORT. 


J. P., a white male, age 52, was admitted to the hospital on May 5, 1938. 
He had been found wandering around in the street and no contact could be 
made with him. He did not talk and appeared to be in a daze. On admission 
he was confused and semi-stuporous. He fumbled with his clothes, picked 
at the bed clothes, and was untidy in his habits. He did not recognize his 
surroundings. He uttered his name but nothing else. He was lethargic, and 
not at all resistant. 

Physical examination showed evidence of luetic heart disease with an 
aortic insufficiency. His pupils were regular, equal, but reacted sluggishly to 
light and accommodation. The knee-jerks were equal and active. No patho- 
logic reflexes were elicited. Speech later was shown to be dysarthric. 

Spinal fluid had a total protein of 90 mgs., a 4 plus Pandy reaction, a 
4 plus Wassermann, and a colloidal gold curve of 5554433310. The blood 
Wassermann was 4 plus. 

A history was obtained from his employer who stated that he had worked 
as a handy man for her for several years. He was an occasional alcoholic but 
had not shown any symptoms referrable to a mental disorder prior to this 
episode of confusion. He never had convulsions. The patient gradually 
recovered from the acute episode but showed psychiatric evidence of a 
demented type of general paresis. 

On May 16, 1938, he was committed to a state hospital. 


SUMMARY AND COMMENT. 


The acute onset of general paresis is a dramatic and often 
catastrophic event in the life of an individual. The initial symp- 
toms have been described as being either a delirium, convulsive 
seizures, catatonic phenomena, or an acute confusional state. In 
general they show various grades of stupor and acute clouding of 
the consciousness. The acute onset carries with it a serious prog- 
nosis. The type which begins with a delirium usually runs a 
fulminating course. The three other types may also run a short 
and rapidly fatal course, but may progress into the chronic form 
of general paresis. The catatonic type of case, as has been pointed 
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out, may be difficult to distinguish from schizophrenia but tl 
serology and the marked organic intell 
tiate the case of general paresis 

The pathology in these acute cases shows an extensive and active 
meningo-encephalitis. The vessels in the meninges, as well as in 
the cortex, have a pronounced mononuclear perivascular cuffi 
and this reaction extends deeply into the cortical tissue. In general, 
the reaction is more intense than in the usual type of case.t? In 
the usual chronic cases, the pathology is more marked in the 
frontal, parietal and temporal s in that order, and micr 
spically, it is typical to find various gra f pathological alter- 
ations lying side by side wit! erous cells that appear entirely 
normal. In the acute case one sees all cells of the cortex showing 
in various degrees indicatio1 the di process I 
show Nissl’s so-called gra 
inevitably in the destructio1 ell. The corti 
show the characteristic disto1 1 decrease in the numl 
neurones. Neuroglia stains 1 il an increase in astrocytes, and 
vascular proliferation. Microglia stains show the typical rod cell 
In some spirochaetes were demonstrat 

Merritt and his co-wor! 
in brains affected with general paresis are obstructed by swollen 
endothelial cells and that the hypertrophied endothelium contai: 
phagocytosed spirochaetes and blood pigment. W ogest 
the acute symptoms occurring neral paresis may be due to the 
marked vascular reaction as wn by the intense pet 
infiltration. 

The rapidity of the cours nm many ot these acute cases is such 
that often death may supervene before adequate treatment can be 
instituted. In an acute case, an emergency can be said to exist 
Immediate treatment is imperative. It is true that in a large number 
of cases the acute symptoms will subside without treatment, but 
this cannot be predicted in the individual case, for it is difficult 
to decide which case will proceed to a fatal termination. This 
problem is in some respects similar to that of acute appendicitis. 
It requires emergency care and treatment 

Some ?* have recommended mediate institution of fever 
therapy, malaria or other type. Others '* have recommended for 
prompt action the use of a soluble preparation of mercury, such 
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as the bichloride, succinimide, or red iodide injected intramuscu- 
larly daily or every other day in doses varying from 4 to 4 grain. 

Solomon *° and his co-workers have indicated that the preliminary 
use of tryparsamide injections greatly enhances the probabilities of 
therapeutic success in the treatment of general paresis by fever, 
and that the improvement of spinal fluid findings occurs more 
rapidly following fever if the patient has first been prepared by 
treatment with tryparsamide. This method appears to be readily 
applicable to an acute case. Whatever method is used, prompt 
institution of treatment is indicated in order to avoid a fatal 
termination. 
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THE LONG-TERM PRISONER.* 
A Stupy or Tuirty MEN CoMPLETING LIFE SENTENCES. 
By MARVIN SUKOV, M.D., Cuicaco, ILL. 


On the assumption that a long standing pathogenic process pro- 
duces pathological manifestations not detectible in the early states 
of the disease, we undertook the study of a group of long-term 
inmates in a penal institution to ascertain what effect prolonged 
incarceration has upon them both in respect to personality and 
social outlook. At least two factors prompted our investigation: 
first, that penal servitude is used more widely and for more ex- 
tended sentences in the United States than in any other country ; 
and second, the current tendency to increase the length of prison 
sentences. For the purpose of this study only those inmates were 
selected who had served a minimum of twenty consecutive years 
and were physically and mentally able to cooperate in the inter- 
view. The men are all serving their sentences in the Joliet-State- 
ville branch of the Illinois State Penitentiary. This would suggest 
that they are making a satisfactory institutional adjustment, since 
psychotics or those chronically maladjusted are generally trans- 
ferred to the Psychiatric Division of the Illinois State Penitentiary, 
located at Menard. 

In the Joliet-Statesville branch there are 49 men who have 
served a sentence of 20 or more consecutive years. This means 
that none has been out on parole or otherwise had opportunity 
during that time to live as an ordinary citizen. Out of the total 
of 49, 19 were omitted from the study for the following reasons: 
14 were rated as mental defectives or borderline defectives, two 
were blind, two had insufficient knowledge of English, and one 
gave evidence of senile deterioration. Each of the selected men is 
making a satisfactory institutional adjustment: 13 out of the 30 


* Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, IIl., May 8-12, 19309. 
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are working on the honor farm, which is consid 
trust, is outside the prison walls, and ha pers 
are employed in the hospital; three in a yard gang; three as cell- 
house workers and eight as odd-job workers, 


are considered the better ty f institutional emplovment. Their 


ages upon admission ranged between 16 19 vears, while their 
present ages are betwee 73 yeal hi rtest term 
served by any one man is 20 years, the longest is 31 years, and the 
offense in each case was murder. Nineteen we ix ed 
three divorced, and two were “ 1€ 

The study was conducted by meat f a questionary with which 
every inmate was individually interviews ( vy was 


used only as a guide, since the interview was informal and had th 
aspect of a friendly conversation. Each subject was called to th 
mental health office wher« cing a 
preliminary pleasantries with the inmat nformed him of th 


( 1e 
object of the interview and asked him if he would ssist in 
a bit of research. He was informed that no benefit would rue 


to him for the service. At this expl 
humoredly with relief. terview, 
hour and a half, was allowed to drift 
sionally interruped with a cigarette and was it neral so casual 
that the inmate did not often different 
an indifferent question. He was thoroughly assur 
not reply to questions if he did not wish t 

The study centered around the followit 


1. Extent of social severat 2. Mo 
3. Attitude toward punishment 1. Int 


Extramural social or familial connecti 
portance to the inmate in that they y if 1 nd 
tion his institutional behavior as well as determi: s adju 
ment when paroled or discharged from tl 


\ (Jul 
inquiry was limited to the number of letters and visits an inmat: 
receives ; the amount of help he expects to get towards readjust 
ment when released, and his attitude toward frie1 elations 
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| of in general, as well as his confidence in the future. At this point 
iree certain prison rules should be emphasized such as that letter writ- 
ell- ing and visits are discouraged or at least limited by the authorities, 
ich and that while an inmate may receive all incoming letters, subject 
leir to censorship, his outgoing mail is limited to two letters a month. 
e1r Visitors are limited to not more than two persons for 50 minutes 


rm once in two weeks. Under these conditions the extent of extra- 
mural contacts an inmate is able to maintain is extremely circum- 
ed, scribed, and as a result there is a progressive diminution in visits 
and correspondence in every one of the cases. Some of the causes 
ich of diminishing contacts with the world are natural ones such as 
yas death or migration ; but mainly, the inmates were unable to ascribe 
the a specific reason other than the indifference that is fostered by 
the time. Twenty-four of our inmates carry on some form of cor- 


ew respondence and have received at least one letter during the past 
he year. Six have not had any mail for a year or longer. Of the 
in 24, 13 get letters as often as once a month, seven about twice a 
ue year and four only once a year. Visits are less frequent than letters, 
d- although in individual cases there are those who are visited by 
an friends or relations but do not get letters from them. Only Io are 
visited as often as once a month, six see a relative or friend about 
al once a year, and the remaining 14 are rarely visited. Among these 
14 are six who no longer expect to have visits. All, with the 
exception of five, state that if they were released, they would get 
some help from friends or relations on the outside. Two can get 
a home, financial support and employment, so that they have no 
economic apprehension in facing the future. Eleven would receive 
temporary board and room, but could not expect financial assis- 
tance, 12 had no promise of assistance, but believe they would be 
helped by friends after release, and five would be entirely dependent 
upon the statutory ten dollars that the state allows a released inmate. 


So far as attitudes towards friends and relatives are concerned, 
| all, with the exception of two, expressed good will and praise for 
| the help, generosity and consideration they received from them 

while serving their sentences. Two felt that their friends were 
indifferent and had not extended as much help as the inmate 
believed himself to be entitled to. Curiously, all were optimistic 
about facing the future, an attitude that would not seem to be 
supported by the facts or common to inmates in general. 
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MopIFICATION OF INTERESTS. 


Under this heading the inquiry centered about changes in atti- 
tudes toward crime, religious beliefs and subjective mental changes. 
Fighteen stated that they were never criminally inclined, had 
always disliked a criminal and hence there had been no change in 
that respect. Eight gave the rather conventional response that 
imprisonment taught them greater respect for the law and the 
seriousness of crime. Four expressed a profound change that indi- 
cated the extent of their original criminal attitudes. One of this 
four, with a great deal of feeling, said that it was a blessing he had 
been arrested for otherwise he would have perpetrated a crime even 
graver than the one for which he was arrested. Another said 
that he seems to have been ‘crime bent” knowing all the time that 
he would be caught. Two stated that they had not thought of 
their criminal acts in terms of morals and that th penitentiary 
imbued them with that consideration. It was practically impossible 
to obtain any expression relative to 
criminal act. The answers were stereotyped, that is, that crime 
was wrong and their crime would not be repeated. Even those 
who claimed that their criminal act was unavoidable or committed 
in self-defense insisted it would not recur under similar circum- 
stances. Responses here might have been influenced by a considera- 
tion of the possible effect they would have on the examiner, but 
we are inclined to feel that repression and defense had been so 
effective on this point that the subjects were unable to detect an 
apparent irrelevancy in their stand or to discuss the matter with 
objectivity. 

Eliciting an opinion on religion was difficult, but it appears that 
religious beliefs were but little modified through imprisonment. 
Fourteen stated that they attended religious services and expressed 


a definite religious belief. Fifteen had not attended services for 


the last two years and appeared indifferent to the offerings of 
religion. One would not discuss anything pertaining to religion. 


A crucial question was, “Has religion helped you do your time?” 
Following are some typical answers 


A. Those who expressed a religious belie} 


It 


“Naturally a person’s hope is built 
“It gave me a better slant on life 


on religion.” 
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“T feel a whole lot better when I go to church.” 

“T will say that religion has been a great comfort.” 

“T don’t know, I went to church outside and I still go.” 

“Yes, I found a lot of solace in religious faith.” 

“It has given me better hope and kept my mind clean.” 

“It has helped me to bear up.” 

“Knowing that if I kept my good health I might see the outside, it gave me 
the spirit.” 

“T feel better when I come out of church. I pray morning and night.” 


B. Those who were indifferent to, or denied a religious belief. 


“T never went much for religion.” 

“T have nothing agin religion.” 

“T can’t see where religion would do me much good.” 

“No, I haven't paid much attention to church.” 

“No, I was never much on religion.” 

“T never was against it.” 

“Well, not much.” 

“T was never so religious.” 

“T went the first few years and just let it go.” 

“Religion ain’t hurt me or did me no good.” 

“T used to attend church but seldom go any more.” 

“IT see so much preaching and doing another, I think it is a pretty bad 
place to try that.” 

“After you grow old you drop away from things.” 

“T never had much of a religious bent.” 

“IT couldn't say that religion helped me to do my time.” 


Relative to subjective mental changes, no one felt that the long 
period of imprisonment had had any embittering or deteriorating 
effect on him. On the contrary, many felt themselves bettered 
by their experience except for the inevitable encroachment of age. 
Typical of our subjects’ answers to the question of whether these 
years of imprisonment had effected their mind in any adverse man- 
ner are the following: 

“Not one bit.” 

“Tt has made a wonderful change in me in the way I think of others or 
property.” 

“The longer I live the less I think of a thief.” 

“Not much.” 

“I have kept on reading of things, taken it easy as I could so I would not 
go to pieces.” 

“Well, I don’t think so. It hasn’t bothered me any.” 

“T might have gotten a little sluggish that is about all.” 

“Not that I know of.” 
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“I am better. I think I reason a lot better and have written articles for 
the prison paper.” 

“Not that I know oi.” 

“T don’t think so. I think I 

“It has not affected me so far 

“No, sir.” 

“T don’t think so.” 

“None, I just make the best of it and don’t w 

“It has improved my mind 

“T think along the right thing 

“Not that I can see.” 

“T feel all right and I try to look at everyt!l 

“T don’t think so.” 

“Not so I know of.” 

“No, I have always been constructiv 

“T read high class books, |} 

“My mind has been improv 

“T have made it a practice not to let 

“I study grammar and learn anything | ( 
it. If I had been on the outside I wouldn't 

“I think my mind is just as good as the day | 

“T think it has broadened my 

“T think I do more reasoning before actin 

“They have aged it.” 

“I can’t see why that it would 

“You naturally lead a cleaner life than you do on tl 

“I am considerably older and I don’t thi 

“TI can’t remember names so well 
It can be stated that none expressed a reduction in alertness o1 
general interests, except those advanced in years who attributed it 


to that cause. With the exception of two, they appeared to accept 
imprisonment placidly and not without some satisfaction. It is felt 
that to some, imprisonment represented a venture on a new life, 
they rejected the old emotionally, and epted the new with con- 
siderable gratification. 

In summarizing it may be stated that there had been relatively 
little modification in interests so far as attitudes toward crime, 
religion or insight is concerned. Objectively, the examiner would 
be unable to detect “prison stupor” in the cases making up 
study. 


ATTITUDE TOWARD PUNISHMENT. 


Twenty-five inmates stated that they deserved punishment al- 


though only 22 felt they were guilty of actual murder. Five insisted 


| 
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they were being unjustly punished for a crime they did not commit. 
With one exception, all insisted that the sentence was too long and 
generally added that a term of 14 years, which in Illinois is the 
minimum sentence for murder, would have been more just. None 
would have preferred the death penalty to life imprisonment and 
none had ever attempted suicide while in the penitentiary. When 
asked whether they had ever contemplated suicide in preference to 
the penitentiary they invariably answered with a chuckle to indicate 
the absurdity of the question. 

On the question of deterrence, there was a preponderance of 
opinion in the negative. Twenty answered that long sentences do 
not deter lay people from committing a crime; three, that they 
do deter ; and seven that the matter was unsettled for them. Typical 
answers as to whether long sentences deter from crime are as 


follows: 


A. Positives. 

“Yes sir, yes sir, it is just a lot of people if they know what sentence it 
called for 

“Yes, I thir 


“Ves, the certainty, not the severity of punishment would do to keep others 


would not commit crimes.” 
hink it acts as a deterrent.” 


from crimes.” 


B. Negatives. 


“No, because I know in my case I never gave a thought to what would 
happen to me.” 

“IT don’t think it would because things like that is liable to happen you 
know.” 

“T don’t because fellows that commit a crime they figure they won't get 
caught.” 

“What has? Life sentences and so on never stopped anyone.” 

“Absolutely no.” 

“No, I am satisfied to that.” 

“T don’t hardly believe it.” 

“T don’t think anyone who commits a crime like that gives it any thought.” 

“No, Doc, people never think that.” 

“It is no deterrent to crime and it has only done injury to my family.” 

“No, I don’t think they even notice it.” 


C. Questionable. 
“It might.” 


As can be deduced from some of the answers, the reply was often 
determined by the inmate’s own crime. If he considered his crime 
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preventable, then he felt 


was of an emotional or 


punishment was not deterrent 
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It may be said that the « 


study accept punishment 


it reduced to a minimum. 


ishment abstractly without 


except for a small number 
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All wanted their freed 


they would not escape i 
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attempted without too great 


selves not trustworthy had 
made escape attempts. Sot 


the farm, lead a not too 
willing to barter it for 


however, that only nine sl 


topic. Some, while paying li; 


prisoners the rest of their 


strongly ambivalent in 


bit of persuasion would a 


freedom. Only half would | 


ments of parole and a few 


life of freedom. 


Soc IAL A 


The subjects were ask¢ 


ity in general, their attitudes 


prison officials. None 


society, or consider society 
ing them. They were all 


while two expressed animosit 


they did not indict society 


he thought was the reason 
replied, “Doc, society does 
prisoner had formed a cl 
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official. Replies here were very broad. Some were friendly to and 
others had preferences for certain persons, but none could point 
to a single individual as a close friend. There was considerable 
hostility displayed towards law enforcing agents (guards) by those 
with criminal records. Hostility was absent, however, among the 
first offenders. 


DISCUSSION AND CONCLUSIONS. 


While imprisonment is currently the accepted method of treat- 
ing offenders, it cannot be said to be a successful one. Recidivism 
is a common occurrence and the answer to that has generally been 
new prisons. It is altogether possible that incarceration should 
not have been prescribed in the first place either because it is inef- 
fectual or because it might even be harmful. At any rate, the 
effect of present day imprisonment on men who commit crime is 
a subject for investigation and should form the basis for an intelli- 
gent penal program. Even though it is concluded that imprison- 
ment is inescapable, there is still the need to understand the prisoner 
so that at the expiration of his sentence he may be helped toward a 
satisfactory extramural adjustment. 

The subjects of this study, namely, 30 murderers, are not to be 
considered a representative sample of the prison population. They 
were selected because they had served the longest penitentiary 
sentences and it was believed that the effects of imprisonment would 
be most pronounced in them. At least two factors would differenti- 
ate our selected group from that of the population in general. 
From a legal standpoint few of our cases were in conflict with the 
law before their instant offense and emotionally they are to be 
considered a comparatively stable group at least so far as prison 
adjustment might indicate. 

In giving our conclusions, we would emphasize that they are 
to be taken only in the broadest sense and that for more specific 
findings a thorough individual psychiatric study of each subject 
would be required. 

A study of 30 murderers, incarcerated in a state penitentiary for 
a period of 20 years or more, reveals the following findings : 

1. Imprisonment has been accompanied by progressive social 
severance. 
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2. The basic interests of these men with referer 
crime and intellectual sphere wer 
imprisonment. 

3. All those who admitted that they were guilty 
for which they were sentenced felt that punishment 
but that their sentence was 1 vere 

4. While there is universally, among thes« 
desire for freedom, it appears that many have be 


to life imprisonment and wit! 
to make an extramural adjus 

5. After many years, imprisonment finds nearly 
friendly and without antag 


Dr. Kart Bowman (New York City [ think this 1 
points that are of especial interest. First, we send people t 
we place them in mental hospitals, often for a long period of 


times we lose sight of what is the effect of a long stay of that 


individual. In our 
teriorating effect that occurs if we do not have a 

the hospital. The poorly run hospital we say has more 
schizophrenia. Catatonics are in much higher percent 
whereas the hospital that has a well organized occupati 
ment and makes other efforts of that sort has less deteri 
with regard to prisons. Few of us, I am sure, have paid 
what a prison does to an individ I think most 

an individual becomes embitte: es | 


mental hospita one has stré 1 


individual who spends 20 or 30 years comes out, if anything, n 


and more embittered ; therefor« tudy of this 


to see what an environment such as prison does to an individua 


The first point I should like to make is that in this study, 
the persons examined were carefully selected. It is 
sample. 
in fact, it is a selected group of 30 prisoners wl 
end of the period. We are told, for example, that non 
had attempted suicide. 
did, at least some of them, would be classified as psychoti 
another group. 
term imprisonment produce psychosis 
wish to commit suicide? This article does not give us the 
that not by way of criticism because the author himself 
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If we want answers to such questions 


As to the technique used, it seems to me that the techniqu 
and should be commended to those w ire making studies of 
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have grown so accustomed to the questionnaire, which is filled out in a more 
or less unthinking fashion, that it is refreshing to see an attempt made to get 
a series of answers to a group of questions of this sort, but to get it not by 
simply asking questions I, 2, 3, of a group of prisoners, but carrying it out 
in this informal fashion, stopping to smoke a cigarette, to chat about the 
weather or any other topic, and without the prisoner knowing what are 
the really important things on which the examination is being focussed. So 
it would be my feeling that a study of this sort is very useful, that the tech- 
nique given is exactly what should be used for further studies, and that the 
conclusions of the author seem to be well established and in conformity with 
what one would perhaps have expected in most cases but not in all. 

I was interested in the fact that not a single prisoner had formed a genuine 
attachment to another prisoner or to an official. I would have imagined that 
there would have been a certain number of prisoners who would have 
formed some type of positive attachment to some official over them. The 
optimistic attitude of the prisoner suggests the possibility that some degree of 
emotional deterioration may have occurred. 


Dr. B. R. Wesster (Dannemora, N. Y.).—It goes without saying that 
whether we spend our time in prison or outside during a period of 20 years, 
our environment will have a profound effect upon us. However, we must 
bear in mind that this effect is not that of a situation upon a person as a unit, 
but of a situation upon an individual as a personality; that is to say, the 
effect of the same environment will vary with the different personalities 
upon which it plays. As to personalities, Dr. Sukov’s group, as he himself 
has pointed out, is an extremely limited one. In the first place, all of his 
group have made a very satisfactory adaptation. It would be interesting to 
note the proportion of those who did not adapt and what were their reactions. 
In the second place, his group consists entirely of murderers. Because of its 
tendencies to self-preservation, society has always looked upon murder as an 
especially heinous offense. From the standpoint of the psychiatrist a mur- 
der is in perhaps the majority of cases an emotional reaction to a situa- 
tion rather than a crime, and while a group of 30 murderers would undoubt- 
edly be an abnormal group the abnormality is not that which generally goes 
to make up our prison populations. 

It would, therefore, be of great interest to note to what extent the per- 
sonality changes Dr. Sukov finds would be paralleled in a general prison 
population. One of these personality traits, however, rings a very familiar 
note, that is his prisoners’ attitude toward freedom. I think that the average 
convict looks forward to freedom in much the same way that the average 
person looks forward to heaven. The very fact that it is freedom postulates 
that everything will be satisfactory and therefore will need no planning. The 
fact that freedom may be accompanied by difficulty and perhaps even by 
danger never seems to have entered the head of the average convict. At least 
in my own experience I find that patients even when recovered and looking 
forward to release in the near future seldom make detailed plans for their 
freedom. 
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One might wish that under t ng of 1 sever r. Sukov had 
investigated what changes there were in th neral interest in cu 
rent events of the outside wor rhay t t well be 
included in the questionnaire w was necessary to keep the investigation 
uniform, but I should like t t ral conver 


sation with these men he 


I was rather surprised at t light indesit personality 
changes that the investigatio1 1! it tl 
Dannemora State Hospital w tend t ibstantiate thi ngs. Ina 
review of 100 consecutive cas I I nt Pg irs 
over I find that 43 per cent wet tted after 18 mont ; of prison 
residence and only Io per cent ae prison 1 ler While 
this is, of course, a rather cru thod of t t, it would 
seem that if long continu ect 
upon personality we should 1 

The further question arises as t ‘ t extent t 1 und are due 
to prison environment and t ve in mind t fact that a 
goodly proportion of the priso1 pulation is mposed psychopathic 
individuals and I have reason t lieve this wld be lly t fa popu 
lation composed of murderers. While I have never seen the statement in the 
literature, it has been my pers per that t traits which are 
peculiar to the psychopath tend t I with the 1 time and 
that the psychopathic individual r4 uf iety than 


one under 20. 


Dr. ANDREW H. Woops (Iowa Cit low [ want t one com 


ment on this excellent paper to whicl r. Bowma t referred, th 
apparent absurdity of intelligent people buildit lot tildings and 
packing into them a lot of human beings wit tly 1 whatever 
unless it may be to frighten them from doing evil ther ti r. Bowman 
suggested the contrast betwee 9 4 
hospital out of which the patients 1 rule, were expected t me worse 
than they were when they went i Imagine a hospital trived that 
every prisoner who comes in shall become aware at o1 ssibly of hos- 
tility ; if not of hostility of marked indifference of th who stand in 
the place of physicians and nurses in a hospital. Imagine a hospital in which 
the patients when they come in will have free access to other patients who 
will at once commence to tell them that cure is impossible, that 1 ntinuance 
and increase of this disease is the desirable thing, a1 \ give all aid 
possible to increase the diseas f those persons wl ive already been 
admitted. 

Now, I do not know when I have been more depressed than by the obvious 
conclusion which we must take from Dr. Sukov’s paper. It was just remarked 
that possibly these prisoners maintain their personality. I would disagree 
with that very decidedly. The picture that has been drawn for us out 
of a proper sampling has been of steady deterioration of all those personality 
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reactions which make a man fit for living in the world. He has lost his 
interest in his family; he has lost his interest in society; he has lost his 
interest in himself; he has lost his interest in religion; has no interest in 
morals. This isn’t because he has vitiated, but is simply a process of atrophy. 

If we were to shut up a man with perfectly good vision and to blindfold 
his eyes so that he could not see, we would expect the retina and the whole 
optical mechanism to atrophy. The same thing for muscles. The brain is a 
mechanism that will atrophy if it is not kept active by meeting situations 
day by day; and the finest qualities of the brain have to do with what 
we denominate as personality. To be shut up in a prison without friendships, 
not encouraged to maintain his outside contacts in some way, without games, 
without occupation, without purpose is a situation very much like that we 
still sometimes find in our state hospitals; which to that extent may be subject 
to the same criticisms as our prisons. 

I wish the time would come when the prison authorities and society would 
wake up to the fact that something can be done for the inmates of prisons. 

Let us keep in mind the terrible contrast between our good hospitals and 
these prisons. The prisons can be made just as therapeutic as the hospitals 
are. We should be satisfied with no lesser objective. 


Dr. E. Wexserc (New Orleans, La.).—I feel that the answers given 
by the prisoners are, among others, determined by one factor that seems to 
be very essential for the interpretation of this material: by the fact that 
prisoners are still in prison and that to be in prison does not represent a 
natural condition of a human being; and, therefore, it would be the crucial 
experiment for interpretation given here to find out how these identical 
prisoners would answer these identical questions, or about the same questions, 
once they are released and are living under normal conditions again. I am 
almost sure that the changed situation, the fact that they have to face life 
again, would entirely change their outlook and their response to these ques- 
tions. It may be that embitterment which seemed to be entirely absent in 
these answers and which obviously was in their conscious minds would come 
out once they would have an opportunity to face life again and we would 
then find out how far they have changed from what is supposed to be a 
normal human being in a normal society. 


Dr. Marvin Suxov (Chicago, Ill.) —The question as to whether their 
optimistic attitude would represent deterioration I have not been able to 
settle. We do know that these prisoners have been out of contact with the 
outside, with the needs for obtaining employment; we will say they are 
living in a highly guarded environment. Now, whether that attitude is 
personal, whether it would represent actual deterioration, or whether, 
as the last speaker indicated, once they got outside that attitude would 
change, I am not able to say and for that reason I should not call it deterio- 
ration. 
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They nearly all showed a 1 lively interest current events. They 
read newspapers and maga 
circulates in the institution rather freely. I suppose it may not be out of place 
again to emphasize my own n that the findit get here do 
not represent those that we w ‘ Phese 
men all had better-than-average | Now t re on the fa they do not 
live in cells, they live in dormit t better food averag 
prisoner and they dress a litt] t t tanned a mn more robust 
health than average prisoners. rily w ild 
in drawing from these special I t population 
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TUBERCULOSIS PREVENTION AND TREATMENT IN 
ONTARIO MENTAL HOSPITALS. 


By C. A. WICKS, B.A., M.D. 


The purpose of this paper is to present to those interested in 
the clinical and administrative aspects of hospitals for the men- 
tally ill, the experience in tuberculosis control gained in Ontario 
mental hospitals during the past nine and more particularly during 
the past six years. A brief review of selected references from the 
literature will be followed by a chronological account of the de- 
velopment of this work in Ontario, together with an outline of the 
present policy and a series of tables showing the findings and 
results obtained. 

Tuberculosis among patients and members of staff in mental 
hospitals has always been a problem to both hospital clinician and 
administrator. During recent years, considerable interest and 
discussion has been evident in this subject. Many of the older 
conceptions regarding incidence, case-finding methods, and control, 
have been replaced by more modern practices, designed to search 
objectively for this disease among all patients and staff in such 
hospitals. 

As early as 1900, Harrington’ recommended “separate provi- 
sions for tuberculous patients in state hospitals for the insane.” 
Klopp? in 1927 reported, from a questionnaire survey of 106 
mental hospitals in the United States, that 59 hospitals possessed 
specially constructed detached pavilions or buildings for the isola- 
tion of tuberculous mentally ill patients. Klopp further reported 
that of these 106 hospitals, 55 were taking chest X-rays upon sus- 
pected cases of tuberculosis, but only one hospital secured chest 
X-rays for all new patients as well as the entire patient population. 
Che number of beds required for the segregation of tuberculous 
patients in mental hospitals was estimated at approximately 5 per 
cent of the total mental hospital population. Greene and Woodall * 
in 1931, following a survey at the Fernald State School by tuber- 
culin testing and X-raying 1681 patients in residence, found 1.5 per 
cent to have definitely active, and a total of 3.6 per cent with sig- 
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nificant pulmonary tuberculous lesions. McGhie and Brink* in 
1933 reported a survey of 1209 resident patients at the Ontario 
Hospital, London. All patients were tuberculin tested and all posi- 
tive reactors X-rayed. They found 91.5 per cent positive to tuber- 
culin, 3.7 per cent to have definitely active tuberculosis, and a total 


of 5 per cent showing significant pulmonary tuberculous lesions 
requiring isolation. Fellows * in 1934, reporting upon a five-year- 


fluoroscopic and X-ray study of approximately 18,000 individuals 
applying for work at an average age of 18 years, found slightly 
higher than 1 per cent of apparently well persons to have definite 
pulmonary tuberculous disease. He concluded that active tubercu- 
losis occurs in adults more frequently than is generally recognized. 
Bogen, Tietz and Grace ® in 1934, following a tuberculin survey 
of patients at Longview State Hospital, stated that tuberculous in- 
fection among mental hospital patients increases according to the 
length of their stay in institution, and indicated that probably the 
majority of such patients contract their infection as well as the 


disease after their admission to mental hospital. Heimbeck? in 
several papers has pointed out the high incidence of pulmonary 
tuberculosis among nurses. He believes that the nurse entering 
her hospital training negative to tuberculin, not having had a pro- 
tective infection with tubercle bacilli, is therefore more likely to 
develop tuberculous disease than one who enters with a positive re- 
action. His recent papers report the practice of vaccinating with 
B. C. G. those nurses who present themselves for hospital train- 
ing without previous tuberculous infection. Burns * in 1936, re- 
ported the results of a tuberculin and chest X-ray survey of all 
patients and staff in the state institutions in Minnesota. In this 
survey it was found that among 11,517 patients, 82 per cent had 
positive tuberculin reactions and 9.2 per cent showed evi 
parenchymal infiltration on X ray. Among 2430 em} loyees, 72 
per cent had positive tuberculin reactions and 3.7 per cent were 
found on X-ray to have parenchymal pulmonary tuberculosis. 
Harrison and Schein ® in 1937, report a fluoroscopic and X-ray 
survey of 2186 mental hospital patients who were ambulatcry and 
not suspected of having tuberculosis. A total of 3.6 per cent of 
this group were reported by the authors to show X-ray evidence 
of pulmonary lesions. J. A. Myers, Trach, Diehl and Boynton *° 
in 1938, discuss very completely the problem of tuberculosis among 
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hospital personnel and mention that already legal actions have been 
taken against hospitals as a result of patients or employees con- 
tracting tuberculosis from infection received within the hospital. 
For the protection of the hospital, it would appear that informa- 
tion should be on file regarding the tuberculin reaction and chest 
X-ray of all new staff and patients. Leonidoff ** in 1938, describes 
what would appear to be a scientific approach to the treatment of 
tuberculous mentally ill patients but advises against centraliza- 
tion of such patients, and reports a chest X-ray survey at his 
hospital only among a limited group of patients. 

In the Province of Ontario there are 14 widely scattered men- 
tal hospitals of various sizes, controlled and operated by the Pro- 
vincial Government. The total bed capacity is approximately 
14,000 with a staff of employees of approximately 2500. A re- 
cently commenced building program will increase the capacity 
within several years to almost 17,000 patients. One hospital ac- 
cepts only patients with mental deficiency, and another accepts 
only patients having epilepsy with or without psychosis. The 
remaining hospitals accept all classes of mentally ill persons. 

Prior to 1930, there was no correlated or systematic anti-tubercu- 
losis work being conducted in the Ontario Mental Hospitals. Diag- 
nosis of tuberculosis in most cases was made upon symptoms or 
physical signs. Unless satisfactory specimens of sputum could be 
obtained, seldom was there an opportunity to confirm the diag- 
noses because relatively few of the hospitals possessed X-ray 
equipment. When the diagnosis of tuberculosis was established, 
the disease was usually in the far advanced stage and obviously 
many other patients as well as members of the staff, must have 
been heavily infected. Such tuberculous patients, usually ill and 
febrile at the time of diagnosis, were isolated as well as possible. 
Due to the arrangement of the wards and facilities, however, as 
well as the frequent lack of cooperation on the part of the patients, 
such isolation was far from adequate. 

In 1930, Dr. B. T. McGhie, now Deputy Minister of Health, 
and Dr. G. C. Brink, now Director of Tuberculosis Control in 
Ontario, arranged that an X-ray technician accompanied by a porta- 
ble X-ray machine, be sent to certain Ontario mental hospitals to 
secure chest X-rays upon those patients and staff suspected by 
the medical staffs to have some chest disease. The X-ray films so 
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taken, were brought for elopment and interpretation to the 
office of the Provincial Tuberculosis Prevention Brancl Later, 
a chest clinician from that of visited tl pitals to examine 
those cases where the chest X-ra | definite or suspicious 
evidence of disease. In this man luring that r, small groups 
of selected patients and st were X-1 1 at ral hospitals. 

In 1931, the above met! va ntinued and ter number 
of the hospitals were visited by the X-ray techniciat llowed by 
the visit of the chest cliniciat \lso, dut that r, arrang 
ments were commenced to install permanent X-raj upment in 
several hospitals. Toward the end of 192 a result of this diag 
nostic work, small groups patients in mat hospitals 
were requiring isolation beca pul iry tubercul had been 
diagnosed. Such isolation was difficult to maintait urthermore, 
with one small ward or sect f a ward at each | ital devoted 
to this isolation and segregation, there was little or no op} rtunity 
for further segregation of 1 tuberculous patients according to 
mental condition. As a result these and othe: siderations, 
it was decided to set aside one cottage or buildit it the cen- 
trally placed Ontario Hospit t Nev ronto, t mmodate 
patients with active tuberculosis from all the Ontario Mental 
Hospitals. Accordingly, lat 31 the transfer s begun of 
such cases from the other | tals to the tubercul unit at the 
Ontario Hospital, New Toront ne of the physicians on the 
staff of that hospital was given some special training in chest dis- 
eases, and the care of these tuberculous mentally ill patients formed 
a portion of the duties of this phy 

In 1932, the program of transferring patients with active tuber- 
culosis to the T. B. unit continued. Further visits were made to 
most of the hospitals by the X-ray technician accompanied by the 
portable X-ray machine. All student nurses entering their proba- 
tion period were X-rayed. In that year also, there was conducted 
a tuberculin survey of all patients and staff at the Ontario Hospi- 
tal, London, which work wa lowed by a chest X-ray survey 
of all positive tuberculin reactors among the patients and staff at 
that hospital. 

In 1933, in view of the increasing work entailed in the extend- 
ing program of diagnosis and treatment, the appointment was 
made for this work, of a full time clinician who had already had a 
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year’s experience in a mental hospital, and another year in a 
tuberculosis sanatorium. With this appointment of a full time 
physician, the program became enlarged to include regular visits 
every three to four months with the X-ray equipment, to each 
hospital. At these visits, all new members of staff were tuberculin 
tested and X-rayed, previously negative tuberculin reactors re- 
tested, and patients with known arrested or inactive tuberculosis 
as well as new cases referred by the medical staff of the hospi- 
tals were X-rayed and reports submitted. An increasing number 
of the hospitals were supplied with permanent X-ray equipment. 
Patients found to have active tuberculosis were recommended for 
transfer to the T. B. unit at New Toronto. Staff found to have 
active tuberculosis were also transferred for treatment to the 
T. B. unit where they were placed in a separate section of this unit. 
The treatment of patients was placed under a regime resembling 
as nearly as possible that of a sanatorium. Artificial pneumothorax 
treatments were commenced in selected cases. 

In 1934, the program as enlarged in 1933, was continued. A 
complete circular describing the anti-tuberculosis work with in- 
structions as to the manner of selecting cases for X-ray, as well 
as the routine procedures expected, was sent to each hospital. 
Since at that time, facilities and staff were not sufficient, nor were 
funds available for the X-raying of all patients in all the hospitals, 
an attempt was made to introduce some objective finding or sign 
which could be used as a “screen” to select patients who should 
be X-rayed. The hospitals were therefore requested to conduct, 
in addition to the already established case-finding methods, tempera- 
ture surveys of all patients in residence during one week every 
four months. Temperatures per axilla were taken at 4 p. m. 
or 8 p. m. as convenient upon all patients and the findings recorded 
on individual temperature charts. The physicians in charge of 
the patients reviewed the charts at the end of the survey and 
brought forward for chest X-ray all patients showing an unex- 
plained axillary temperature of more than 98° on four or more 
days during the week. This measure resulted in an increased num- 
ber of cases found to have active pulmonary tuberculosis, and to 
this degree the plan was useful. Experience showed, however, 


that although fever was a rough “screen” to detect active tubercu- 


losis, certain infectious cases were missed because if in bed (due 
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to mental condition) such 
tion of temperature. Furt! 
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In 1935, after a preliminary 
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itients might not exhibit any eleva- 


iore, a large number of mentally ill 
temperature without any evident 
v al mality in the parenchyma 
the chest X-ray It was clear, 
1 se tive was re- 

rvey by the chest clinician at one 
S] S WE requested 
tests Westergren Method ) upon 
tients showi1 9 unex] laine d blood 
[O per cent in the first hour, were 
plan resulted in a still greater yield 
berculosis, but offered difficulties from 
ed by the hospital physicians, and 
tails f techniqu iS employed at 
more, cer ectious cases might 
se might be quiescent although they 
Dur this pe the num- 
n the B. unit Oreatly in- 
amount spac adjoining 
l, New ront te iken over 


patients for X-ray, and thereby de- 


velop a routine case-finding system among patients which could be 
carried out in periodic surveys at each hospital. The chest clinician 
completed a fluoroscopic X-ray examination of the chests of ap- 


proximately 1200 mentally ill ambulatory patients in the 


culosis section of the Ontario 


patients showing definite or sus; 


examination as well as for 


not stand up for fluoroscopy, 


all, among 1267 patients not 


losis, it was found that 2.0 pe: 


per cent showed either X-ray 


tuberculous lesions where acti\ 


n-tuber- 
Hospital, New Toront For those 


cious findings 1n the fluoroscopic 


hose additional patients who could 


chest X-ray films were taken. In 


previously known to have tubercu- 


ity was questionable, making a total 


of 4.3 per cent requiring isolation. These findings are even more 


striking and more significant when it is considered that during the 
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2 years previous to the fluoroscopic survey at this hospital, tem- 
perature surveys had been conducted every 4 months, and 
just 6 months previously, a blood sedimentation survey had been 
completed with all cases diagnosed by these methods removed to 
the T. B. unit. It was found difficult and time-consuming to at- 
tempt to fluoroscope many mentally ill patients in a darkened room. 
Accordingly, a wooden box, specially constructed with a light- 
proof vent in the top, was attached to the fluoroscopic screen, coun- 
terbalancing weights being proportionately adjusted. A black 
photographic focussing cloth was thrown over the open end of this 
box and the observer inserted his head into the box. An electric 
fan directed at the air-vent gave ventilation within the box, and 
the observer could keep his head within, and his eyes therefore 
properly accommodated for several hours at a time while nurses 
and attendants arranged the patients behind the fluoroscopic screen 
in the lighted room. By this method, cases of minimal pulmonary 
tuberculosis were detected. Furthermore, an analysis of the find- 
ings in a survey at this same hospital by chest X-ray films one 
year later, would lead one to believe that very few, if any, sig- 
nificant chest lesions were missed by the fluoroscopic examinations. 
This method, however, represents rather arduous work for the 
observer, particularly if practiced for many hours each day, as 
would be necessary to survey large numbers of patients within a 
reasonable time. The equipment should also be completely shock- 
proof and thoroughly shielded to prevent danger of electrical shock 
to the patients and excessive X-ray exposure of the observer. 
During this same year, a second physician was appointed to care 
for the increased number of patients in the T. B. unit and to 
relieve the original clinician to devote a greater part of his time to 
diagnostic work. 

In 1937, the accommodation for tuberculous patients in the T. B. 
unit at the Ontario Hospital, New Toronto, became taxed to ca- 
pacity and arrangements were made to establish an annex to this 
unit at Concord near Toronto, to treat patients from the T. B. 
unit at New Toronto, who did not require intensive care for their 
mental or physical conditions. This brought the total bed capacity 
for active tuberculous patients in the T. B. units at New Toronto 
and Concord to approximately 300 beds. At the same time, it was 
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decided to discontinue the treatment of tuberculous staff at the 
T. B. unit, and those already under treatment were transferred 
to sanatoria. From that time all established members of staff found 
to have active tuberculosis have been treated in sanatoria at the 
expense of the Provincial Government. 

Early in 1937, it became evident that although of considerable 
value as case-finding methods, none of the plans already given 
fair trial were either sufficiently practical or adequate to detect all 
cases of tuberculosis and effectively control the spread of this dis- 
ease within our mental hospitals. At that time, the appropriations 
were sufficient to cover the expenditure involved, and authority 
was granted for securing chest X-ray films upon all resident 
patients in yearly surveys and upon all new patients at the time 
of admission. All tuberculin positive employees were also to have 
chest X-ray films in yearly surveys. (Since 1933 all new mem- 
bers of staff had been tuberculin tested and X-rayed, with repeat 
tuberculin tests every six months on all negative reactors.) An ad- 
ditional clinician well trained in chest diseases as well as two addi- 
tional X-ray technicians were supplied to undertake the produc- 
tion and interpretation of the large number of chest X-rays re- 
quired under this scheme. 

A comprehensive circular was prepared and distributed to all 
physicians in the hospitals, outlining in detail the program of tuber- 
culosis prevention as well as the responsibilities of each officer in 
this program. The following scheme is therefore that in operation 
at the present time in our Ontario mental hospitals in regard to 
tuberculosis case-finding among patients and members of staff: 

(1) All patients as soon as possible after admission to hospital receive a 
chest X-ray (usually within the first week). 

(2) All staff applicants when applying to fill a definite vacancy receive a 
chest X-ray. 

(3) All new employees in any capacity (including nurses reporting for 
afhliation in mental hospitals and those returning from prolonged 
leave of absence) not already X-rayed within the previous month as 
applicants, receive a chest X-ray within three days of reporting for 
duty. (All applicants or new staff are X-rayed without preliminary 
tuberculin testing simply because the travelling chest clinician who 
does this testing can visit the hospitals only every six months. The 
individual hospitals have been requested however to perform these 
routine tuberculin tests for any re-employed staff previously tuber- 
culin-negative. ) 
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(4) All employees in any capacity before resigning, proceeding on pro- 


longed leave of absence, or leaving for affiliation courses, receive a 
chest X-ray. Where possible, negative tuberculin reactors receive 
also a repeat tuberculin test before resigning. 


(5) Any member of staff in any capacity or any patient who presents symp- 


toms referable to the chest, may be referred for a chest X-ray at 
any time by any of the hospital physicians. 


(6) All patients who are selected to receive insulin shock therapy or metrazol 


therapy, if not X-rayed within the previous three months, receive a 
chest X-ray before such treatment is undertaken. 

Note.—All the above work is performed by the individual hospitals. 
Single, safety X-ray films are used unless stereoscopic films are 
specially requested. Each hospital sends to the office of the chest 
clinic at the Ontario Hospital, New Toronto, at the end of each week, 
all such chest X-rays taken during that week. These incoming films 
are interpreted by the two chest clinicians attached to the T. B. 
unit, and individual reports are prepared, copies of which are sent to 
the hospitals for the case records of the patients or the personal files 
of the employees. In the case of all new staff, and in patients where 
there is evidence of chest disease, a further copy is forwarded to the 
Director of Hospitals Division in the Department of Health. Any 
staff applicant or new member of staff showing evidence of chest 
disease is considered by a Special Board in the Department of Health, 
as to acceptability for employment. These not acceptable are so 
notified and referred to their family physician, with recommendations. 
New patients showing pulmonary tuberculosis are recommended for 
transfer to the T. B. unit if the disease appears active, or for isolation 
and investigation, if the activity of the lesion is questionable. In 
any case of active tuberculosis discovered in this manner on entering 
hospital, an attempt is made to secure information regarding contacts, 
and notification is made to the Ontario Division of Tuberculosis 
Control. 


7) At intervals of one year, the travelling X-ray technician is sent to 
7 y 


each hospital to assist in the taking of chest X-ray films for all 
patients and all tuberculin positive staff at the hospital at that time. 
Patients placed in boarding homes are also included in these surveys. 
(Only at the Ontario Hospital School Orillia for mentally deficient 
persons, does a tuberculin survey precede the X-ray survey. At this 
hospital-school, all patients under 25 years of age are tuberculin 
tested, and only the positive reactors and the remaining patients 
25 years of age and over are X-rayed.) When the films have been 
processed and arranged in order, the traveling chest clinician arrives 
for his work, and the X-ray technician proceeds to the next hospital 
to be surveyed. The work of the clinician at this visit, is as follows: 
(a) Interpretation of all the chest X-ray films taken in the complete 
survey. (Individual reports are completed for all staff but 
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lately, and even if this X-ray is 


normal, he or she is closely watched while on duty and the 
X-ray repeated in six montl 
(e) Reporting to the Superinter the H il (copy to the 
Director of Hospitals Divi the det findings and 
recommendatior 
(8) In six months after each « \ (mid-way between such 
surveys) a list is prepar und sent the chest headquarters 
at New Toronto, to tl g those Ss among pa- 
tients and staff who require it chest X-ray onsideration 
The hospital secures these chest X-rays which have been recom- 
mended, and the travelling chest ts th pital, when his 
work is again similar to that describ« I 
Note—In the above manner, tw visits by this chest 
clinician to each hospital every y: At each \ new staff 
are tuberculin tested and previousl; itive t tested. Man- 
toux tuberculin tests work. ( 1aught Labora- 
tory Old Tuberculin is used, and t react itively to the 
first test employing 1/20 m.gm., a second test is given using 1.0 m.gm. 
of Old Tuberculin. All i to have definitely active tuber- 
culosis are recommended for trai r. B. unit (Activity of 
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ing type and nature of the X 1adows, when possible by com- 
parison between films tal it different intervals, blood sedimentation 
rate, cough and sputum, etc.) Those patients showing suspicious 
X-ray evidence of tuberculosis 1 tuberculous lesion where the 
activity cannot be determined, are recommended for isolation and 
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the T. B. unit or pending investigation of the chest disease, re- 
covers from his or her mental illness sufficiently to warrant proba- 
tion or discharge from mental hospital, a chest X-ray is secured at 
that time and forwarded together with previous X-rays and pertinent 
information, to the Chest Clinic at New Toronto. The case is re- 
viewed and a report returned to the hospital advising either admission 
to sanitorium or return to the home. In those cases returning home in 
this manner, notification is made in the proper manner to the Ontario 
Division of Tuberculosis Control. 

Any established member of staff developing active tuberculosis, 
is sent to a sanatorium for treatment at the expense of the Provincial 
Government. For such cases, their salary continues as long as this 
is permitted according to their length of Government service and as 
outlined in the regulations respecting the Ontario Civil Service. 


(9) No negative tuberculin reactor among the staff, no employee until 


(10) 


tuberculin tested or no undergraduate nurse even if a positive reactor, 
is allowed to work on wards where there are known cases of active 
tuberculosis or where patients are isolated pending investigation as to 


~} 1; 
chest disease. 


A concise but complete lecture course on tuberculosis has been mimeo- 


graphed and supplied to the hospitals for distribution among the 
nursing staff. 


The following remarks might be made in connection with the 
treatment of tuberculous patients and staff from the Ontario mental 


hospitals : 


(1) Reference has already been made to the disposal of incoming and 


established employees who are found to have active tuberculosis. In 
the case of established members of staff, following discharge from 
sanatorium, after-care until they are capable of resuming work is 
provided where necessary by the Ontario Government. During this 
convalescence, periodic re-examinations are arranged by the chest 
clinic at New Toronto, and the findings presented to the Board in the 
Department of Health, who determine when the employee is in a 
condition to resume duty. Arrangements are made by the hospitals 
to provide reasonably light work for these ex-sanatorium patients 
and they are examined every three months for some time following 
their return to work. 


(2) Patients in the Tuberculosis Units at the Ontario Hospital, New 


Toronto and at Concord, receive so far as possible the routine of a 
sanatorium. A complete investigation including physical examination, 
chest X-ray, sputum examinations, blood sedimentation test, etc., is 
made on admission and again at the end of three months. From 
that time, the frequency of re-examination (including a synopsis of 
present symptoms, temperature, weight, etc., as well as chest X-ray, 
sputum examinations and blood sedimentation test) varies according 
to the condition of the patient, but usually such re-examinations are 
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1 


made at intervals of six 1 nths and tor no patient is the interval 


greater than one year. After the investigation following admission, 
each patient is conferenced by the two physicians in charge of these 
units and also with the other members of the medical staff of the 
Ontario Hospital, New ront \n attempt is made to outline 
the treatment which would be prescribed for a tuberculous person 
with a similar condition but mentally well. This treatment is then 
figuratively applied to the mentally ill, epileptic or mentally deficient 
patient in question, and those measures used which are applicable. 
Artificial pneumothorax treatments are given to all cases where the 
usual indications are present and where the patient would co-operate 
for these treatments. Phrenic nerve crushing as well as bilateral 
artificial pneumothorax have been performed in a relatively few 
selected cases. It is rather doubtful whether any of the other more 
radical types of chest surgery (with the posible exception of intra- 
pleural pneumolysis) should be attempted in a tuberculosis mental 
unit. Patients for whom more major operations are indicated should 
be sufhciently well mentally to receive this further chest surgery in a 
sanatorium. In Januar 19390, of 303 patients under treatment in 
the T. B. units, 30 or approximately 10 per cent were receiving 
artificial pneumothorax treatments. All patients receiving pneumo- 
thorax are fluoroscope d before each refill In the treatment of such 
patients an attempt has been made to visualize and work for the better- 
ment of the individual without emphasizing unduly either the tubercu- 
losis or the mental illness. Bed rest is « rced only to the extent 
where such enforcement will not produce a response on the part of the 


patient which would be more harmful than a limited activity. Much 
can be done, however, by constant persuasion, and if a routine of rest 
in bed with toilet privileges is established, incoming patients will follow 
this example to a surprising degree. In January, 1939, of 303 patients 
under treatment, 6 per cent were on total bed rest, 58 per cent on 
bed rest with toilet and bath privileges, 23 per cent allowed to sit 
up by their bedsides, and 13 per cent were allowed up, clothed and 
assisting with light ward duties and walking outside in suitable 
weather. 


Patients in tuberculosis sanatoria who become mentally ill are 
admitted directly to the T. B. unit at New Toronto. From Io to 20 
such patients are admitted annually, and those receiving artificial 
pneumothorax continue to receive these treatments while in the 
T. B. unit. Many of these patients recover their mental health 
sufficiently to return to the sanatorium to complete their treatment 
for tuberculosis. 
Excited and acutely disturbed tuberculous patients are regarded 
as sources of gross infection to the staff and other patients, as well 
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as harmful to themselves by virtue of their hyperactivity. Be- 
cause of lack of facilities for continuous bath therapy and the in- 
adequate number of single rooms in our T. B. unit at New 
Toronto, such patients have necessarily been treated with chemo- 
therapy or packs. Disturbed patients considered to be infectious 
who persisit in expectorating profusely about the ward without 
care, have been placed occasionally in bed under restraint with 
the bed enveloped by a gauze canopy. This method more or less 
effectively confines the expectorated sputum to the canopy and 
the bed clothes which can be changed frequently for disinfection 
while the sputum is moist. 

Determination of the progress of the tuberculous disease and 
the amount of exercise permissible as well as the period when the 
disease is arrested in a tuberculous psychotic patient, presents con- 
siderable difficulty. Comparison between serial chest X-rays and 
blood sedimentation rates are the main reliable sources of infor- 
mation. Satisfactory specimens of sputum are usually difficult to 
obtain. Due to the frequent dilution of the specimen by saliva, 
cultural examination for tubercle bacilli is to be recommended 
rather than reliance upon the result of direct smears. It has re- 
cently been our practice to have patients on full exercise and where 
possible doing light work for at least six months and usually one 
year with negative sputum, normal blood sedimentation rates, and 
a stationary lesion by X-ray films, before they are considered suit- 
able for return to the hospitals from which they came. In moder- 
ately and far advanced pulmonary tuberculosis, even with the above 
findings, it is doubtful if such patients should be returned to wards 
with non-tuberculous patients due to the great possibility of their 
disease becoming re-activated and the patient again infective. 

The treatment directed toward the mental condition of the 
patients in the tuberculosis units at New Toronto and Concord is 
limited by several factors. The unit at New Toronto is relatively 
a small portion of the entire hospital. The tuberculous patients ob- 
viously could not be allowed to participate in the entertainments or 
other gatherings arranged for the larger number of non-tubercu- 
lous patients at that hospital. Due to lack of space in the building 
constituting the tuberculosis unit, facilities for recreation or amuse- 
ment are lacking. Treatment has consisted mainly of psychotherapy 
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and what occupational therapy could be 


The unit at Concord, accommodating 
is more quiescent or even apparently 
but the number of patients is limited 


not designed for its present purpose. It 
recognized types of treatment are not 


patients with active or unstable tuberculo 


individual attention as well 
part of the physician and nurses. 
therapy have not as yet been applied to 
units due to the prevailing 
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Hypoglycemia or metrazol 


tuberculosis 


treatment is contra- 


indicated by the presence of tuberculosis. It can | ted, how- 
ever, that one patient with catatonic schizophrenia oderately 
advanced pulmonary tuberculosis which becam« scent in the 
T. B. unit at New Toronto, w unsferred to the ulin ward,’ 
where she received a course of 75 hypoglycemic shox no ex- 
acerbation of the tuberculous disease. Furth number of 
patients never in the tuberculosis units, show nce of 
arrested minimal pulmonary tuberculosis, have be metrazol 
therapy after careful consideration. It is intend ew these 

it suct has re- 


cases in the near future to determine 
activated an arrested tuberculou 
Dishes and other utensils used i 
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from these units for use elsewhere 
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is burned in an incinerator. All laundry coming 


is placed in distinctively marked bags, 
in special conveyors, and then sterili: 


further operations with the laundry 
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No undergraduate nurse is en 


Toronto or Concord. All members of sta 
for this work. 
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from the non-tuberculous 
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Ositive tuber- 
Chest X-rays 
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are secured. for all staff so employed (including the physicians on 


this service) every four months. 


Infectious disease technique is 


used in so far as is practicable. Gowns are donned and gauze masks 


worn on entering these wards and discarded on leaving. Nurses 


and attendants employed in the T. B. 


hours of work and receive slightly higher 


units have somewhat shorter 


salaries than do the 
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nurses and attendants employed on wards with non-tuberculous 
patients. All staff commencing work on the tuberculosis wards 
read and sign for their file an instruction sheet, outlining precau- 
tions to be used. 

Neither the building at the Ontario Hospital, New Toronto, nor 
the annex building at Concord, were designed for the care and 
treatment of tuberculous mentally ill patients. The present ca- 
pacity of these two units (approximately 300 beds) is far below 
that required to accommodate the number of tuberculous patients 
discovered in the Ontario mental hospitals by the complete case- 
finding program now in operation. For these reasons, the Ontario 
Government has commenced the construction of a hospital at 
Brampton, for the treatment and care of all tuberculous mentally 
ill, epileptic and mentally deficient patients in Ontario. This hospi- 
tal will treat and accommodate only such patients and will be spe- 
cially designed for this purpose, incorporating features found both 
in sanatoria and hospitals for the mentally ill. Those in charge 
of this work in Ontario are convinced that at least in that Province, 
centralization of such treatment facilities for tuberculous patients 
from the mental hospitals, offers the only satisfactory solution to 
the problem. Without such a central tuberculosis mental hospital, 
small units would be required at each of the 14 mental hospitals 
scattered throughout the Province. Very few if any of these hospi- 
tals at the present time, possess wards of satisfactory design with 
suitable equipment or service to care for this type of patient. 
Furthermore, the difficulty of supplying each hospital with a 
physician and nursing staff trained in the treatment of chest disease 
is obvious. Mentally ill patients with tuberculosis deserve treat- 
ment of a standard which can only be supplied by physicians and 
nurses who have had at least a definite amount of training in 
modern sanatorium methods. 
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TABLE 1 
MORTALITY FROM TUBERCULOSIS (ALL FORMS) AMONG PATIENTS IN 
ONTARIO MENTAL HOSPITALS 
Nx Tuber 
deaths Patient Total itlosis Per cent 
tro pulation leaths leath of deaths 
Year ending. tube N n < ate due to 
culosis books at nol per tuber- 
all i of yea 100.00¢ culosis 
forms patients 
October 31, 1928.... 60 9,775 690 610 8.7 
October 31, 1929... 79 10,032 741 790 10.7 
October 31, 1930.... 66 10,390 725 650 9.1 
October 31, 1931... 39 10,930 655 350 6.0 
October 31, 1932... 68 11,498 813 650 8.4 
October 31, 1933... 67 12,236 687 555 9.8 
October 31, 1934... 73 12,883 695 566 10.5 
March 31, 1935.. 29 5,365 281 540 10.3 
March 31, 1936.. 70 13,868 770 504 9.1 
March 31, 1937.. 65 14,288 820 455 7.8 
March 31, 1938.. 61 14,735 818 414 7.5 
MORTALITY FROM TUBERCULOSIS (ALL FORMS) AMONG GENERAL POPULATION 
IN ONTARIO 
No. of Tubs 
deaths los 
Per cent 
bed jeath 
Tot of deaths 
Year. I due to 
culosis leat r 
1 tuber- 
_ fal ulosis 
forms culosis 
ation 
1327 3,690,000 37,571 26 


1 Estimated. 


From Table 1, it is to be noted that until the year 1934, there had been no 


definite downward trend in the tuberculosis death rate in ( 


Jntario mental 


hospitals. From that year there is evident a consistent decrease in both the 
tuberculosis death rate and the percentage of the total deaths due to tubercu- 
losis. Comparison with the figures for the general population in Ontario, 
however, shows that for the year 1936, the death rate from tuberculosis in 
the Ontario Mental Hospitals was 14 times that for the Province as a whole. 
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TABLE 2. 
WorkK ACCOMPLISHED BY ONTARIO HOSPITALS CHEsT CLINIC. 
June, 1933 to June, 1938—5-Year Period. 


Type of work. Patients. | Staff. Total. 


Number of chest X-rays interpreted (some 
individuals X-rayed more than once)...| 23,121 8,098 | 31,219 
Number of tuberculin tests performed | 
(some individuals tested more than | 
Number of chest examinations performed 
(some individuals examined more than 


Number of cases advised for treatment 
because of active tuberculosis........ 674 60 734 


Table 2 gives some indication of the amount of work which has been 
accomplished in the case-finding program from June, 1933, to June, 1938. 

From this table it may be calculated that one case of definitely active 
tuberculosis was diagnosed among the patients for every 34 X-ray films 
taken upon patients during that period. 
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RESULTS OF CHEST X 
ONTARIO MENTA 
(Excluding patients alread 
New lor 
Total 
number 
Ontario ol 
mental patients 
hospitals 
Ss rve y 
Brockville. ....... 1,084 7 | 1.6 
452 
Fort William...... 96 O 
Hamuiton........ 1,672| 28/1 
Kingston...... 1,200) 16/1] 
1,613] 25 
New Toronto 1,285 s 
Orillia (mental 
deficients)..... 1,849] 1 
Penetang...... 624 2 
I,128| 1 


om 
t 

I 


(epileptics).... 
Tor. Psychiatric 
(reception)... 


From Table 3, it is to be noted 
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TABLE 4. 
RESULTS OF CHEST X-RAY SURVEY OF PATIENTS IN 
ONTARIO MENTAL HOsPITALS (1937-38). 
(Excluding patients already under treatment in T. B. units at 


New Toronto and Concord.) 
Male. Female. Both sexes. 


Type of lesion Per cent | Per cent 


o 
No. No. No. anes total 
cant popu- 
lesions. tion. 
Pleurisy with 
Active effusion 8 5 13 cs 0.1 
tuberculosis} Minimal 31 20 4I 4.7 0.3 
(advised for, Moderately 
transfer for} advanced 35 79 8.9 0.6 
treatment). | Advanced 15 7 22 0.2 
\Total active 98 67 165 19 
Suspect tuberculosis or activity 
undetermined (lesions would 
not be greater than minimal). 
(Segregation and investigation 
at hospital). ; 5 389 328 717 8I 5.4 
Total showing significant pul- 
monary lesions (requiring iso- 
lation)..... ee 487 395 882 100 6.7 
Total considered: 6,777 | 6,480 | 13,257 are 100 


From Table 4, it is to be noted that since practically all the “suspect 
tuberculosis” cases and those with “activity undetermined” would be classed 
as having lesions not greater than minimal, approximately 11.4 per cent of 
those requiring treatment or isolation or 0.8 per cent of the total number 
of patients had moderately or far advanced pulmonary tuberculosis. 
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TABLE 5 
RESULTS OF CHEST X-RAY SURVEY OF PATIENTS IN 
ONTARIO MENTAL HOSPITALS (1937-38) 


(Excluding patients already under treatment in T. B. units at 
New Toronto and Concord.) 


CHEST FINDINGS ACCORDING TO MENTAL DIAGNOSIS 


\ctive Suspect Tt 
tuber Tb 
I otal 
howing 
ended for Recon 
Mental diagnosis. i liat ended f aestasl nS 
tra! t gregatior 
f| T. B. unit nding 
vestigat 
N Per N Pe NJ Per 
ent cent nt 
Schizophrenia. ......... 5,903 | 109 | 1.8 | 362 | 6.1 | 471 | 7.9 
Manic depressive psychosis. . 1,250 I2/ 1.0 69 | 5.5 81 | 6.5 
Psychosis with mental 
Senile psychosis..... . 435 30 | 6.9 32 | 7.4 
G.P.I. and cerebral : sy yphilis 456 26 | 5.7 
Psychosis with cerebral | 
arteriosclerosis. . 311 I | 0.3 | 5 
Involutional melancholia. . 261 12 | 4.6 | 
Paranoia and paranoid state. . 215 ae iis [2 | 5.6 
Alcoholic psychosis. . 83 
Alcoholism without psy vchosis 21 I | 0.5 
Epilepsy without psychosis. . 468 410.6 13 | 2.8 | 3.4 
Epileptic psychosis......... 415 24 | 5.8 28 | 6.8 
Mental deficiency without 
2,330 | 0.7 | 107 | 4.6 | 124 | 5.3 
509 2|0.6 25 | 4.9 28 | 
13,257 | 165 | 1.3 | 717 | 5.4 | 882 | 6.7 


From Table 5, it is to be noted that patients with schizophrenia showed a 
slightly higher percentage of significant pulmonary tuberculous lesions than 
those with any other type of mental illness. 
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TABLE 6. 
RESULTS OF CHEST X-RAY SURVEY OF PATIENTS IN 
ONTARIO MENTAL HOsPITALS (1937-38). 
FINDINGS AT O. H. SCHOOL, ORILLIA—FOR MENTALLY DEFICIENTS 


Total number of Positive tuberculin Those showing 
cases considered. reactors. significant lesions. 
=" Both. Both 
M. F. Both. | M. F. < 
Per | Per 
No cent No. cent 
50 34 84 14 I 15 | 18 I re) 
10-I4.. 173 | 118 291 34 16 50 | 17 I re) I | 0.3 
15-19. 239 | 196 435 83 5I | 134 | 30 4 I a1 2.3 
20-24. 150 | 160 310 | 107 | 101 | 208 | 67 2 2 aT 3 
25 and over| 336 | 387 723 | SS 


From Table 6, it is to be noted that the incidence of tuberculous infection 
among these mentally deficient patients rises quite rapidly after 20 years of 
age. (The incidence of tuberculous infection among these patients is definitely 
higher than among school children of corresponding age groups in Ontario.) 
The great majority of significant pulmonary tuberculous lesions in this in- 
stitution were found among those patients over 25 years of age. 
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TABLE 7 
RESULTS OF ROUTINE CHEST X-RAYS UPON 
ADMISSIONS TO ONTARIO MENTAL H 
January 1, 1938, to January 1 
Total number considered 1,593 | 100 | I 


Cases of active tuberculosis 

recommended for transfer to 

Cases of suspect or tuberculosis, 

activity undetermined 

recommended for segregation 

and investigation at the 


Total number with signifi- 
cant chest lesions 13, | 2.6 


From Table 7, it is to be noted that among 2008 


Ontario mental hospitals in the calendar year 193 
showed pulmonary tuberculous lesions requiring 
definitely lower than the 6.7 per cent requiring 
the resident patient population, suggesting that 
fection can certainly be brought into mental hospi 
resident patient population has offered a greater s 
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TABLE 8. 
COMPARISON BETWEEN FINDINGS OF FIRST AND SECOND CHEST X-RAY 
SURVEYS IN ONTARIO MENTAL HOSPITALS. 
(For the five hospitals where second survey has been completed by 
January, 1939.) 
New cases showing significant lesions. 
(Advised for the first time for transfer to the T. B. unit 
or for segregation at the Hospitals.) 


1937-38 survey. 1938-39 survey. Findings in new cases. 
Ontario mental 
hospitals where second | 
chest X-ray survey Active Tbc. 
had been completed 
by January, 1939. 
=. & 
Toronto 54 35 89 5 8 6 
Cobourg fe) 44 44 9 911% 31910 5 
Kingston.... 87 42 | 120 13 9 8 
Hamilton 82 44 | 126 | 16 | 16 2 | 21 
London 46 51 97 | 10 | 24 34.1% |. 361 
Total 269 | 207 | 476 | 44 | 67 | 110 | 8 | 50| § | 5 | 42 


From Table 8, it is to be noted that in the second chest X-ray survey 
already completed at five Ontario mental hospitals, the number of new 


cases of tuberculosis discovered was 110 in comparison with 476 in the 


first 


complete survey. The fact that 10 patients showing normal chest X-rays 


in the first survey had moderately or far advanced pulmonary tubercul 
one year later is sufficient evidence to indicate the necessity for peri 
chest X-ray examinations of the hospital patient population. 
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rABLE 9 
ESTIMATION OF NUMBER OF BEDS REQUIRED FOR NEW TUBERCULOSIS 
MENTAL HOosPITAL IN ONTARIO—DETERMINED FROM 
SITUATION AS IT EXISTED IN JANUARY, 1939 


at t 
1. Already under treatment in 
147 156 303 
2. Cases of active tuberculosis : 
awaiting transfer to T. B 
3. Cases under segregation at hos- f 
pitals pending investigation 318 286 604 = 
4. Estimated number of (3) who > 
will require transfer for 4 
159 143 302 2.3 
5. Therefore, total number of i. 
beds required (1) + (2) + a 
From Table 9, it is to be noted that approximately 5.2 per cent of the 


total mental hospital bed capacity will probably be required to accommodate, 
segregate and treat tuberculous mentally ill persons in Ontario. (Estimation 
of future requirements is quite difficult, however, as it is not possible to 
determine accurately the effect of the relatively recently commenced com- 
plete diagnostic program upon the future incidence of this disease.) The 
figures presented in this table do not include provision for the treatment of 
non-pulmonary forms of tuberculosis which types, although not large in 


number in Ontario and not usually infectious, would preferably be treated 
in such a tuberculosis mental hospital. 
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CLASSIFICATION OF PATIENTS FROM ONTARIO MENTAL H ALS ON 
ADMISSION TO T. B. UNIT FoR TREATMENT (JUNE, 1933 TO JUNE, 1938 
(According to mental diagnosis, average age, and years 
Schizophrenia... . 194 8 352 11 1¢ 12 
Manic-depressive psychosis 22 ) 41 | so | 6 

Psychosis with mental 

Senile psychosis... . . 7 ( 13 | 63 | 69 | € 3 5 { 
G. P. I. and cerebral syphilis 12 14 | 4 13, 4 2 3 
Psychosis with cerebral 

arteriosclerosis... . 66 | 6f 4 
Paranoia and paranoid states { ~ » | 52 ; 54 8 6 
Alcoholic psychosis. . I 
Alcoholism without psychosis 
Epilepsy without psychosis I { ; 3 { 5 
Epileptic psychosis... . . 8 | = 38 | 38 | 8 
Mental deficiency without 

27 2 s3 | 28 | 31 20 | 8 

From Table 11, it is to be noted that the average a at which tuberculosis 
was diagnosed in these mental patients was over 4o years. It is also to be 
noted that the average length of time in hospital was 9 years before tubercu 
losis was diagnosed. 
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TABLE 13 
RESULTs OF CHEST X-RAY SURVEY OF STAFF EMPLOYED IN 
ONTARIO MENTAL HOSPITALS (1937-38 
(Excluding those already under treatment 
CLASSIFIED ACCORDING TO OCCUPATION AND FINDINGS 
N 
Activ Tu : 
re sete tl int tior 
Types of number f tube Negati 
occupation. con- d tuberculin 
| sidered lease reactors 
Nc Per N Pet N I N Per 
cent cent 
Graduate nurses. . 626 | o:s 19 | 3.0 492 | 79 | 112 18 
Undergraduate 
a 186 3 1.6 I 0.5 2 128 74 
Attendants.......} 8/| 1.0 4315.4 635 | 81 98 13 
Nurse attendants. . 48 | Oo | 6.2 29 | 61 16 33 
Cooks, domestics, | 
383 O 3 | 0.6 303 | 79 77 20 
Office Staff, etc., 
physicians...... 132 13 | 9.9 90 | 68 29 22 
Artioans.........| 175 O 12 | 6.8 148 | 85 15 | 8.6 
All others.......... 208 oO 614.9 160 | 77 42 20 
Wie seuss | 2,542 | 14 6 | 100 | 3.9 | 1,901 | 74 | 527 21 
From Table 13, it is to be noted that among 2542 members of staff in the 


Ontario mental hospital (excluding those already under treatment for tuber- 
culosis), 0.6 per cent showed evidence of active pulmonary tuberculosis, while 
an additional 3.9 per cent showed inactive (arrested) lesions. Of the total 
number of employees, 21 per cent had negative tuberculin reactions, while 
among the undergraduate nurses, 74 per cent were negative to tuberculin. 


1940 


GE 


= 
Gra 

Unc 

Att 

Nu 

Coc 

Off 

Art 

All 

th 

th 

lo: 

re 

m 

pl 

in 


1940 | Cc. A. WICKS 1363 


TABLE 14. 
CLASSIFICATION OF STAFF FROM ONTARIO MENTAL HOsPITALS REQUIRING 
TREATMENT FOR THE FIRST TIME FOR TUBERCULOSIS 
(FROM JUNE 1933 TO JUNE 1938). 


(Classified according to occupation, age, years of hospital work and 
tuberculin reaction on entering service.) 


| Tuberculin reaction 

Average on entering service. 
Average) years of 
age at | hospital | 


Occupation. No. time of work Known. 
| 
sis. ag- 
| known. | Posi- | Nega- 
| tive. tive. 
Undergraduate nurses.......... 20 | 21 cs 2 2 16 
Nurse attendants.............. 
Cooks, domestics, etc. 2 34 5.0 I I oO 
Office staff, etc. fe) 


From Table 14, it is to be noted that of the 60 employees requiring treat- 
ment for tuberculosis, all but two were nurses or attendants. In the case of 
these two members of staff (one cook and one domestic) it was ascertained 
that they had been in contact with previously undiagnosed cases of tubercu- 
losis among patients. Of the 60 employees requiring treatment, the tuberculin 
reaction on entering their employment is known for only 22 cases (the re- 
mainder had entered the service before the routine testing of all new em- 
ployees) but of these 22 cases, the intitial tuberculin reaction was negative 
in 18. 
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TABLE 15 


CLASSIFICATION OF STAFF FROM ONTARIO MENTAL HosPITALS REQUIRING 
TREATMENT FOR THE FIRST TIME FOR TUBERCUI 
(According to year of diagnosis and extent of diseas« 
Period. 5 
< = 


June, 1933, to | 
June, 1934...| 1 | 2/1 4 | 2114] 16 
June, 1934, to 


June, 0 olo!| 2] 8 
June, 1935, to | 
June, 1936. ..| 0; I O ( 4 oO 2 O ) O O 
June, 1936, to 
June, 1937...) 1 | Oo] 1 a1 4 3112/15 
June, 1937, to 
21216) 20:1 7 123 1 5 | 45 | 60 
Totals.... 4 16 3 8 I I 60 


Per cent of total | 
number..... | 27 50 14 100 


From Table 15, it is to be noted that of the 60 cases among the staff re- 
quiring treatment for tuberculosis, only four had far advanced disease, and 
three of this number were discovered in the first year of this five-year period. 
Of the total number requiring treatment ily one-third had moderately 
advanced or a greater amount of disease, a condition not found among ad- 
missions to sanatoria where approximately 80 per cent have more than 
minimal disease. 
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TABLE 16. 
PRESENT CONDITION (AS OF JANUARY, 1939) OF STAFF FROM ONTARIO MENTAL 
HospPITALS WHO HAVE REQUIRED TREATMENT FOR TUBERCULOSIS. 


Working. 


Still 
er1oc of first admission number again 
for treatment. of Dead. under — 7a Else- 
— wenn home. | hos- | where. Total. 
| pitals. | 
June, 1933, to June, 1934..| 16 4 2 I 4 5 9 
June, 1934, to June, 1935. 8 oO 2 I 4 I 5 
June, 1935, to June, 1936. 8 I 4 
June, 1936, to June, 1937..| 15 2 6 3 2 2 4 
June, 1937, to June, 1938..| 13 oO 4 5 4 oO 4 
60 6 14 II 21 8 29 


From Table 16, it is to be noted that of the six deaths which have occurred 
among the 60 employees requiring treatment for tuberculosis, four occurred 
among those diagnosed with advanced tuberculosis in the first year of this 
five-year period. 
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Total number considered 


Number with active 
chest disease (not ac- 

Number with inactive 
chest disease or X-ray 
abnormalities (ac- 
cepted with reserva- 


Total with some abnor- 
mal chest findings. . . 


Total showing no abnor- 


mality (accepted with- | 


out reservations)..... 


TABLE 
RESULTS OF ROUTINE CHEST X-RAYS UPON ALI 

OR NEW STAFF AT ONTARIO MENTAI 
January 1, 


Mal 
No 
204 100 
3 
5 2.4 
8 43.9 
196 96 


PREVENTION 


17 


AND TREATMENT | May 


Per 
635 100 

2 oO 3 
13 2.0 
622 98 


From Table 17, it is to be noted that of 839 apparently 


applying for work in the 


Ontario mental 


hos] 


ital service, 


STAFF APPLICANTS 
HOSPITALS 
1938 to January I, 1939 


Rat 
N 
539 100 
14 
7 8 
2! 2.5 
818 97.5 


healthy individuals 
1.7 per cent showed 


X-ray evidence of pulmonary tuberculosis which was considered to be active 
or possibly active, making them unsuitable for employment. The majority 
of these cases were recommended for sanatorium treatment or investigation. 
An additional 0.8 per cent who showed X-ray evidence of inactive tuberculosis 
or other abnormalities were accepted but were placed on the permanent staff 
only if subsequent re-examinations were satisfactory 


in 
ren 
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The experience gained in tuberculosis prevention and treatment 
in the Ontario mental hospitals would lead to the following 
remarks : 


(1) Consultation with the state or provincial chief tuberculosis officer 
would seem to be the first step in the development of any program 
of this type. 

(2) Co-operating with this officer, at least a preliminary or tentative plan 
should be outlined for case-finding and treatment of tuberculosis among 
patients and staff in the hospital or group of hospitals concerned. 

(3) A physician, well trained in the diagnosis of chest disease (including 
chest X-ray interpretation) as well as the modern methods of tuber- 
culosis treatment, should be appointed to initiate this work. Preferably, 
this physician should have had some previous experience in mental 
hospital procedure or should secure such experience before commencing 
his duties. As the plan advanced, and as further medical assistance 
in this work was provided, the original chest clinician would supervise 
the activities of the chest service. 

(4) The program of tuberculosis case-finding should include: 


(a) Among patients: 

(1) X-ray examination of the chest (preferably by X-ray 
films) of all patients as soon as possible after admission 
to hospital. 

(2) X-ray examination of the chest (preferably by X-ray films) 
of all patients in the hospital at yearly intervals. 

Note.—For the initial and periodic examinations, where 
desired, preliminary tuberculin tests could be given and 
only the positive reactors X-rayed. 

(b) Among staff : 

(1) Chest X-ray films for all staff applicants or all new staff 
as soon as possible after employment. This procedure 
should include any applicant or new employee in any 
capacity. 

(2) Tuberculin tests upon all staff applicants or all new staff 
as soon as possible after employment. 

Note.—lIf desired, and where the tuberculin tests can be 
be given immediately before or after employment, only 
the positive reactors need be X-rayed. 

(3) Chest X-ray films at yearly intervals for all tuberculin 
positive staff employed by the hospital. 

(4) Repeat tuberculin tests at intervals of at least one year 
for all staff previously negative to tuberculin. 

(5) Chest X-ray films taken immediately and repeated in six 
months for all previously negative tuberculin reactors 
who develop positive reactions. After six months, these 
individuals are treated as are the positive reactor group. 
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(6) Negative tuberculin reactors e should not be 
allowed to work in contact with know of tubercu- 
losis under eatn ation. M rs of staff 
employed in T. B. units should | otected by all 
possible precautions and they should ( chest X-ray 

films at least every 
(5) The disposal of patients ve tuberculosis which 
is not definitely or rest should i isolation or 
segregation from non-tuberculous patient Pref all active or 
possibly active cases of tuberculosis should be me service 
where special provisions made for treatment, investigation, in- 
fectious disease technique, etc. Whether su sery would necessi- 
tate a tuberculosis mental hospital with ite administration, or 
merely a_ tuberculosis “ lready existing 
mental hospital, would umber and size of the 
hospitals in the group and up erculous patients 

to be accommodated. 

(6) It should be realized by th ) : spitals that the 
combination of tuberculosis and mental illness in patients under treat- 


ment necessitates a greater proportion of 


rsing, medical and ward 
help staff, than on wards where tul 


GENERAL REMARKS. 


Tuberculosis among patient 


mental hx spitais stitutes a 
sufficiently serious problem to demand the best eff modern 
concepts in its control and treatment. Without an adequate system 


of control, mental hospital patients may 


ay act as a reservoir of in- 
fection which will spill over into the general population. Cer- 


tainly, the tuberculosis mortality figures for any state or province 
are adversely affected by the high mortality rate due to this disease 


among the mental hospital population. 
Overcrowding of patients in mental hospital wards increases 

the dosage of infection and the number infected by 

nosed open case of tuberculosis 

insufficient sunlight, and other poor hygienic conditions in mental 

hospitals should be corrected as part of any 

tuberculosis in such hospitals. 


It is obvious that overcrowdi1 


ig, 
campaign against 


make 
every effort to discover and treat the physical ailments among the 


patients in mental hospitals. Physical examination or other methods 
short of X-ray examination of the chest 


It is good medical practice and hospital procedure to 


will not detect tubercu- 
losis among the majority of mentally ill patients with even far 


advanced disease. If it is realized that routine X-ray examina- 
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tions offer the only eventual solution, delay in instituting this pro- 
cedure only serves to allow the disease to be spread from patient 
to patient and too frequently from patient to members of the staff. 

The treatment of one individual in sanatorium in Ontario for 
one year costs the Province approximately one thousand dollars 
($1000). The length of sanatorium treatment required for a 
patient with minimal disease is usually one year, whereas the 
period necessary for advanced disease may be from three years 
or more. From these considerations it will be evident that the dis- 
covery by routine X-ray film of a lesion at the minimal stage 
rather than far advanced, in 10 members of staff per year, will 
probably result in a saving to the Province of approximately twenty 
thousand dollars ($20,000) annually. This figure would almost 
equal the entire yearly cost of our diagnostic program among 
patients as well as staff. Economically, therefore, if for no other 
reason, state or provincial governments will recognize the neces- 
sity for such procedures as have been outlined in this paper. 


CONCLUSIONS. 


(1) The tuberculosis mortality rate for patients in the Ontario 
mental hospitals has shown some tendency to decrease since 1934, 
yet in 1936, this rate was 14 times as great as that for the Province 
as a whole. 

(2) From May 1937 to May 1938, a survey by chest X-ray 
films upon more than 13,000 mental hospital patients in Ontario 
(excluding 1.7 per cent already under treatment for tuberculosis 
at the beginning of the survey) revealed: 


(a) 1.3 per cent—pulmonary tuberculosis, definitely active—requiring im- 
mediate treatment. 
(b) 4.1 per cent—pulmonary tuberculosis, activity undetermined—requiring 
isolation pending investigation. 
(c) 1.3 per cent—X-ray shadows strongly suggesting tuberculosis—requir- 
ing isolation pending investigation. 
6.7 per cent—significant pulmonary lesions—requiring isolation 
(d) 7.0 per cent—pulmonary tuberculosis, definitely or probably arrested— 
requiring only casual observation—not isolated. 
13.7 per cent—total showing definite or suggestive evidence of parenchy- 
mal pulmonary tuberculosis. 
Note.—It is estimated that at least one-half of the patients in 
groups (b) and (c) will prove to require treatment in a tubercu- 
losis mental hospital or unit. 
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(3) Approximately 2.5 per cent of 2908 patients admitted to the 
Ontario mental Hospitals during the calendar year 1938, required 
isolation because of chest X-ray findings. 

(4) A second chest X-ray survey already completed one year 
after the initial survey at five hospitals with 6000 patients, showed 
110 patients to require isolation who had previously shown normal 
chest X-rays. Of that number, ten had moderately or far advanced 
pulmonary tuberculosis, indicating the necessity for repeated 
“combing” by chest X-rays of the patient population 

(5) From the tuberculosis situation as it existed in January 
1939 (nine years after commencement of some anti-tuberculosis 
work, and 13 years after commencement of the present complete 
program), it was estimated that a central tuberculosis mental 
hospital would be required to accommodate approximately 5.2 per 
cent of the patients in Ontario mental hospitals 

(6) A chest X-ray survey of 2542 staff in the Ontario mental 
hospitals in 1937-38, showed 0.6 per cent to require treatment for 
tuberculosis. Since 1933, approximately 0.5 per cent of the em- 
ployees have required treatment for tuberculosis each year. Of all 
members of staff, 21 per cent were negative to tuberculin, while 
among the undergraduate nurses 74 per cent were negative tuber- 
culin reactors. 

(7) Of 22 members of staff requiring treatment for tubercu- 
losis where the tuberculin reaction on entering their hospital 
employment was known, 18 had negative reactions which subse- 
quently became positive, followed (in all these cases within six 
months) by X-ray evidence of the disease. 

(8) Approximately 1.7 per cent of 839 apparently healthy staff 
applicants or new staff in the Ontario mental hospital service dur- 
ing the calendar year 1938, showed X-ray evidence of pulmonary 
tuberculosis which was active or possibly active, therefore render- 
ing them not acceptable for employment. 

(9) It is believed that an increasing interest will be evident at 
all hospitals in the control of tuberculosis among their patients and 
personnel. In mental hospitals this work is particularly advisable. 
Half-way measures are inadequate to cope satisfactorily with the 
tuberculosis problem in such hospitals. Only by a complete pro- 
gram of routine case-finding by X-ray examinations and modern 
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treatment of diagnosed cases, can one feel satisfied that the situa- 
tion is under irreproachable control. 


Note.—Appreciation is gratefully acknowledged to Dr. B. T. McGhie and 
Dr. G. C. Brink, whose continued interest has been a most important factor 
in the development of the work upon which this paper is based. Acknowl- 
edgment is also made for the assistance of Dr. J. J. Weber, Dr. F. T. 
Fralich, and Dr. O. V. Dent of the T. B. unit at the Ontario Hospital, New 
Toronto, who interpreted many of the films and gathered the data for certain 
tables presented. The superintendents of the Ontario mental hospitals have 
cooperated in this work and to them and their medical staffs, appreciation 
is expressed. 
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DISCUSSION. 


Dr. SAMUEL W. Hamitton (New York, N. Y.).—Dr. Wicks has pre- 
sented an important program in a careful and detailed way. 

In my opinion they are doing an excellent piece of work in Ontario with 
tuberculosis. When they get the new hospital in Brampton, they will be 
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able to do something still better. Their present unit is in some regards the 
most cheerful part of the hospital in which it stands, the reason being that 
in the tuberculosis unit the patients are not crowded and in the rest of the 


hospital they are. 


When one goes about he finds all sorts of standards of examination for 
tuberculosis and all sorts of ideas about how much tuberculosis there is in 
the hospitals. I was in a hospital not so long ago with 1400 patients, in 
which there were five cases of tuberculosis. I suspect that when and if they 
make an X-ray survey of their patients, they will find at least another five 


There are rather careful studies, as you know, and if instead of a little 
handful of patients we find somewhere from four to five per cent, we are 
approximating the experience of hospitals that do the thing well and are 
therefore probably nearer the trut! 

I believe thoroughly in this concentration of the patients. They get better 
treatment that way. In the metropolitan district about New York, a six 
hundred-bed unit now under construction will serve all the hospitals. There 
is a little tendency toward concentration near Boston, though Massachusetts 
hasn’t definitely adopted it as a policy. I have no doubt that Pennsylvania, 
Ohio, Illinois, California, could well make similar moves 

It is hard to get a man with good X-ray experience for a small unit. It 
is hard to justify his salary, and wh g lim, it is ; : 
amount of time that he spends on a small unit and he will probably be 
assigned to other duties also. 

The reduction in the death rate in the Ontario hospitals can hardly have 
been fortuitous. I believe that the improved methods of discovery—that is, 


f 
< 


of diagnosis and of treatment—must have had a great deal to do with it 


Henry I. Ktiopp, M. D.—Presentation of papers before this organization 
upon tuberculosis is definitely informative. We need such papers to maintain 
our interest in the subject and to make us check the activities of the in 
dividual institution over which we are the responsible administrative heads. 
Such papers should also stimulate the members of the respective medical 
staffs as to the importance of this subject. I have been fortunate in being 
able to read Dr. Wick’s paper in its entirety. Time factor has made it 
necessary for him to condense it. I derived benefit from reading it due to 
my presentation of the subject of “The Care of Tuberculous Patients in 
Mental Hospitals” at the meeting of this Association in June, 1926. The 
thoroughness of the procedure in the examination of all mental patients 
connected with the Ontario mental hospitals and of all employees connected 
with these institutions is deserving of special commendation. I am in ac- 
cord with the idea of centralizing in one or two institutions the care of 
mental patients suffering from tuberculosis, particularly if these patients are 
to be cared for on the institution wards and not segregated in buildings 
especially designed for them. The only disadvantage that I can see is the 
distance families are required to travel to visit their relatives. Where the 
individual institution, however, is of sufficient size to warrant having units 
designed for this purpose, I am disposed toward having same. We, of course, 
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cannot lose sight of the fact that in Ontario the men in charge of this work 
are specially trained and therefore, qualified to carry out the examinations 
as well as the treatment. It is my opinion, however, that in our hospitals 
approximating 2000 beds and over, that each institution should have special 
buildings and the equipment necessary to make thorough examinations and 
at least one or two physicians should be trained and specialize in the treat- 
ment of tuberculous patients. 

The technique of X-ray examination of the chest is important. Compara- 
tively slight. variation in exposure time or kilovoltage may cause differences 
in densities on the films with resultant possible difference in interpretation. 
A marked change in weight between successive roentgenograms without 
change of exposure factors may lead to incorrect readings. Carefully made 
roentgenograms taken at intervals and interpreted in conjunction with labora- 
tory, clinical and physical findings offer the best procedure for determining 
the pulmonary status. 

In 1922 and 1923 Dr. Hoffman, Clinical Director of the Allentown State 
Hospital, made fluoroscopic examinations of practically the entire patient 
population of the Allentown State Hospital. Comparison of these findings 
with the reports of physical examinations showed a close agreement between 
fluoroscopic data and the physical examination reports of one physician. Our 
present practice is to make roentgen chest studies of patients who manifest 
marked loss in weight as shown by monthly weight records or show suspi- 
cious findings on annual physical re-examinations. A careful check is kept 
that no one is omitted in the annual physical examination. It is important 
that flat X-ray films be taken of all suspicious patients to determine whether 
there is a lesion or not; likewise, if for treatment purposes due to loss in 
he patient is placed in such a pavilion that, before the patient leaves 
same, there is an x-ray of the chest as a check-up. We have found that 


weight, t 


upon a preventorium basis, patients are greatly benefitted by being placed 
in a section of one of our pavilions for tuberculous patients. They invariably 
gain in weight and are definitely benefitted thereby. 

From experience and statistical check-up we know that patients segregated 
who have definite or suspicious signs of the disease are benefitted by being 
placed under special modern treatment and above all; it eliminates the danger 
of contaminating others. 

We also do semi-annual fluoroscopics and make flat chest films of the 
nursing personnel assigned to the buildings for tuberculosis patients. In 
27 years we have had a total of eight nurses and employees develop tubercu- 
losis at Allentown. 

A study of a ten-year period from the year 1912 to 1922 showed that of 
1200 deaths within this period, 221 died of tuberculosis or 18 per cent. It 
also shows that there were more women than men, 84 men and 137 women. 
On the percentage basis the deaths for men were 13 per cent and for the 
women 26 per cent. The reason for this high rating at that time was that 
we had 740 transfers from other institutions. A study of the second ten-year 
period, 1922 to 1932, shows a total number of deaths 1341. Those from 


tuberculosis 164, or 13 per cent of the deaths. Although the total deaths for 
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men was higher than for wor losis, tl I re 77, 
women 87 and the percentag 
However, there was a differe 
period for women and that of t fi 1, 1933 t 
1938, the total deaths were 506. Of t I vel tubercul: 
Out of the total deaths, 273 for men ar 33 for mn 4 unted 
for 25 men and 31 women, g t t men I 
per cent, the total 11 per cent. A 
eight in number, 1937-38, gave 
tuberculosis ; 48 men and 67 
and 16 per cent for women 
percentage at Allentown as 
hospitals during the period 
women tuberculous patients 
It seems to us it would be int t r Dr. V { leat! 
rate in proportion to total number treat 
admissions which we are doit t A 
showing the percentage of the nun lt t! t 
daily average in the hospital lt ercentage of the total number und 
treatment. In like manner a st 
tions giving the total percent 


Dr. Irvinc L. Turow (Peoria, ] At Peoria State H 
initiated, since October, 1937, a program sin to that wl yr. Wi 
described, and I might state that t i1 rtat f su rvey can ft 
best exemplified by the fact tl 
42 patients who were known to 
Peoria State Hospital is about 
survey, at the present time we | t 300 | vn tuberculosis patient 
This has been proven by X-ray « 


per cent of the patient populati zZeS 
the strong need for a survey sucl \\ 

Dr. JosePpH R. Biatock (Southwestern St \ 
We are now in the midst of a comp! r patient popula 
tion for tuberculosis. We have 1250 patient Of the approximately 110 
ambulant patients who were X-rayed first 1 was X-1 vidence « 
tuberculosis in six per cent of the patients. As soon as a patient is sus 
pected of having an active or questionably active tuberculosis from the X-ray 
standpoint, he or she is isolated ar irate e\ tion made on 
the basis of laboratory and cl \ inat aving a 
modern, well-planned tuberculosis pavilion y will pr le adequate 
facilities for segregation and treatn 

This survey has been most surprising and revealing to our staff. We 
could, I fear, a year ago, almost ha qualified as the hospital to which 
Dr. Hamilton referred. The cases are to be found if e looks for them 
I hope that others may profit by and use as ar ect lesson one of out 
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experiences. Two patients who were working in the kitchen were found 
to have tuberculosis. These, it goes without saying, have been promptly 
segregated. The survey has so far revealed ten patients in whom pneumo- 
thorax treatment is indicated. 

The State Department of Health has acted in an advisory capacity and has 
provided an intensive one-week course in tuberculosis for one of our physi- 
cians who will carry on this work. This work, it is planned, to be extended 
to the other Virginia state hospitals. 


Dr. WALTER A. THompson (Rockland State Hospital, Orangeburg, 
N. Y.).—We have just completed a series of fluoroscopic tests of five thou- 
sand patients, and have checked with X-ray all those that showed anything 
positive by fluoroscope, and probably have five per cent who have shown 
tuberculosis. We are also checking up by X-ray at random, throughout the 
hospital, patients who did not show anything by fluoroscope. There have 
been no physical examinations or anything in connection with that—just 
fluoroscope. 


Dr. Wicks.—I want to thank the discussants. I appreciate getting their 
opinions. We would appreciate if those who were doing similar work 
would write us, so that we could get opinions and exchange ideas. 


A NOTE ON THE USELESSNESS OF ANALEPTIC 
DRUGS COMBINED WITH LUMINAL IN THE 
TREATMENT OF EPILEPSY.* 


By T. T. STONE, I. FINKELMAN, anp A. J. ARIEFF, 
Chicago, Ill. 

Anticonvulsants such as bromides or phenobarbital used in the 
treatment of epilepsy, at times cause unpleasant effects such as 
drowsiness and stupor. This is particularly the case if large doses 
have to be used in patients with a severe convulsive state. It was 
thought that the addition to the anticonvulsant medication of ana- 
leptic drugs such as coramine, benzedrine, metrazol or ephedrine 
would prevent drowsiness and also make it possible to increase 
the dosage of the anticonvulsant drug in patients not rendered free 
of convulsions with the usual dosage. It was also important to 
determine whether the use of analeptic drugs would precipitate 
seizures in patients with remissions. 


CORAMINE. 


(1) In four patients who were free of convulsions under 
phenobarbital grains 4% daily, coramine from 45 to 60 minims 
did not precipitate convulsions. 

(2) In four patients in whom 7% to 9 grains of phenobarbital 
daily did not prevent seizures and who were very drowsy, coramine 
in doses up to 3 drams per day did not diminish the drowsiness. 

(3) In seven patients in whom phenobarbital grains 714 to 9 
did not prevent seizures the dosage of phenobarbital was increased 
to the point of drowsiness. The patients continued to have seizures, 
however, and the administration of coramine did not prevent 
drowsiness. 


*From the department of nervous and mental diseases, Northwestern 
University Medical School. 


The Minnie Frances Kleman Memorial Fund. 
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BENZEDRINI 

In nine patients under phenobarbital medicat who were, how 
ever, not free of seizures, the ease of phenobarbital up to 6 
to 9 grains daily did not dim le numbe s but 
caused considerable drowsiness. The addition o 30 milli 
grams of benzedrine daily did not diminish the ) s during 
the day although in some cas‘ caused sleeples at night 
In two patients it caused great tremulousness and an rehensive 
state. One patient who under de medication ily petit 
mal seizures for many months, upon the on » mg. of 
benzedrine daily, had two grand mal seizures. On another occasion 
however, benzedrine was administered and erand n seizures 
were precipitated. Cohen and Myers recently ted the 
value of benzedrine as an adjuvant to phe rbital epilepsy. 
We are unable to confirm their results 

METRAZOI 

Metrazol was used in six ts who we rece 0 12 
grains daily of phenobarbital. There was change imber of 
seizures or degree of drowsiness. Metrazol was give oses of 
4% to g grains daily (orally). 

PHEDRINI 

In two patients ephedrine was used in doses of 1 9 s dail 
as an adjuvant to the phenobarbital therapy (6 grains daily) Phere 
was no change in seizures or drowsiness during the day and one 
patient had insomnia at night. 

CONCLUSIONS. 

None of the drugs studied (benzedrine, coramine, metrazol or 
ephedrine) was effective in preventing the drowsiness caused by 
large doses of phenobarbital or bromides in the treatment of epi 
lepsy. 

1 Cohen, Benjamin and Myerson, Abraham: The Effective Use of Pheno 
barbital and Benzedrine Sulfate (Amphetamine Sulfate) in Treatment of 
Epilepsy. Am. J. Psychiat., 95: 371, (Sept.) 1938 


| 


PSYCHOSES RESEMBLING SCHIZOPHRENIA OCCUR- 
RING WITH EMOTIONAL STRESS AND ENDING 
IN RECOVERY.* 

By HARRY A. PASKIND, M.D., anp MEYER BROWN, M.D., 
Chicago, IIl. 


The subject of psychoses occurring with emotional stress and 
ending in recovery is by no means new, indeed, the first descrip- 
tion’ appeared 85 years ago, and since then there have been many 
contributions on this question. Our reasons for bringing up this 
topic at this time are threefold. First, there has been recently 
a paucity of reports on this subject; in the literature of the last 
15 years we have been able to find only four papers dealing with 
this question. Secondly, we believe that this subject is not unrelated 
to current psychiatric thought ; and, finally, we have observed five 
cases that might prove interesting to report. 

Reversible psychoses occurring with mental stress have been 
reported mainly in persons recently incarcerated in jails and in 
soldiers at the front. There have been but few reports of such 
states in civil life. 

Our five patients were seen in the Cook County Jail; they were 
cases studied in the behavior clinic of the Criminal Court of Cook 
County. 


CASE REPORTS. 


CasE 1.—An attorney and certified public accountant, aged 35, with a 
family background devoid of nervous or mental disorder was incarcerated 
in jail after indictment on charges of obtaining $160,000 in fake fees from 
clients seeking home loans. Since boyhood he had been excessively boastful, 
irritable, stubborn, suspicious and given to bouts of depression. In December, 
1933, shortly after placement in jail, he began to show marked mental changes. 
He appeared apathetic, dull, indifferent, became careless of his personal appear- 
ance, hardly spoke to the other inmates and if allowed by himself would 


* From the department of nervous and mental diseases, Northwestern Uni- 
versity Medical School and the behavior clinic of the Criminal Court of Cook 
County. 


Read at a meeting of the Chicago Neurological Society, November 16, 1939. 
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He had been arrested 1000 times. He had 20 wives and 1000 children, and 
was such a famous man that when he rode down the street streamers were 
thrown out of office windows. He had many sexual delusions. He had the 
biggest penis in the world, was the greatest sexual intercourse artist in the 
world, he could ejaculate 40 times in 24 hours, and women stand in lines 
three to four blocks long in order to have intercourse with him. 

He was disoriented for year, month, day. He was well oriented for place. 
On calculation and general knowledge tests he did very poorly. He was 
indifferent with regard to his plight, the outcome of the case and his future. 

Neurological examination yielded negative results; Wassermann test on the 
blood was negative. 

He was sent to the Illinois Security Hospital where he recovered over a 
period of a few weeks, and he was reexamined in the behavior clinic in 
October, 1937. In the second examination he was free of delusions, was 
calm, quiet, cooperative, able to give a complete and relevant history and 
was well oriented. He did well on calculation and general knowledge tests. 
Memory for the events that transpired during the period of the psychosis 
was very poor and for his delusional thought content he appeared to have 
no memory whatever. 


CasE 3.—A white male, aged 18, without nervous or mental disease in 
the family background and without significant previous illness, was placed in 
jail in November, 1933, on a charge of burglary. He had always been quiet, 
uncommunicative, but prior to incarceration he had shown no changes in 
behavior or personality. Shortly after placement in jail he began to show 
marked changes. He became indifferent, taciturn, seclusive, spoke very little 
to the other inmates, took no part in games or work on the tier. He appeared 
to have no interest in his predicament or about the outcome of his case. 
He stated that while alone in his cell at night the other inmates yell at him, 
call him bad names and come in and punch him. The other inmates want to 
kill him. The devil talks to him and tells him, “You should die.” At night 
other inmates and the devil parade around his cell. He was well oriented 


for time and place and gave a poor performance on calculation and general 
knowledge tests. On the fifth day after admission he made an unsuccessful 
attempt to hang himself. 

Neurological examination yielded negative findings; Wassermann test on 
the blood was negative. 

He was committed to the Illinois Security Hospital in November, 1933, 
and returned to the behavior clinic for reexamination in July, 1937. 

Examination at this time disclosed a patient free of any apparent disorders 
of conduct, mood, speech or appearance. In January, 1934, two months after 
commitment he began to improve and recovered shortly afterward. He had 
no memory for the previous arrest and incarceration in jail, no memory for 
his stay in jail, nor for his trip to the Illinois Security Hospital, and no 
memory for the first two months of his stay in that hospital—since then his 
memory has been good. Hallucinations and delusions were absent, he had 
no recollection of those that he had at the time of the first examination. 
Interest in his case seemed to be normal. 
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The salient features of these cases may be summarized as 
follows: 

The onset in all cases was rapid, and occurred directly after 
placement in jail. 

Attention was markedly affected in all cases; the patients ap- 
peared to pay no attention to what was going on about them; fre- 
quently it was difficult to obtain and to hold the attention during 
examination. In some the gaze would be directed away from the 
examiner and they would stare at the same place for long periods of 
time. 

Hallucinations were present mainly in the auditory and visual 
spheres; one patient had hallucinations of smell. The auditory 
hallucinations seemed to possess complete sensory distinctness and 
were referred to the external world and to persons in the immedi- 
ate environment. The majority were unpleasant, disturbing, often 
abusive and threatening ; in one instance they repeated the patient’s 
thoughts ; in another they gave commands. Hallucinations of vision 
also seemed to have complete sensory distinctness and were often 
of a terrifying nature. Hallucinations of taste and touch were 
absent in all our cases. 

Orientation for time and place was absent or disturbed in three 
of the five cases. 

Memory, from superficial observation, seemed to be profoundly 
affected in four of the five patients. It was difficult to determine 
if this was an actual defect in memory, or whether there was 
difficulty in recall, or whether responses were conditioned by indif- 
ference, evasiveness, irrelevancy or blocking. 

Judgment appeared to be gravely impaired. The presence of 
hallucinations and delusions indicates this. Further, all patients 
were unconcerned about their plight, showed no interest in their 
case nor in the trial. They did not appear to be concerned about 
their legal representation, nor with the outcome of the case. 

Delusions were present in all five cases. Three patients had 
ideas of persecution; two had ideas of exaltation; two had sexual 
delusions and ideas of reference were present in one case. 

Emotional changes were present in all. Mood changes varied 
from dullness to profound apathy. None reacted with appropriate 
mood to their hallucinations and delusions most of which were 
either alarming or terrifying. 
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emotional shock, the presence of frankly hysterical findings such as 
anesthesias and functional paralyses and in their rapid improvement 
upon removal from the source of stress. Birnbaum continued his 
former view that such states are hysterical. Popper 7 commented 
that many cases diagnosed as schizophrenia among German soldiers 
were probably of hysterical origin, or belonged to Ganser’s syn- 
drome. As a means of differentiating between these two disorders 
he offers the observation that in the latter condition there is so 
much mental confusion that the patient is unable to carry out 
simple arithmetical problems whereas persons with schizophrenia 
are usually able to do so but may be unwilling to attempt it. 

Risch * in recently imprisoned persons described states charac- 
terized by confusion, stupor, restlessness, apathy, auditory and 
visual hallucinations, self-accusatory or paranoid ideas, sleepless- 
ness and irritability. He stated that they closely resemble catatonia 
and do not belong to hysteria, because these mental states unlike 
catatonia are recoverable, and unlike hysteria they are devoid of 
hysterical sensory and motor changes. 

Bunse,” based on a study of such conditions in soldiers arising 
after bombardment or other causes of emotional shock, believed 
that such patients belonged to a distinct group, not hysteria but 
closely related to it. That this disorder is a separate entity, not 
hysteria and not schizophrenia has also been emphasized by 
Wetzel,’ Wetzel and Wilmanns,'' Kleist,’* Bonhoeffer,’* Strauss- 
ler,'* and Lewin.'® Their studies were made either on soldiers or 
on recently jailed prisoners. They called such states shock psycho- 
sis, fear psychosis, psychogenic psychosis, and situation psychosis, 
respectively. 

In discussing “prison psychoses” Aschaffenburg took the posi- 
tion that a prison psychosis of psychogenic origin has not been 
proven to exist as a distinct entity. He stated that dementia pracox 
is often precipitated by stress and that the majority of the cases of 
prison psychosis are probably instances of dementia przcox. 

Review of the literature, therefore, discloses conflicting views 
as to the nosological position of these psychoses occurring under 
emotional stress and ending in recovery, some considered them 
hysteria, others schizophrenia and still others a disease sui generis. 

Before presenting our own views regarding the nosological posi- 
tion of the disorders dealt with here we should like to recall their 
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resemblance to and differences from schizophret he resem- 
blances may we repeat, consist of defects of attention, hallucina- 
tions, delusions, impairment udgment, dullness, apathy, lessen- 
ing of volitional impulses, diminution of sponta ; speech and 
mannerisms. Again, the differences from schizophrenia consist in 
the invariable presence of emotional stress at the tit f onset, the 


constant rapid onset, invariable recovery, frequent urrence of 
disorientation and the common occurrence of amnesia for the period 
of psychosis. 

Any theory advanced regarding the 1 logical position must 
explain the presence of these similarities to schizophenia as well 
as the differences. 


It seems to us reasonable to believe that this psvel resembles 
schizophrenia because they both involve the same mechanisms, 
whatever and wherever these mechanisms may be nd that the 


differences from schizophrenia (and these are related mainly to 
the course of the illness) may be related to differences in the etio 
logic agent—in these psychoses emotional shock true schizo 
phrenia some other factor 

Although we are unable to adduce proof in support of such 


a view, still this viewpoint can be bolstered by innumerable prece 
dents. Thus, it is common knowledge that in any given lesion of 
the nervous system, the mechanism involved controls the nature of 
the symptoms, the etiologic agent governs the course of the disease. 


Thus, for example, a tumor or inflammatory lesion in the same 
location in, let us say, the spinal cord, will produce symptoms very 
much alike, the course of these illnesses will be vastly different 
since the etiologic agents are different 

If this theory is tenable these psychoses occurring under emo- 
tional stress and ending in recovery do not belong to the category 
schizophrenia but belong to an independent nosological entity ; they 
then would constitute a disease sui generis 

It is difficult for us to understand why this psychosis has not 
been seen or recognized more frequently in civil practice. Surely 
there can be nothing specific etiologically about bars, bayonets 

* No reference is made here to “mental” or psychoanalytic mechanisms 


in the narrow sense. We refer to the anatomico-physiologic 
substratum of the disease. 
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and bombardments; these must all be reduced to the common 
denominator of emotional shock. Certainly, civil life cannot always 
be devoid of situations free from emotional upheavals. Neverthe- 
less, there are few reports of this psychosis occurring in civil life. 


We have been able to find but two, Raecke 4 


reported one case and 
Flatau ** described four cases. 

It is difficult for us to understand, why, since intense emotional 
tension is so common in civil life this psychosis should be so rare. 
However, it is easy for us to suspect that if they do occur they 
might be considered cases of schizophrenia, and recoveries from 
such derangements might be considered recoveries or remissions 
from schizophrenia. 

If this be true, statistics regarding remissions in early cases of 
schizophrenia with or without treatment are in need of revision 
on account of the inclusion of this psychosis of perhaps different 
nosological position and of different and more benign natural 
course. 

CONCLUSIONS. 

Five cases are described of a psychosis occurring under emo- 
tional stress and ending in recovery. 

This psychosis resembles schizophrenia at many points and 
differs from schizophrenia in some aspects, especially in the course. 

As a possible clarification of the nosologic position of this psy- 
chosis it is suggested that it may involve the same mechanism as 
does schizophrenia, but-is produced by different etiologic factors: 
this may explain similar symptoms but differing course, and may 
indicate that these psychoses deserve a separate nosological 
designation. 

We believe it not unlikely that this psychosis is not uncommonly 
produced by the stresses of civil life but that such cases are thought 
to be schizophrenia, and that the recognition of such cases may 
materially alter statistics regarding remissions of treated and un- 
treated patients with schizophrenia. 
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BIOELECTRIC RESPONSES IN METRAZOL AND 
INSULIN SHOCK.* 
By J. E. GOODWIN, W. K. KERR anp F. L. LAWSON.+ 


Department of Medical Research, Banting Institute, University of Toronto. 


This is the third in a series of papers reporting investigations 
upon the physiological actions of metrazol and insulin when given 
in convulsive doses. These studies were prompted by the use of 
these agents in the therapy of schizophrenia. It is hoped that the 
information gained from them may add to our knowledge of the 
action of these agents within the body, and eventually to our in- 
sight into the psychological improvement of patients under metra- 
zol and insulin therapy. 

It is well known that rhythmical electrical potentials accompany 
the activity of the brain, and that these potentials may be re- 
corded by appropriate means. They change in response to various 
stimuli and conditions affecting the central nervous system, and 
for this reason they afford a useful method of studying some of the 
central effects of drugs and other agents. The present paper deals 
with the effects of convulsive doses of metrazol and insulin on the 
electrical activity of the brain in the unanesthetized rabbit, and 
the relation of these bioelectric responses to other physiological 
phenomena associated with metrazol and insulin shock. 


METHOD. 


In those experiments in which the cortex was not exposed the 
brain potentials were led off by means of silver pellet electrodes 
(Rheinberger and Jasper)* placed on the dura through small burr 
holes in the skull. When the cortex was exposed, wick-silver tube 
electrodes (Adrian)* were placed directly on its surface. The 


* The authors are indebted to the Committee on Research in Dementia 
Precox of the Supreme Council of the Scottish Rite Masons, Northern 
Jurisdiction, of the United States, for financial assistance in carrying out 
this work. 

+ Research Fellows of the Neuro-Psychiatric Institute of the Hartford 
Retreat. 


89 


lay | 
| | 
wf | 
| 
| 
| 
| 


1390 BIOELECTRIC R NSES IN METRAZOI 
electrical activity from four different regions was ampl 
taneously by means of a four-channel, push-pull, cot 


amplifier of the electroencephalographic type, and 


corded on paper with ink-writing oscillograpl 


In metrazol shock the recording of brain potential 
ously interfered with by th lent convulsive mover 
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the brain to a subsequent injection of metrazol 
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1. Administration of metrazol intravenously (0.2 
4 per cent solution per kilo. of body weight 
2. Application of metrazol locally in minute qu 


crete areas of the cerebral cortex 
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In a number of experiments dye was injected with the metrazol 
to determine this point. During this latent period the cortical 
potentials were usually of low amplitude and somewhat higher than 
normal frequency, a pattern of cortical activity known as the 
“startle reaction.” 

The first phase, following immediately upon this startle reaction 
and lasting about 10 seconds, was characterized by irregular slow 
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Fic. 1.—Continuous recording of potentials from striate area of rab- 
bit, following intravenous injection of metrazol. The various phases are 
clearly defined. 


waves with occasional spikes. This phase corresponded to the 
“excited,” “first clonic” or “precipitating” stage of the convulsion. 

The slow waves of this first phase were replaced in the second 
phase by a high frequency discharge which commenced with an 
initial rate of 15-30 per second and then progressively increased 
in amplitude while it decreased in frequency. This discharge, 
which coincided with the “tonic” stage of the convulsion, gradu- 
ally broke up later into small bursts of spike potentials separated 
by increasing isoelectric intervals. These intermittent bursts cor- 
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responded to the motor res] 


( f the 
convulsion. The electrical activity associated with the “tonic” and 
the “clonic” stages comprised the second phase. It lasted from 
30 to 200 seconds. 

The clonic discharge then ceased abruptly, leavit tex 
void of all apparent activity (Fig. 2). This stage of profound 
depression of cortical potentials which ushered ie exhaustion 
stage of the shock constituted the third phase, which was very 


variable in duration. 


Striate. A. B. 


mn 45 Sec 


I 2 
A—Simultaneous normal recording m the striate, retrosplenialis granu- 
laris B, parietal 3 and precentralis agranularis areas of R 
B—Same leads, following intravenous injection of metrazol. Figure shows 


transition from Phase 2 to Phase 3 


The final recovery phase was characterized by an appearance 


of slow random waves which increased gradually in amplitude 
and frequency. After 30 minutes or more these merged into the 
normal pattern of cortical activity. Normal frequencies were at 
times superimposed on the slow waves during this period of 
transition. 

Variations in the foregoing sequence of events were common, 
particularly when more than a minimal convulsive dose had been 
given. These variations took many forms, such as repetition of 
the second phase in whole or in part (secondary convulsions), or 


absence of the depressed phase. The time relationships of the 
various phases also varied widely from one experiment to another. 


Proecag. 
| 
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In order to make an accurate correlation between the cortical 
discharges and the movements of the animal during the tonic and 
clonic stages, simultaneous recordings of cortical potentials and 
of leg movements were taken, the latter being recorded by means 
of a photocell. The results so obtained showed that the tonic 
spasm of the animal coincided with the earlier periods of the high 
frequency discharge, and that the clonic stage appeared when these 
discharges had commenced to break up into bursts of spikes, each 


TABLE I. 


CORRELATION BETWEEN THE PHASES OF CorTICAL ACTIVITY AND THE 
PHYSICAL STAGES OF METRAZOL SHOCK. 


Bioelectric phase. Stage of shock. 
LATENT PERIOD. LATENT PERIOD. 
PHASE I: 
Random slow waves and _ occasional “ExcitTep,” “First CLONICc” 
PuHaseE II: 
(a) High frequency discharge....... Tonic STAGE. 


(b) Slowed discharge frequency and 


grouped discharge bursts...... CLonic STAGE. 
PHAsE III: > 
Extreme cortical depression.......... | “EXHAUSTION” or “RECOv- 
PuaseE IV: | ERY” STAGE. 


clonic movement eventually being identified with a burst of spike 
potentials in the cortex (Adrian)* (Kornmiuller)*. (See Table I.) 

Further studies were made of the action of intravenous metra- 
zol on the brain by recording from exposed surfaces of cerebrum, 
thalamus, midbrain and cerebellum, employing the wick type of 
electrode. (Fig. 3.) The discharges of the brain stem and 
cerebellum were of smaller amplitude than those of the cerebral 
cortex, this tendency being noticeable during normal as well as 
abnormal periods. During metrazol shock the onset, change 
of phase and cessation of discharge tended to be simultaneous in 
the regions of the brain under study. In contrast to the relative 
regularity of the spike potentials in the cortex throughout long 
periods of the convulsion, the lower centers frequently showed 
considerable variation in wave form from time to time (cf. Korn- 


——_ 
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Ly 
muller). While at first the lower centers and even different areas 
of the cortex showed considerable independent con, ve activity, 
towards the end of the convulsion all areas discha synchro 
nously, the entire brain appearing to act as one u1 

The characteristic synchronicity of discharge in the two cerebral 
hemispheres tended to be interrupted by a median section through 
the corpus callosum. Similarly a section isolating an area of cortex 
neurologically from the remainder of the brain rupted the 


| 


R Praecag. A. 


Sec. 200 AY. 
WO 
L.Cerebellum. 
Fic. 3.—Simultaneous monopolar recordings from right cortex (area 
precentralis agranularis) and left thalamus, midbrain and cerebellun 
A—Before metrazol. The characteristic 12-15 per ‘second urge of 
area prc. agran. may also be see thalamic and cerebellar recordings 
B—Following intravenous metra All areas are involved in the abnormal 
activity. 
synchronicity of discharge between the isolated area and other 


areas of the cortex. 

A further series of experiments was performed in an attempt 
to determine roughly the extent of the central nervous system 
upon which metrazol exerts its convulsive action. When the brain 
was separated from the spinal cord by a section through the lower 
end of the medulla, the same electrical brain response to intra- 


venous metrazol was obtained from the cortex as in the intact 


animal. In such uncurarized spinal rabbits no convulsive 


move- 
ments were observed, a result which is in agreement with that of 
Schoen. However, Blume® has shown that convulsions can be 
produced by metrazol in the spinal cat. After a section through 


ANY 


il 
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the brain stem just below the inferior colliculi, the animal reacted 
to metrazol by convulsive movements, and the parts of the brain 
above the section still showed their typical electrical response. Simi- 
lar results were obtained following higher sections of the brain 
stem, and finally, following complete neurological isolation of a 
portion of the cerebral cortex from the remainder of the brain. 

Thus with bioelectric and motor manifestations as criteria, there 
is conclusive evidence that metrazol acts on cerebral cortex, thalami, 
midbrain and lower brain stem. Our negative results on the spinal 
rabbit, while confirming those of Schoen, are inconclusive in that 
they may be due to the conditions of the experiments. One can at 
least suggest that the spinal cord is less sensitive to the convulsant 
action of metrazol than are the higher centers. 


B—LOCAL APPLICATION OF METRAZOL TO THE CORTEX. 


In order to study the direct effect of metrazol on cortical ac- 
tivity in the absence of the marked systemic physiological and bio- 
chemical changes associated with its intravenous administration, 
minute quantities of the drug were applied directly to the ex- 
posed cortex, and the resulting changes in cortical potentials were 
recorded. A series of 19 rabbits was used in this portion of the 
work. 

The patterns of electrical activity produced by local applica- 
tion differed somewhat although not fundamentally from those 
induced by intravenous metrazol. Unless the cortex had been 
sensitized by a previous application, the latent period was ap- 
proximately twice as long. Only occasionally was the first phase 
of irregular slow waves present. The second or high frequency 
phase was indistinguishable from that following intravenous 
metrazol. The third or depression phase was of frequent but not 
constant occurrence. The final recovery phase of slow wave 
activity was of shorter duration, lasting about 15 minutes as com- 
pared to the 30 minutes or more following intraveneous metrazol. 

The convulsive discharge spread far beyond the limits of 
diffusion of the locally applied metrazol. The spike-like potentials 
appearing in distant regions increased in amplitude much more 
slowly than at the site of application (Fig. 4). These potentials 
were evidence of facilitation of cortical activity comparable to 
that due to repetitive cortical stimulation by faradic current 
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(Adrian)*. Facilitation occurred not only within the limits of 


sofa 
cytoarchitectonic area but frequently spread to other regions (for 
example, from area striata to regio pari talis or regio pra entralis 
agranularis (Rose)'® sometimes involving the entire hemisphere 
or even extending to the opposite side (Fig. 5) It was found 


Ant. Str. 


Med. Str. 
Post. Str. 


Ant. Str. 


Fic. 4.—Spread of abnormal cortical activity in striate area of 1 , follow- 
ing local application of minute quantity of metrazol to posterior part of striate 
area. 
A—Approx. I min. after applicati 
3—Approx. 3 n after application 
Note simultaneous cessation of phase 2 sence 


of phase 3. Monopolar recording 


that if neurological connections to other areas were severed, the 
activity did not spread beyond the limits of the isolated area. 
“cerveau isolé” preparations (bremer)** in which transe 
the brain stem were made at the midbrain or lower medulla, local 
metrazol applications produced the customary cortical discharges. 

These experiments on the isolated brain and on isolated areas of 
cortex corroborate the findings in similar preparations after intra- 


venous metrazol, which show that metrazol has a local action on 
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the cortex and does not depend on association or projection path- 
ways for its effect on cortical potentials. Furthermore, it is ap- 
parent that this local action of metrazol on the cortex, resembling 
as it does the effect of direct electrical stimulation, is not in any 
way dependent on physiological changes occurring elsewhere in 
the body. 

In contrast to the intravenous injection experiments, where all 
areas of the cortex appeared equally able to participate in the shock 


A. $00 B. 


Fic. 5.—Electrical activity following application of minute quantity of 
metrazol to left striatum of rabbit. 


A—20 sec. after application, showing abnormal discharge in L. striate area. 

B—Showing spread to areas left precentralis agranularis and to right 
striate and precentralis agranularis approximately 30 sec. later. Monopolar 
recordings. 


disturbance, it appeared from the local application experiments 
that certain areas would respond more readily than others. The 
sensory cortex (area striata, regio parietalis, etc.) of the rabbit 
was more sensitive to the action of local metrazol than was the 
motor cortex (przcentralis agranularis). Applications of metra- 
zol to the thalamus and midbrain on removal of the ipsilateral 
cerebral hemisphere did not elicit any bioelectric response, nor did 
injections of small quantities (0.1 cc.) of Io per cent metrazol into 
the substance of thalamus, hypothalamus and midbrain. In one 
experiment, metrazol applied locally to the motor cortex produced 
unmistakable spike potentials in the thalamus as well. In general, 
however, only intravenous administration of a larger than minimal 
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convulsive dose was found to be effective in such preparations. In 
view of the fact that Kornmiiller * has induced more or less typical 
bioelectric responses in the thalamus by injection of met: | into 
this portion of the brain, one must assume that all these higher 
centers may be capable of initiating to a greater or lesser degree 
the typical response to a convulsive dru 


) 


CorTICAL POTENTIA INSULIN S 


(This work has been reported briefly in preliminary papers * 2) 

The study of insulin shock in the rabbit by means of the cortical 
potentials was not as productive as in the cas« 
far as could be determined insulin has no direct action on the brain 
potentials ; its effect is apparently an indirect one associated with 
the systemic hypoglycemic response. Furthermore, the bioelectric 
changes in the cortex are not specific for insulit hey resemble, 
and indeed may be identical with the responses to many other 
agencies which cause a dé 

Insulin was administered subcutaneously to rabbit hich had 
fasted for 24 hours. The dosage was 3 units of insulin per kilo 
of body weight. The effect on 1 ortical potentials was to cause 
a gradual increase in the slow wave activity as the hypoglycemia 
progressed. Slow wave activity was well established when the 
blood sugar (true glucose id decreased to approximately 
50 mg. per cent. Occasionally, short bursts of localized low poten 
tial spikes were recorded from the animal's cortex, during this 
pre-convulsive period. 

Onset of the actual convulsion was not preceded by any signifi 
cant cortical potential changes similar to those seen, for example, 
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vulsion. During the convulsion the recordings appeared to be 
almost entirely artefactual. It was found that curare could not 
be used to immobilize the preparations during the convulsion 
stage. This drug inhibited the hypoglycemic action of insulin, 
causing an increase in the blood sugar level 

Immediately following the convulsion there was a short period 
of depression of cortical potentials, usually lasting less than a 


* Determined on an 0.3 cc. blood sample by the method of Herbert and 
Bourne, using a modified Shafer-Hartman reagent (Harding and Downs). 
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minute. Slow waves similar to those seen prior to the convulsion 
then appeared, persisting until another convulsion took place. 
This cycle of events could recur several times following a single 
injection of insulin. This we attributed to variations in the blood 
sugar level which we observed, due probably to a release of glu- 
cose from the liver following the sympathetic activity associated 
with the convulsions. If at any time sufficient glucose were in- 
jected intravenously to raise the blood sugar to above 50 mg. per 
cent, the abnormal waves were replaced by normal frequencies as 
long as that level of blood sugar was maintained. 

The studies made to date on the bioelectric activity of the brain 
associated with insulin shock are very incomplete. Further in- 
vestigations must be undertaken to determine the reaction of the 
various parts of the central nervous system to insulin hypoglycemia, 
especially during the period of convulsive activity. As is ap- 
parent, difficulties are inherent in the study of the effects of 
insulin hypoglycemia on the brain in the absence of systemic 
changes, a procedure which is possible with metrazol by means of 
local application. 


DISCUSSION. 


The bioelectric responses of the brain to metrazol are very 
similar to those resulting from experimental neuronal stimulation 
by other convulsant drugs, or by faradic current. Ordinarily 
such bioelectric activity occurs only in certain pathological stages, 
such as grand mal epileptic attacks. However, the study of such 
activity is not without importance, since, as Adrian * observes, 
“the (abnormal electrical) reactions illustrate properties of the 
cortical neurones which may play some part in the normal working 
of the brain and must certainly do so in pathological conditions.” 
If the abnormal electrical potential patterns resulting from metra- 
zol reflect the nature of the cerebral response just as they do under 
other experimental conditions, then an interpretation of these 
responses may be attempted in the light of earlier studies of normal 
and abnormal neuronal activity. 

According to Hildebrandt,'* metrazol is classified with the cen- 
tral convulsant drugs. Although a camphor derivative, it bears but 
slight pharmacological relationship to camphor, since it has no 
central or peripheral paralyzing action. In this respect it re- 
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sembles picrotoxin and, like it, can produce almost pure excitation. 
Experimental evidence would indicate that metrazol has a wide- 
spread action on the central nervous system, the spinal cord being 
less sensitive to its convulsant action than the higher centres. 
Although denied by Hildebrandt, it has been suggested by Dean ‘ 
that afferent impulses enhance its action. The effect of intra- 
venous metrazol might be compared to that of widespread electrical 
stimulation of the brain. 

The significance of the bioelectric responses seen in the various 
phases of metrazol shock can best be discussed phase by phase. 


The “startle” reaction, which appears before the drug has reached 


the brain, is not a specific response to metrazol ; it is due to handling 
of the animal and may result from frightening or startling by any 


means. It is comparable to suppression of alpha activity in the 
human by afferent stimulation, and is probably a desynchronization 
of neuronal activity. 
Phase I.—This phase corresponds to the precipitatin; 

the physical metrazol convulsion. It commences with the arrival 
of the metrazol at the brain. The mode of production of the ir- 
regular slow waves occurring in this phase is uncertain, but they 
may be electrotonic swings of potential resulting from a pre- 
convulsive action of the drug.‘* The random small and large 


g ll and 
spikes frequently superimposed on the slow waves suggest that 
synchronous discharge of small groups of neurones has already 
commenced before summation and facilitation have had time to 
produce the widespread and orderly synchronicity of the second 


phase. 

Phase II.—This coincides with the tonic and later with the 
clonic stages of the physical convulsion. In the preceding phase 
priming by summation has, no doubt begun on an extensive scale, 
so that now in this second phase the neurones fire off repeatedly 
in unison. The fundamental processes involved are more evident 
in records taken when metrazol is applied locally to limited areas 
of cortex. Due to facilitation of neighboring neurones the dis- 


charge occurs in increasingly large numbers of cells. The activity 
of the neighboring neurones in turn influences that in the initiating 
area, resulting in great regularity and synchronicity of the spike 
potentials. In such records the spread of the activity to distant 
areas, and the slow regular increment in the amplitude of the 
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spikes can easily be seen (Fig. 4). These phenomena appear to 
be identical with those which occur as a result of local faradiza- 
tion of the cortex (vide Adrian). With intravenous metrazol 
a spreading facilitation is not so apparent, since the drug can act 
on all parts of the central nervous system almost at once, although 
evidence of facilitation can usually be recognized at any given 
point. Later in the second phase the spike potentials tend to 
reduce in frequency and finally to break up into isolated bursts, 
which resemble strikingly the after-discharges seen following ces- 
sation of faradic stimulation of the cortex. Adrian stresses the 
importance of the previous repetitive activity of the neurones as 
being a major factor in the formation of these highly synchronous 
discharges. The quiescent periods between the bursts appear 
to be evidence of a depression of excitability, such as is known to 
occur following repetitive stimulation of neurones (Fulton).'% 
As would be expected following intravenous convulsants, this de- 
pression of excitability (seen in our records as an isoelectric 
period) is widespread. When it passes off, the first activity at any 
point fires off large areas of cortex. Such alternate periods of 
depression and of large spike potentials frequently recur with 
great regularity. 

Despite the similarity of the responses, there exists a funda- 
mental difference between electrical and chemical stimulation of 
the brain. When the former is employed the stimulus may be with- 
drawn at any time, although reaction may persist as an after-dis- 
charge following this withdrawal. On the other hand, a con- 
vulsant drug cannot be withdrawn, but rather must remain in some 
unknown (albeit undoubtedly reduced) concentration in the peri- 
neuronal tissues even after cessation of convulsive activity. Just 
how its continued presence influences the duration and character 
of the various phases is not yet known, but it may be assumed 
that it does so to some degree. The occasional appearance of 
secondary or repeated shocks even after several minutes of de- 
pression is probably due in part to residual metrazol in the brain 
tissue. 

Phase I]].—With final disappearance of the large spike poten- 
tials there usually appears a brief stage of depressed activity, prob- 
ably due to depressed excitability. This constitutes the third phase, 
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and corresponds to the early part of the rest or exhaustion stage 
of the physical shock. 

Phase IV.—Gradually the slow waves of the fourth phase ap- 
pear. Their mode of production is uncertain, although they may 
be electrotonic in nature. The slow waves present during sleep, 


ether anesthesia, hypoglycemia or following compression of corti- 
cal tissue are very similar, and are thought to be indicative of de- 


pressed neurones or cells which can do no useful work (Walter)." 
Before the period of slow waves is over, evidence of returning 
normal function of some neurones is apparent. Normal fre- 
quencies are occasionally seen in this transition period, super- 
imposed on the slow waves. It seems probable that the normal 
frequencies are produced by cells which had contributed earlier 
to the slow wave activity, but have recovered at a slightly more 
rapid rate. 

Although the administration of metrazol causes profound physio- 
logical and biochemical changes in the body, as was shown in the 
studies of Lougheed and Hall, the bioelectric responses of the 
brain do not depend primarily on these changes. These bioelectric 


responses retain their characteristic form in the curarized prepara- 
tion, where the chemical state of the blood tends to remain more 
constant during the shock, and also in the case of local irritation of 
the cortex by metrazol, when systemic changes cannot be observed. 


It would seem, then, that the somatic and visceral changes which 
follow intravenous metrazol in the intact animal are the result, 
rather than the cause, of the brain’s abnormal activity. Just as the 
convulsive movements are somatic manifestations of the cerebral 
activity, so the associated visceral changes may be but autonomic 
manifestations of the same phenomenon, due to direct or indirect 
involvement of central autonomic mechanisms. One may assume 
that these visceral and other changes modify the _bioelectric 
responses of the brain to some extent, even if the method of 
such interaction is not yet known. 

The experiments of Leibel and Hall? show that the so-called 
autonomic drugs exert a profound effect on the action of metrazol. 
For example, adrenalin, in pharmacological doses, not only lowers 
the convulsive threshold of the central nervous system to the drug, 
but also converts a normal convulsive dose into a fatal one. On 
the other hand atropinization, while it alters the convulsive 
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threshold very little, permits injection of normally lethal doses into 
animals without fatal results. Although these experiments might 
be interpreted to indicate the importance of the autonomic system 
in metrazol shock, it is not yet clear what role it plays either in the 
shock itself or in the therapeutic value of the shock treatment 
(See Gellhorn ).** 

In spite of the fact that the brain can exhibit but a limited 
number of bioelectric responses to an almost unlimited number of 
widely different agents, the pharmacological characteristics of any 
agent do determine to a very great degree the nature of the 
response. Insulin is widely different in its action from metrazol. 
The former produces hypoglycemia (in contrast to the hyper- 
glycemia due to metrazol) and this apparently deprives the brain 
of fuel for its normal oxida ive processes. The convulsant action 
of metrazol, on the other hand, probably raises the metabolic needs 
of the neurones far beyond their possible immediate fulfilment. 
While these are two fundamentally different methods of inter- 
fering with neuronal metabolism, it is of possible interest that 
both methods eventually produce neuronal depression, with its 
attendant slow wave activity. In the former case it may be 
a direct result of hypoglycemia, whereas in the latter it is prob- 
ably an end-result of the intense neuronal discharge. 

The site of origin of the convulsive activity which frequently 
occurs in insulin shock has not yet been definitely established. 
The intense cortical activity during metrazol shock would indicate 
that here the cortex is an important factor in causing a typical 
seizure. With insulin, however, there is no unusual cortical 
activity immediately before a convulsion, other than the slow waves 
which one associates with neuronal depression or coma. It must 
be admitted that the entire brain is in a uniformly low sugar en- 
vironment, and that under these conditions it might explode into 
abnormal activity in a widespread manner. In this event a convul- 
sion might not be preceded by significant cortical frequencies. 
There is a possibility, however, that the insulin convulsion might 
be caused by a purely sub-cortical disturbance. Experimental 
and clinical evidence of other workers would tend to bear this 
out.1* It is known that these lower centres may initiate a con- 
vulsion, as when metrazol is injected into a thalamic preparation. 
If this is the case, the cortex need take no part in the actual 
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convulsion except to the extent that it is no longer in a condition 
to exert an inhibiting influen n the lower centres. We believe 
that this aspect of the problem warrants futur 


ST MMA » ( 


(1) The bioelectric potentials from the brain of the rabbit 
have been studied during metrazol and insulin shock. Insulin. 
administered subcutaneously, causes a marked increase in the 
slow wave activity during the coma stag Cortical potentials 
during the convulsions are masked by the potential artefacts caused 
by the violent movements xcept for a few cases of localized 
spike potentials recorded fro: ortex during the p1 nvulsive 
stage, no characteristic cortical potentials ar en immediately 
preceding the convulsion. 

(2) The potentials recorded from the cortex following a shock 


injection of metrazol may 
phases are correlated with the various stages of the physical shock 

(3) Thalamus, midbrain and cerebellum show 
cal activity during metrazol 

(4) Sections at various levels in the central nervous system show 
that the electrical response in the cortex due to the action of 
metrazol, is not primarily dependent on the severed pathways. 
Characteristic shock potential sequences may even be recorded 
from small areas of neurologically isolated cortical tissu ‘he 
physical shock, on the other hand, is altered profoundly by these 
neurological sections. 

(5) Minute quantities of metrazol, applied locally to discrete 
areas of the cortex of the rabbit, initiate a bioelectric response 
which, although much more localized, resembles closely that seen 


following intravenous injection. This activity may spread to other 


cortical or even sub-cortical areas, presumably by 
(6) An attempt is made t ; 

metrazol on the brain, on the basis of what is alreadv known 

regarding the effects of faradic stimulation of the cortex 
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THE EFFECT OF METRAZOL ADMINISTRATION ON 
PROLONGED REFUSAL OF FOOD IN THE 
PSYCHOSES.* 
By SERGE ANDROP, M.D., CAToNsvILLE, Mp. 


At the present stage of metrazol therapy its modus operandi is 
still essentially unknown. Von Meduna believes? “it is possible 
to theorize that the medullary irritation with resultant respiratory, 
vasomotor and autonomic responses is the basis of the metrazol 
convulsive therapy.” However, in the same article another aspect 
of the treatment is mentioned: “The anxiety of the patient against 
the treatment is frequently mentioned by various workers; the 
reasons are numerous. As inner causes there are the feelings of 
impending death and sudden annihilation during the phase of the 
aura.”’ And although Von Meduna and Friedman! feel that such 
expressions as “to frighten a patient to his senses’ or “to scare 
the devil out of him,” ought not to be employed in scientific dis- 
cussions” of the action of metrazol, they are not in complete accord 
with many workers who are attempting to eliminate the significance 
of the aura, admitting that “it is not known what particular phase 
of this therapeutic convulsive syndrome plays the important role 
in producing remissive changes in the psychotic organism. It is 
not altogether excluded that this anxiety and fear might possibly 
be just as important as other phases of the convulsion. In line with 
this are the experiences of one of us with camphor routine. Bene- 
ficial effects with this drug have been noted without actual motor 
phenomena and with the predominant features of anxiety mounting 
to panic.” And again: “psychiatrists have repeatedly stated that 
if a patient is threatened with death and annihilation, all the 
‘imaginary’ symptoms will disappear.” 

In my own experience with this method of treatment, I was 
greatly impressed with the features of fear, anxiety and appre- 
hension in a gr*at number of my patients. Arguing against the 
treatment, begging to be excused, hiding under beds and in closets, 
threatening and actual physical resistance were common, and in 


* From the Spring Grove Hospital, Catonsville, Md. 
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most instances fear was given as the reason. We recorded the 
pulse of the patients both while on the ward, not anticipating the 
treatment, and later when they saw the preparations for the injec- 
tion, and a rapid rise ranging from 10 to 32 beats per minute was 
often noted. Several of my patients promised to go to work and 
do other things they had refused to do, and to accede to certain 
prohibitions if the treatment were discontinued. A schizophrenic, 
mute for several years, talked every time he was taken to the treat- 
ment room, begging and p1 ing to talk if the treatment was 
omitted, only to lapse into mutism when back on the ward. From 
these experiences originated the idea of inducing or compelling 


self-starving patients to break their f; 
the administration of metrazol 


CAS REPO! 

Case 1.—A. S., age 53, cashi ried, admitt N ber 27, 1935, after 
eight months in a private sanit m. He v igitated, depressed, unable to 
work, cried a great deal, thought that other men were better tl he; he was 
impotent during the past year ld not sleep, | his wife’ 1 daughter’s 
voices; he was indecisive, poorly irished with food phobia and could not 
“understand this eating business He believed he offended or harmed his 
family or the physician or sinned en he ate, and refused all food for long 
periods, necessitating tube feedin; t at times he would steal {1 when no 
one was looking. He made seve s attempts at suicide. He v given 
a course of insulin in June, 1937, with no improvement. In February, 1938, 
a course of antuitrin-S was given intramuscularly with no improvement. 
Patient refused to eat for two months, and we began the administration of 
metrazol in May, 1938, with 4 « mpleting it on Jul 1938, with C.c., 
obtaining one slight and nine severe reactions. After the first reaction the 
patient remained in bed with backache for ove: week, he began to eat, 
cleared up mentally and was paroled. He |! 1 clear insight into his illness, 
has secured a position, and can be nsidered as completely recovered. He 
has been wearing a corset for the past year and an X-ray a year after 
treatment shows a compression fracture of the eighth thoracic vertebra. For 
lack of space I shall not give the results of our orthopedic and neurologic 
examination which I shall present fully in another commu ation. Our 
original aim in giving metrazol to this patient was to break his fast and 
induce him to resume eating, and this proved successful 

CasE 2—F. C., age 23, single, high school graduate, farmer, admitted 
May 21, 1938, when he was picked up in a confused state with a quantity 
of silverware in his possession, and uld not give an account of himself 


except to say that he was from South Carolina. It was later learned that 
he had been a patient in a South Carolina State Hospital for a year in 1932. 
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On admission he was disoriented, negativistic, grimacing, seclusive, uncom- 
municative, mute for long periods. He refused food, was spoon-fed with 
difficulty for some time, and it became necessary to start tube feedings July 8, 
1938. He lost weight rapidly. On August 20 we began metrazol treatment, 
ending September 5, obtaining five reactions in 12 treatments. The patient 
struggled each time against the administration of the drug, and finally he 
promised to eat if the treatment were discontinued. However, it was 
necessary for the first several days thereafter for the physician to come to 
the dining: room with a loaded syringe, otherwise the patient would not eat. 
He then began to eat ravenously, and after gaining considerable weight and 
strength, eloped, arriving safely home in South Carolina. There was slight 
improvement in his mental state. The aim in forcing the patient to eat by 
the administration of metrazol, after his physical condition became alarming, 
was successfully achieved. In March, 1939, the patient was again found 
wandering through Maryland. His mental condition had declined in the 
past six months. He stated that he greatly feared and hated both the treat- 
ments and the tube feeding, but that he could have continued with the tube 
feedings, but that the fear of the metrazol treatments compelled him to 
resume eating. 


CAsE 3.—G. N., age 40, married, steel worker, admitted April 3, 1936, 
claimed that he had had a “nervous stomach” for two years, that his work 
was too much for him; he was worried, thought he was inferior, believed 
his fellow workers hated him, had visual hallucinations, was afraid of people, 
and kept a gun under his pillow. He was vague, apathetic, preoccupied and 
stuporous. He was given a course of insulin in 1937 with no results. In 
February, 1938, he refused to eat, and metrazol was administered, 17 reactions 
resulting. The patient then began to eat, gained weight and eloped to his 
sister's home in Virginia in April, 1938. In August, 1938, he was admitted 
to Eastern State Hospital, and when he was returned to us he was refusing 
food and was tube fed until December. Metrazol was then once more 
resorted to, and he started eating after six injections and continued to eat 
for three weeks, again refusing food but resuming eating after two more 
injections. In February, 1939, he stopped eating, but after two injections 
resumed and continued eating ravenously, gaining in weight and strength, 
and again eloping in April. He stopped eating at home in June, and was 
again returned to the hospital. This patient expressed a great dislike and 
fear for the drug, and would eat in order to avoid its administration. In 
this case five times within a year metrazol proved successful in inducing the 
patient to eat after prolonged refusal of all food and water. 


Case 4.—A. C., age 44, single, peddler, admitted July 6, 1938, with para- 
noid delusions against his family and friends, believing that he was being 
persecuted, that his people wanted to ruin him because of his religious beliefs, 
that his mother wanted to poison him. He was preoccupied, assumed the 
same position for hours, entertained auditory hallucinations. He refused to 
eat, giving various reasons at different times: because the food was not 
kosher, because it did not agree with him, because it was not his own, and 
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that the treatment was to help him to eat, and that as soon as he 
ate, the treatment would stop. Case 4 stated that “the doctor’s voice 
told hiin to eat, and that was stronger than the ‘hospital voice’ 
which tald him not to eat.” Case 2 promised to eat when confronted 
with the treatment, but when the threat was removed, he again 
refused. Again it is emphasized that in the majority of the cases 
presented, the effect of the treatment, although pronounced, was 
only transient, the patients lapsing into their original condition of 
refusing food, and a renewal of the treatment became necessary. 


SUMMARY. 


1. Four cases are presented in which metrazol therapy was suc- 
cessful in inducing a resumption of eating after prolonged refusal 
of food. 

2. Fear, anxiety and apprehension play a determining role in 
the treatment with metrazol of obstinate refusal of food in the 
psychoses. 

BIBLIOGRAPHY. 
1. Meduna, Laszlo, and Friedman, Emerick: The convulsive irritative 
therapy of the psychoses. J. A. M. A., 112: 501-509, Feb. 11, 1939. 
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UNSUCCESSFUL SEX ADJUSTMENT IN MARRIAGE.* 


Moperator DR. S. BERNARD WORTIS, New York City. 

Dr. S. BERNARD WonrrtTis, opening the discussions said: I have 
purposely arranged to have representatives of many fields of 
thought give us their opinions concerning these problems. We 
will hear tonight from the endocrinologist, the gynecologist, the 
urologist, the anthropologist, the marriage counsellor and the psy- 
chiatrist. I had invited to this meeting representatives of the vari- 
ous religions, but unfortunately they were not able to attend. 

The more one deals with problems of sexual maladjustment, 
the more one realizes that these are not the province of any one 
specialist alone. In this field, certainly, we need the united efforts 
of many branches of the biological and the psychological sciences. 

The first speaker, representing the endocrinologists, is Dr. Allen 
T. Kenyon who is working in the department of medicine of the 
University of Chicago. Dr. Kenyon has done outstanding work 
in the endocrinological aspects of sexuality and has especially 
been concerned with the androgens and estrogens. 

Dr. ALLEN T. Kenyon: Since my own thoughts have largely been con- 
cerned with the properties of androgenic hormones in the male, I must 
take the liberty of discussing only a minute phase of your very broad subject. 
Certainly this group would insist at the outset, and I would agree, that 
endocrinological defects are not the sole cause of deficiency in sexual desire 
and potency in the male. Indeed we have all seen eunuchoids with very 
imperfectly developed secondary sex characters, small genitalia and practi- 
cally no prostate who have maintained an active and apparently satis- 
factory marital life. The question of real importance here is whether endo- 
crine defect has anything at all to do with that vast group of men who 
appear perfectly normal and yet fail in sexual performance. I shall be so 
bold as to say that I believe that this point is insufficiently explored. When 
once well established, hair growth and voice are no longer sensitive indi- 
cators of the amounts of circulating androgens and prostatic size means 
little if the previous mass of this organ in the patient is unknown. A decline 
in testicular secretion below the level to which the organism has been 
accustomed may therefore be of importance and be easily overlooked. Assays 


* Report of a round table discussion held at the ninety-fifth annual meeting 
of The American Psychiatric Association, Chicago, Illinois, May 8-12, 1939. 
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of urine for androgenic materials u t et been widely applied in 
this problem, and their potentia Ss ned t seems 
to me is the next step. 

In the eunuchoid, testosterone proj ate, in addition to increasing the 
size of the penis and of the prostate, causing growth of body hair and 
deepening the voice, has oftentir 1 powerful effect increasing sexual 
desire and frequency of erections. The degree of these latter responses 
seems to be greatly qualified by individual differences in threshold which 
we may assume are partly detern 1 by the individual nervous system 
While normal men, whose natural load of androgens is already high, seem 
less sensitive to these erotogenic properties testost e propionate, it 
does not follow that no such res] may ever be elicited. Indeed we have 
recently found that the nitroge: phorus and salt retaining properties 
of testosterone propionate can be well observed in normal men. Accord- 
ingly I should expect that granted a suitably sensitive nervous system 
even endocrinologically sound men may well respond to a | androgens 
by increased sexual desire and potency and that certain psycl gical handi- 
caps to healthy sexual function may | verbor1 Our own data llected 
with the collaboration of Dr. Car iel of your a lation, t ther with 
that of others, is as yet too meager to warrant tat nt this point 
Thus far normal appearing men wit nipaired xual desi capacity 


for intercourse may or may not be benefited by androgen treatment. Whether 
the successes are due to suggestio1 the failures to inadequat ize cann 
now be answered. 

We have thus outlined only one ble rse through the labyrintl 
uncertainties of a very small phase of your problem. I shall therefore close, 
the evening’s first example of the “Ariadne complex.’ 

Dr. Wortis: Dr. Earl T. Engle is research director of the 
National Committee on Maternal Health in New York City. He 
has been in large part responsible for the planning, on a wide, care 
ful and sensible foundation, of the research work in problems of 
human sterility and fertility that this committee has been interested 
in. He is also an endocrinologist and an anatomist connected with 
the Columbia University College of Physicians and Surgeons in 
New York City. 

Dr. Eart T. ENGLE: To confirm the la peaker, I wish to emphasize 
the need of research in this field as we are totally and absolutely ignorant 
of the role of estrogens and androgens and their effects on the personality 
structure. All we know is that hormo: ire essential to reproduction 

Dr. Wortis: In this country the man who has devoted his life 
to the elucidation of problems of sex has been Dr. Robert L. Dick 
inson of New York City. He is a gynecologist of note whose Atlas 
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of Human Sex Anatomy is known to all of you. In his unavoidable 
absence I will read a short abstract of his views. 


Dr. Rosert L. Dickinson: I wish to emphasize the necessity of including 
a careful physical study in any research program on sex. In five of the six 
main studies of sex life so far published, as well as in the great mass of 
Freudian evidence, deliberate refusal or evasion to secure anatomical findings 
has been conspicuous. 

The answer to sweeping denials of any considerable proportion of physical 
maladjustments is my Atlas. Here history with human sex anatomy are 
correlated with the drawing to scale of the vulva or the elasticity of the 
hymen tied to the record. Here the otherwise unbelievable disproportion 
of piston and passage are shown. A single diagram suffices to make clear 
that a third part of the contents of a bone encased cavity must make room 
for swift thrusting, then for sudden collapse. 

Happily, I have been able to instigate sense of proportion into three of 
the present sex studies. George Henry’s homosexual inquiry has x-rays 
of skull, chest and pelvis and full physical and genital examination of the 
men and women. The valuable Landis study has D’Esopo’s pelvic records. 
The important Kelly follow-up has James Raglan Mill as counsellor on 
gynecologic findings. 

It goes without saying that physical findings are so easily brought out 
that undue stress is likely to be laid on mere structure. The complicated 
and difficult analysis of psychological factors is of major import in almost 
any problem. But avoidance of complete study is not excusable. 

Dr. Wortis: Dr. Max Mayer of New York City has been 
devoting his efforts for many years to a study of the problems of 
frigidity, sterility and dyspareunia at the Mt. Sinai Hospital in 
New York City. His unusually broad training in obstetrics and 
gynecology and in psychoanalysis have particularly equipped him to 
deal with problems in this field. 


Dr. Max Mayer: A good percentage of cases of marital maladjustment 
come to the gynecologists. The barriers against discussing such matters 
are down and gynecological symptoms are often projected to the genital 
zone. My own experience has been that only a minority of patients approach 
the problem directly. The complaints may take the form of conversion 
symptoms, of anxiety states, or the over-evaluation of existing gynecological 
conditions used consciously or unconsciously as an excuse. 

The gynecologist must be willing to realize that the presenting symptom 
is not of necessity the most important. He must be willing to listen, to 
evaluate and to obtain a history that can be reconstructed into a dynamic 
biography. 

In the diagnosis there must be: 


1. A diagnosis of the situation. 
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2. A diagnosis of the individual. Are we dealing with a factual situation 
or with a deep-seated neurosis or a psychosis 

3. A diagnosis of the partner 

4. A diagnosis of therapeutic resources 


In the management of the cases we must evaluate the situati 
organize the problem and organize our objectives. Above all, tl 
must be extremely modest in his estimate of what can bi 
The primary consideration is care not to do harm under any ci 
Great patience is necessary in the reservation of judgment and all 


be avoided. 


In a simple situation involving the use of gynecological technique and 
common sense, the gynecologist may be in an extremely advantageous 
position. This is particularly true if in addition he has some training in 
this line of work, a knowledge of his own limitations and a willingness to 
cooperate with specialists in psychotherapy as well as a recognition of the 


importance of anxiety as the root of many problems 


Dr. Wortis: Dr. Robert Hotchkiss of New York University 


is a urologist who has done much research in huma 


n sperm biology. 


Dr. Ropert HotcHkiss: The otherwise well adjusted male who develops 
impotence is most apt to consult first his family physician or a urologist. 
The first confidant has certain advantages that are often difficult t nfer 
to subsequent consultants. 

The role of an organic lesion of the genital apparatus as it influences the 
sexual function, is likely to be under-emphasized by the neurologist and 
psychiatrist and and exaggerated by the urologist. All will 
certain congenital and endocrinal faults seriously impair the sexual function. 
These defects are quite obvious, and as a rule cause no controversy. Other 
hidden abnormalities produce lesions which are apparent only upon detailed 


urological examination. For example, a urethral stricture may exist which 
is not appreciated until an instrument is passed into that canal. Posterior 
to this obstruction there may be marked inflammation of urethra and prostate. 
Definite prostatitis and seminal vesticulitis may be disclosed only by rectal 


digital palpation and microscopic examination of the expressed secretions 
The complaint of premature ejaculation is sometimes found to be associated 
with old inflammatory lesions or new growths about the verumontanum. 
It becomes the objective of the urologist to determine what part these lesions 
have, or now play, in the development of the sexual disorder. If the urolo- 
gist acts as a consultant and finds no demonstrable abnormalities in the 
genital structures, his participation in the case should then cease, but being 
the first man consulted, the whole problem may be presented to him for solu- 
tion. It is here that he runs the greatest risk of mismanagement. Psycho- 
therapy is essentially foreign to his routine practices; whereas, it is the 
routine work of a psychiatrist. The urologist may not recognize fundamental 
and serious psychoses of which impotence is but a presenting symptom 


However, certain situations can be handled with encouragement and the 
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correction of misconceptions and faulty knowledge on the part of the 
patient. In dealing with this subject we are concerned with the question, 
who is best qualified to treat? As a urologist I ask whether a psychiatrist 
may do harm by unfolding or disclosing a complex mental disturbance to 
an otherwise well adjusted man complaining only of impotence; and finally, 
do too many consultants destroy the confidential relationship between patient 
and physician? 


Dr. Wortis: Dr. Ernest W. Burgess, Professor of Sociology 
of Chicago University, needs no introduction to any psychiatric or 
sociologic group. 


Dr. Ernest W. Burcess: Terman’s study “Psychological Factors in 
Marital Adjustment” attempted to analyze the factors making for happiness 
in marriage as revealed through the study of several hundred married 
couples in California. The most important factors were (1) conflicts in 
childhood; (2) over-attachment to a parent; (3) discipline in childhood; 
(4) cultural differences between the married partners. These factors all 
loom larger than the actual sexual adjustment itself. The part played by 
economics is a relative one—not the amount of money, but the attitude 
toward money which the couple has is most important, and finally it is 
the woman rather than the man who makes the adjustment. 

I indicated in my studies made in 1931 on predicting adjustment in mar- 
riage of couples living in the State of Illinois who had been married one to 
six years, economically in the middle class group, and half of whom had 
college educations, the following important factors: 

1. The happiness of the parents in marriage was a most significant factor, 
indicating the possibility of a happy marriage for the persons involved. 

2. The more closely young people were attached to their parents, the 
more likely they were to have success in marriage later in life. 

3. Children belonging. to families of more than four children had more 
success in marriage. 

4. Marriages of oldest children or youngest children were likely to be 
less successful. 

5. There was a factor of the impress of the cultural background that 
seemed important. The more similar the backgrounds, the more opportunity 
there was for success in any particular marriage. 

6. The more education people had, the greater possibility they had for suc- 
cess in marriage. 

7. Those couples who were married in church or in synagogue had a 
greater success than those who were married without religious ritual. 

8. Economic factors were of some importance. Those couples with mod- 
erate incomes had the most success in marriage. A preceding regular work 
record was a favorable sign. 

There were many other factors that I evaluated, including the relation 
of occupation and career to marriage success, length of acquaintance of 
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some of our schools, is actually more helpful than these street-corner oppor- 
tunities for the exchange of sexual facts and fancies, coming as they do, at 
the age when the average child is interested in this topic. 

In our culture it is expected of the male to take the lead. His sex 
interests and sex pace are more readily initiated. He is still considered the 
protector and despite all that is said about career women and the equality 
of the sexes, the woman in our culture must be able to respect the man 
with whom she lives in order to get along with him harmoniously. The 
inadequate, timid male may be expected to have more difficulty in making 
a satisfactory sex adjustment than his relatively more forceful, self-assertive 
brother. 

In our experiments we have been able to redirect the play interests of 
timid boys who have been overprotected. In a relatively short time these 
children, who had wanted to be girls and play girls’ games, were able to 
develop interests in active, competitive sports after they had learned that 
they had been scaring themselves by constantly anticipating being hurt 
whenever they thought of engaging in boys’ sports. The acceptance of the 
full realization that it was not the game itself, but their own timidity, which 
was responsible for their desire to avoid active rivalry, was essential in 
the process of redirection. This material indicates that the problems of 
sexual adjustment are contained in the larger setting of personality diffi- 
culties. Perhaps with our particular scientific and cultural interest we are 
emphasizing too much the topic of sexual maladjustment and losing sight 
of its larger frame of reference, namely, that of its personality setting. 

Finally, it may be reemphasized that in considering sexual behavior, we 
must become more and more aware that we are thinking in more complex 
terms than those of hormones and structural-physiological data. Our col- 
leagues who deal with these factors have been very modest in their state- 
ments. Let us also be discreet and discuss our own findings in terms of 
personal relationships. Our contribution as child psychiatrists may best 
consist of studying those factors which help to direct these human relation- 
ships toward mature, adult patterns of behavior. It is my belief that in such 
future studies there will be found a greater degree of plasticity in the 
formation and direction of these early relationships than we have been led 
to believe by the dogmatic statements of the past. 

Dr. Wortis: The two outstanding European medical men who 
helped to throw light on the problems of sex were Sigmund Freud 
of Vienna and Havelock Ellis of England. The next speaker, 
Dr. Sandor Lorand of New York City, is a psychoanalyst 
who has been especially interested in problems of sexual impotence. 

Dr. SANDOR LorAND: Sexual maladjustment of marriage partners may 
be the cause of many difficulties which may not only lead to the breaking 
up of the marriage but may also create various neurotic difficulties. The 


ability to have a happy sexual life is parallel to a happy outlook and adjust- 
ment to reality situations. 
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stances sex relationship carries a traumatic charge to her 
The second group, those whose sexual difficulties lead 1 
hood experiences, find that the difficulties are chiefly caus¢ 
of a strong early childhood attachment to the parents wl 
“CEdipus complex.” This complex is a result of the stt 
the little boy to mother and is helped very often by tl 
mother who hampers the independer of the little boy 
the father this fixation is nurtured by the development 
between the boy and mother. Or in the little girl an over stt 
in early childhood to the father may be carried over un 
life and may create sexual disturbances in marriage: th 


somewhat a father to the wife and the wife is, to an extent 


the husband (at least in the unconscious) 


Early childhood intensive masturbation carries to a degt 


guilt since it represents revolt against adult authority. Ar 
guilt is carried over to the whole problem of sex and ple 
This too may interfere with the proper sexual adjustment 

In general, impotence and frigidity can be looked upon 
symptoms where mental and emotional cor 
toms. As such they can be favorably treated and influenced by 
particularly psychoanalysis. 


Dr. Wortis: 
Alexandra Adler of 
York, Dr. Grace Baker of Johns Hopkins and Mrs 
of Philadelphia. 


Dr. ALEXANDRA ADLER: 
definite statement whether two people are well or poorly ad 
It seems to be rather a matter of opinion and the opinion of 


concerned may be contradictory to that of other persons 
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treme example, I had an opportunity to examine a transvestite, a young 
man 30 years of age, a clerk, who wore hidden under his coat a long braid 
of his hair. He also wore women’s underwear. He had been educated as 
if he were a girl by a mother who very much regretted that her only child 
was a boy and not a girl. After the death of his mother he married a 
woman I5 years older than himself who apparently replaced the mother for 
him. They slept in the same bed, kissed each other, but never came to sexual 
intercourse. Still, both were periectly happy and felt very well adjusted 
sexually. His perversion was discovered by chance and, after having lost 
his job, he tried to commit suicide and was put under observation. They 
were adjusted to each other though not to the community. 

It has been stressed during this discussion that sexual adjustment in 
marriage has to be taken as an expression of the personality development 
and not as a primary factor. Every marriage counsellor ought to keep this 
in mind, and I feel urged to point out that still many mistakes are being 
made in this respect. Even psychotic patients are sometimes expected to 
benefit by marital relations. One case occurs to me where the parents of 
a young evidently schizophrenic girl were advised by their physician that 
marital sexual activities might save the girl. They bought her a husband, 
a young man who was in financial straits. No wonder that this girl did not 
derive any kind of satisfaction from this new relationship. She developed 
vaginism which made sexual relations painful and almost impossible. Her 
psychosis progressed rapidly. One cannot expect a patient with progressive 
psychosis to make a satisfactory adjustment. In her hallucinatory experiences 
her husband became distorted, without arms, his eyes removed from his 
face. The only activity of her husband was finally that of a male nurse 
to a deteriorating schizophrenic. 

Also, neurotics are still being strongly advised by psychotherapists to 
masturbate if they do not derive sexual satisfaction from their marital 
partner. However, some kind of sexual maladjustment is almost the rule 
in neurotics and is in direct connection with their personality. Masturbation, 
the sexual activity of the isolated individual, is the appropriate symptom of 
the neurotic, but not the way out of the neurosis. Still, in innumerable 
cases, this advice is given by the psychotherapist. I know of a severe case 
of compulsion neurosis. She tried to force her husband into adopting cere- 
monials and rites in their relations in the same way that she used them in 
her daily life. As will be suspected, she was frigid. Her psychotherapist 
threatened that he would not see her any more unless she masturbated. 
Faithfully she did it, but her neurosis did not improve upon this advice and 
her relations to her husband became unbearable. The same advice is still 
being given to sexual perverts. I have seen at the best no effects and 
frequently a change to the worse. 

It has been stressed in this discussion by experts in endocrinology that 
we can only be sure that the sex glands are responsible for reproduction, 
while we have no definite knowledge about the relation of sex glands and 
sexual adjustment or maladjustment. Whenever sexual perverts succeeded 


in their marital relationship,—and there are many cases known—this took 
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place after a profound chang personalit not after any technical 
advice for sexual activities 

Finally, I would like to point out that w pect ind sexual 
maladjustment frequently at t egil marri nder normal! 
conditions, these will be st: t effort the partners 
themselves. Normal people w t need reat marriage un 
selling. 

Dr. Beatrice Berte: I ha tall vitl liet 


men and women for the past 


As I look back over the dis 


which young people have as! that we | t] | 
a certain evolution. Ten year t nts; this 
might be called the age of { educators 
thought that knowing the fact vould he suf remedy for all 
evils. This merged into the ag f Fret Then all our ills were due to a 
father fixation, and quarreling at br mptor f orgasm 
Today I hope we approach cl to t e of 1 1 whereas we 
realize the importance of knoy t e studies 
bear out the truth of many Tern tatement fact that sex 
problems cannot be considered apart from | rf t total personality 

Dr. Grace BAKER: Dr. Wortis, in t range! vening’s 
program, has been indicati1 t are n f the need vhat should 
be the essential equipment mpetent 1 ul r. It would 
appear that a marriage counselo! ld ble t ri ntegrate and 
utilize the contributions from the field end nol thropology, th 
social sciences, psychology, ps try, | nal philosophy 


urology and gynecology. 


I. Since it is obvious that 1 human | n be list in all 
these fields, it would seem that 1 irria I ecial contribution 
might be one of integration 

2. It would seem well to remember that nce marriage concerns tw 
individuals, both persons should be ¢ ful « leratior New 
problems can frequently arise if only one party to the marriage receives 
counsel. 

3. Careful attention should be paid to the complaint. There seems to be 
a tendency to take the complaint too much at its face valu The patient 
may object to some aj parently trivial difficult i the partner! uch as an 
irritating mannerism, some apparently 
more serious problems about methods or tec! 1e. Should we feel that 
the problem is solved when we acquaint the partner with the objections, 
suggest better habits of cleanliness and give directio1 is to improved 
methods of technique, or should we ask ourselves what is the real significance 
of the complaint? Does it perhaps represent a deep-seated fear or repugnance 
of the sex relationship or of the partner? What does a complaint mean 
to the patient? I feel increasingly suspicious of “quick” cures 
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4. Indications that we have failed to really solve the individual’s difficulties 
are to be found in the variation of the complaints against the partner or the 
relationship; difficulty in grasping the information given or in reactions 
towards the counselor that the information given was unclear or inadequate 
and in repeated requests for more information. We should never lose sight 
of the difference between intellectual understanding (thinking) and emo- 
tional acceptance (believing). 

5. I would like to call attention to the importance of the counselor’s own 
emotional adjustment. 


Mrs. Stuart Mupp: The principal work of the Philadelphia Marriage 
Counsel is preventive; it is not a psychiatric clinic, but rather works in 
cooperation with psychiatrists. One-third of the total intake are pre-marital 
cases. In the contacts with this group fear and insecurity are almost always 
obvious, even in that classification which we term “normal,” that is, those 
who do not exhibit signs of personality disorder. 

The majority of clients who come for interviews before marriage are 
already engaged, and come at the suggestion of ministers, doctors or friends, 
to have their questions answered about the physiology and psychology of sex 
adjustment, and to obtain information about contraception and pre-marital 
examination. 80 per cent of the pre-marital cases fall into the group of so- 
called ‘normal’ young people. Short-term service is often all that they 
require. Over half of them are given pamphlets or books to supplement 
the interview. A few need to think through the relationship of their religious 
background to their plans for family limitation. Others ask for help in 
deciding what pattern of behavior they will follow before marriage, especially 
when a long engagement is necessary. But for the most part this group is 
able to accept facts and go into marriage with many fears dispelled. 

The remaining 20 per cent of those seen before marriage is made up of 
two types of clients: those who come on account of a specific situation, or 
those who are so disturbed that their questions about marriage seem to 
imply a total personality maladjustment. Of the 14 per cent who have a 
specific problem, several have come because of fear of the inheritance of 
mental disease, others with questions about the fiancé’s relationship to mem- 
bers of his or her family, and a few with fears about venereal disease. Some 
of these doubts and fears can be removed by facts so that these individuals 
are able at least to crystallize a plan of action. A few who apparently come 
with a definite question turn out to be suffering from deep-seated anxiety 
and are not fundamentally helped by a short contact with a counselling 
service, but need more far reaching psychotherapy. They are referred to 
psychiatrists whenever possible. 

Dr. Rospert H. Ferix (U. S. Public Health Service, Lexington, Ky.) : 
It would be misleading to stress any one aspect of the marital state above 
all others as the principal factor contributing to sexual maladjustment. 
Probably no one cause operates alone to produce marital discord, but, 
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rather, several act together 
more than mention some 


Let us first think a moment f tod vith little 
or no insight into the emotional ysical 1 rements for successfu 
marriage. They look upon 1 r as to an. end 
Thus they marry for security, | I biti tin spite, 
or to secure freedom from parental 1 ( ntered 


and lacking in the altruisti 
adjustment. These individuals 
with and hence are not prepat 
Speaking of the immatur 
arrested man or woman wl 


Successful marriage in these ependent on t f botl 
partners to realize the difficult ES t turmoil and 
to adjust to it as far as is possible. Certainly psychotherapy i ily needed, 


but lacking this, common set 
the marital partner has frequ 


Many couples appreciate the rl that 
postpone entering into the relation intil a later period ] n an effort 
to be more adequately pre} 
students. Marriage is often deferr in these ca until t latter twenties 
or even older. These years set vid mot ( elor wa 
and make adjustments more diff t. Furt e? ( to a 


great extent, sublimated unless 
In any case, a satisfactory sexual adjustment mot ult and in 
some cases is impossible. 

One sees all too many cases 


apparently good adjustment. It is fe!t that mu f t rowing 
disregard for the zxsthetic sid rrias t yeal is is 
usually due to personal careless! n I ts that 
after marriage pleasant stimulat ( nse of 
sight, continues to be a necessa! rt tecl 1 love 
making is in danger of destroying 
is erotic stimulation difficult in t presence of conditions v offend the 
senses, but also the end result is 
which will eventually, at the very least, change love to a fee f tolerance 
In other cases the everlasting dailiness of marriag to t erot 
drive. To see the same face at 
prepared for bed or being made up day after day may tr the charm 
of the finished product and _ bec more than one can endure unless 
supplemented by mutual interests lool 

Another cause should be ment 1, whicl properly handled, can be 
avoided. One encounters cases in which there is lisproportionate rate of 
cultural, physical and emotional development. O: rtner tinues to grow 
in stature while the other grows stagnant. This may be due to gross 
disproportions in intellectual capacity, lack of opportunity for development 


due to work or children, illness, or a waning of interest in improvement. 
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In some cases the interest of the husband and wife are along such divergent 
lines that they can find no common ground. Disaffection gradually develops, 
together with a desire of one for intellectual and cultural stimulation which 
leads to outside interests and contacts. In some cases these contacts may cause 
such a sense of guilt that the breech becomes even wider because of inability 
to face the marital partner. 

Time prevents more than mention of those who feel unable to rear a 
family for one reason or another and thus inhibit free expression of their 
physical desires through dread of pregnancy; and also those who use contra- 
ceptives much to the dislike of one or both or contrary to their moral 
teachings. Mention should also be made of the man or woman who is pre- 
occupied with worry or tired out from work. If this becomes a chronic 
condition not shared by both, trouble may result. 

From the standpoint of the psychiatrist, many of these problems can be 
handled and corrected by proper guidance and council, and until this can 
be provided in adequate amounts, we can expect to meet these and other 
problems in our clinics. 


Dr. THEODORE Watters (Associate Professor of Psychiatry at Tulane 
University, New Orleans, La.): I wonder whether we realize that more 
is expected of a psychiatrist than can reasonably be demanded of any human 
being. We are supposed to be able to solve all problems in all fields. It 
behooves us to be humble. Let us remember that many things make a 
marriage. Old-fashioned selfishness spoils more than one matrimonial ven- 
ture. Often we see people who know nothing about finances and cannot 
budget, and in my part of the world religious differences are frequent sources 
of conflict. The whole attitude towards life and the standard of values of 
both partners must be considered. There are minor matters such as hali- 
tosis which must not be disregarded. As a last word to the psychiatrist, 
however, let me emphasize that sex in our civilization, in our scientific 
text books, as well as in our advertising has been oversold. 


Dr. WALTER BroMBeERG (Psychiatrist to the Court of General Sessions, 
New York City): I have been asked to comment on some of the sexual 
problems in marriage which one encounters in a court practice. The number 
of such difficulties is surprisingly large. First, we find in the bigamy group, 
contrary to the popular notion, that many of these cases have serious 
inadequacies in their sexual marital histories. The “Bluebeard type” com- 
monly expected among bigamists is lacking in our material. More often 
we deal with a severely inadequate individual who starts extra-marital con- 
tacts through his dependency-need and moves into a bigamous marriage 
from that point. Another type is the Don Juan, whose flashy exterior covers 
unconscious psycho-sexual difficulty. This individual often uses bigamy as 
a swindling technique. In this, he utilizes his sexual powers, charm and 
social attractiveness to get a wife who will give him money. Underneath 
this ease of “seduction,” we have found evidence of an immature psycho- 
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delinquency and sex maladjustment 


be found broken marriages. The f 
considered, such as the imposs 

with a marital adjustment. The other fact 
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the wife which characterizes marriage 
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age of 25. Here sexual inadequacy, pret 
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toward women as sexual | 
rapists, I speak now of statut 
under age, where marriage 
arise on a sexual basis. Social 
insist that legitimatization of 
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The third group where sexu 
This cannot be discussed at tl time 
the clinic which will appear 
number of sexual neurotics are 
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a 34 year old man who was arrested for sod 
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by conviction and by necessity. We must make a compound picture of a 
human situation realizing that psychiatry can only offer a solution patched 
up in the direction that people want. We must develop a sound sex concept 
with an understanding of what it means in the total situation. Finally, life 
involves compromise, concessions and adaptations. 

CLosinc Remarks By Dr. Wortis: This meeting has empha- 
sized the necessity for a pluralistic viewpoint in studying sexual 
behavior and sexual problems. The sexologist must be qualified 
and willing to integrate advances in endocrinologic, gynecologic, 
urologic, physiologic, sociologic, anthropologic and psychologic 
knowledge. Disturbance in sexual function may arise from one 
or several causes. As regards the role of the marriage counsellor, 
he or she must be a good listener and himself or herself have no 
problems or pet ideas to work off on the patient seeking advice. 
The counsellor must not adopt a coercive attitude and should be 
ever mindful that there are no dogmatic “laws” of sexual behavior. 
People’s methods for obtaining sexual satisfaction vary. Any 
happily, mutually acceptable, satisfaction-giving method, is a good 
one. 

The physician dealing with these problems should not only be 
informed in the related branches of medical, sociologic and psycho- 
logic learning—but in addition must mix with his scientific 
knowledge the essential quality of human sympathetic under- 
standing. 

In this field, especially, the patient’s confidence in his physician 
is the most important therapeutic instrument. 


THE MECHANISM OF FRACTURES OF THE 
VERTEBRAL BODIES. 
FRACTURES OF THE Mip-THorAcic AREA COMPLICATING METRA- 
zOL THERAPY—PREVENTION AND TREATMENT.* 
By A. M. RECHTMAN, M.D., F.A.C.S. 

A review of the anatomy, together with a practical considera- 
tion of the usual sites of vertebral body fractures, aids in the 
further consideration of similar injuries in the more unusual site 
at the mid-thoracic area. Fractures of the vertebral bodies in the 
mid-dorsal spine have been observed and reported during convul- 
sions. This paper is written in an endeavor to explain these 
fractures in the mid-thoracic spine. 


ANATOMY AND PRACTICAL CONSIDERATION OF THE More USUAL 
SPINAL INJURIES. 


Despite the anatomical construction of the spine, structurally 
designed to withstand trauma, injuries of the bony parts and soft 
structures do occur. A study of the spine shows that there are 
135 joints, that the vertebral bodies articulate with each other 
through the intervertebral discs, and that the compression of the 
nucleus pulposus of the disc causes the action of the articulation 
to simulate that of a ball and socket joint. Further, in the thoracic 
region there are articular, demiarticular and postarticular facets 
at the junctions of the ribs with the spine. In the thoracic area, 
in addition to the intervertebral discs, the vertebrae have approxi- 
mately ten synovial-lined cavities. Despite all these many anatomi- 
cal factors tending to provide motion, the spine is not very flexible. 
Actually there is but little movement in any of the three areas of 
the spine (cervical, dorsal and lumbar). Flexion is most marked 
in the lumbar spine, and there is least motion in the dorsal region. 
The accessory movements between the head and neck, and between 
the pelvis and hips, are responsible for the apparent freedom of 
spinal motion. 


* From the orthopedic service of the Jewish Hospital, Philadelphia, Pa. 
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For purposes of balance, particularly in the fully 
posture, the spine has a g. 1) 
The thoracic and pelvic curves rine e convex backward: 


Fic: 


Fic. 1. (After Love).—Shi 
indicating the vertebral bodies 
to the sixth thoracic area, the usual 


Fic. 2. (After Jones and Lovet \ ne drawing j iting the 
physiological curves of the spine forme y the vertebral bodice 1 vertebral 
discs. “B” is a line indicating ‘ ive 
been removed. 
while the cervical and lumbar cury Ire ( bac lhe 
dorsal spine which forms a part of the thoracic wall has a 1 ry 
curve, which is present at birth and is due chiefly to the shape of 

1 Piersol, George A.: Human Anator Ed. ] Practical ( lerations 
of the Spine), pp. 143-148. Philadelphia, J. B. ] tt ( 
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the vertebral bodies. The cervical and lumbar curves are formed 
after birth? and are, therefore, secondary curves. The shape of 
these curves depends mainly on the discs. (Fig. 2.) Also, there 
is greater mobility in these areas. The spinal curves are in part 
produced and maintained by the 23 intervertebral discs. The discs 
increase in size and elasticity in the lower portion of the spine 
where, too, the vertebral bodies are larger. In the thoracic region 
of the spine the discs are wider posteriorly, while, conversely, the 
bodies of the vertebrae are wider in front. The function of the 
discs is to give shape to the spine, to help form the physiological 
curves, to assist in motion between the vertebral bodies by com- 
pression of the nucleus pulposus, and to act as buffers in minimiz- 
ing the effects of shock and jarring and to help protect the verte- 
bral bodies from fractures. With dehydration occurring in old 
age, the discs lose some of their elasticity and shape. This accounts 
for the round back attitude and loss of stature seen in older indi- 
viduals. The vertebral bodies are smallest in the cervical and larg- 
est in the lower (lumbar) region of the spine. The cancellous tis- 
sue of the bodies is present in direct proportion to their size. The 
vertebral bodies, together with the discs, bear the chief strain of 
shocks. 

The spongy nature of the vertebral bodies and their comparative 
vascularity is such that when softening occurs, as a result of decal- 
cification from whatever cause, the effects of superincumbent 
weight and muscular action cause disintegration with wedging. 
In the thoracic region, wedging tends to an increase of the physio- 
logical attitude and the resulting deformity is a kyphosis. 

Being more exposed to the effects of injury, and due to the 
absence of support and fixation which the dorsal spine receives by 
being a part of the thoracic cage, the cervical and lumbar areas of 
the spine, because of their greater mobility are more prone to the 
effects of trauma. Since the junctions of the fixed and movable 
areas of the body are potentially weak, spinal injuries are more 
common at the first and second cervical areas, the cervico-thoracic, 
dorso-lumbar and lumbo-sacral areas. 

The cervical spine is a frequent site of the effects of trauma 
because the bodies are small and the area is relatively exposed. 


2 Jones, Sir Robert, and Lovett, Robert W.: Orthopedic Surgery, Vol. 1, 
(Anatomy of the Spine), pp. 311-14, New York. Wm. Wood & Co., 1923. 
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‘The lower dorsal (11 and 12) vertebrze and the junction with the 
lumbar area are also prone to the effects of injury because this 
region is situated more nearly in the center of the spine, the lev- 
erage is greater, and it is the static level of stress and the two 


lower dorsal vertebre are smaller than the adjacent lumbar verte- 


bre and carry almost as much of the superincumbent weight. Fur- 
ther, this site is the most concave part of the lumbar curve and the 
circumference of the trunk is smallest. In the lumbar region, there 
is also powerful leverage of the muscles attaching to the transverse 
processes and coursing between the ribs and the pelvis. All these 
factors contribute to the frequency and the usual location of spinal 


injuries. 

The extent and nature of spinal injury is dependent 
other factors, upon the amount of force received. A force of cer 
tain amount may cause a sprain and, 1f the force continues to act 
or is of greater intensity, a fracture, dislocation or fracture dis- 
location of the spine may result. A combination of flexion and 
torsion, in tissues which for some reason are vulnerable, may cause 
a rupture of the nucleus pulposus. Then, if and when the poste- 
rior limiting membrane is stretched or broken, protrusion of the 
cartilaginous bodies toward and into the neural canal may obtain 


and pressure of the nerve roots may result in symptoms which 


depend upon the degree of pressure, the local reaction to a foreign 
body and the area of involvement 
REACTIONS TO METRAZOL INJECTIONS 
A group of patients was observed while receiving metrazol injec- 
~ 
tions and during the immediate subsequent reactions. From 5 to 


20 seconds after the injection, a tonic spasm or convulsion oc 
curred, which at times was preceded by a slight cough. Occasion 
ally the first spasm was of the clonic type, the tonic spasm being 
entirely omitted; and in some instances no convulsions occurred, 
presumably because of inadequate dosage. During the tonic sp: 

the trunk was in an attitude of mild hyperextension, about 15 
degrees, and this attitude persisted for a period of from 5 to ° 
seconds. Following a brief period of relaxation, the clonic spasms 
occurred, attended with a tremendous pounding and impacting 
muscular force with the trunk flexed 15 to 20 degrees, certainly 
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far short of the acutely flexed or so-called “jack-knifing”’ attitude 
associated with the usual history of vertebral body fracture. The 
initial clonic spasm was held from a few to about 30 seconds and 
was followed by as few as three spasms lasting a few seconds to 
many spasms, the total time of which was as long as a minute. 
Short intervals of relaxation intervened, with marked muscular 
contractions until the convulsions ceased. According to the theory 
of Radmann * the force of a jarring or bending fracture of the 
spine is not transmitted simply from one vertebral body to another, 
but its horizontal and vertical components are resisted by a third 
force, a reflex contraction occurring in muscles fixed at a point 
anterior to the spine. The contraction of these muscles compress 
the anterior surface of the bodies in a mechanism similar to the 
tetanic curving of the dorsal spine anteriorly. The convulsions 
following metrazol therapy have been likened to those associated 
with tetanus. As a result of the physical and muscular work and 
energy expended, owing to the one and one-half minutes or less 
duration of the convulsive stage rather than to any other action 
of the drug per se, the patients were usually exhausted for about 
8 to 24 hours. 

Fractures confined to the vertebral bodies of the dorsal spine, 
usually between the fourth and sixth and occasionally the seventh, 
have been reported following metrazol therapy. Although fractures 
also occur in this region as a result of the more usual types of 
traumatism associated with fractures of the bodies of the vertebre, 
nevertheless they are unusual. All the spinal fractures complicat- 
ing metrazol therapy have, however, been reported and shown by 
roentgen studies to occur in the mid-dorsal spine. Roentgen evi- 
dence of such fractures was reported * in about half the patients 
who complained of backache following metrazol injections. Ten- 
derness over the spinous processes of the affected vertebre was 
another sign. Thus far, however, disability resulting from these 
injuries has not been reported. 

Fractures were detected in a patient who received two injections 
of metrazol and in another patient after 15 injections. There 

3 Radmann: Quoted by Roberg. 


4 Bennett, B. T., and Fitzpatrick, C. P.: Fractures of the Spine Compli- 
cating Metrazol Therapy. Jour. A.M.A. CXII: 2240 (June 3), 19309. 
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would appear to be no relat between the degre mpression 
(wedging) of the vertebral y and in the numl bodies in 
jured as compared to th ber of metrazol 1 given. 
The severity of the indiy con\ nd the strength of 
the spine appears to be the | ir) tors determit the occur 
rence of fracture. T the musculat tions in the 
convulsions cannot be est | nor resistat t] ertebral 
bodies to that force. Mess four 1 weight 140 to 540 
pounds was necessary to alt pe of the ad racic verte 
bral bodies. Gocke ® for hat \ ht 1 not 
alter their form, but that t resist pt n was de- 
creased and the brittle r p uses 
for the injury have not been observed e of 1 Ises con 
sidered were demineralizat | with pat roid or othe 
disturbances resulting in a changed cal phosphorus ratio, as 
osteomalacia, osteoporosis secondary to dictary disturbances, local 
ized inflammatory lesions \ ecalcification of the 
vertebre and bone atrop! m whatev berg? re 
ported four cases of fresh fractu ft rteb es follow 
ing tetanic convulsions \ wel trat tor lv. 
The type of convulsion due to t beet to tl 
caused by metrazol inj th 
mechanical disturbance 

The question regardit e future effect njuries is 
pertinent. Will further 
tinued narrowing of the intervertel liscs, oO Will nerve 
root pain ensue? May a traumat thritis result re all 
possibilities and time at furt! tudy can be pply the 
answers. The wedging observed and re] how _ has not 
been great and the changes are most manifest in the terior pot 
tion of the vertebral bodies. Therefore, it wou m that the 
possibilities were not too ret r tl rticu 
lar facets, the nerve roots ercostal nerves or tl pinal cord 
Will disc injury cause a rupture of the nucleus pulposus with a 
protrusion of the cartilaginous fragments into the neural canal? 


5 Messerer: Quoted by R 

8 Gocke: Quoted by Robersg 

7 Roberg, O. T.: Spinal | mity |] { r. B. & 
Surg. 19: 603, July 1937. 
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Although protrusion of the neucleus in the fifth and sixth thoracic 
interspace has been reported, the lesion is rare. Again, during a 
symposium on fractures of the spine at the January, 1938, meeting 
of the American Academy of Orthopedic Surgeons, it was stated 
by the essayists—and there were no dissenting opinions—that 
fracture of the bodies of the vertebrze was not a known etiological 
factor for protrusion of the nucleus pulposus into the neural canal. 
Injury to the disc and its contained nucleus is probably of frequent 
occurrence, and the products of the disc are displaced, not infre- 
quently, into the fractured centrum. When the injury is sufficiently 
severe to rupture also the posterior limiting membrane, then the 
cord lesion associated with the fracture per se may overshadow 


the relatively minimal signs and symptoms of the displaced nucleus. 


ANATOMY AND PRACTICAL CONSIDERATIONS FOR FRACTURES OF 
rHE BopiEs OF THE Mip-DorsSAL VERTEBR. 


The facts previously discussed pertaining to the dorsal spine are 
pertinent factors in the explanation. A study of Fig. 1, a schematic 
drawing of a vertical hemisection of the spinal column, shows that 
the usual area of fracture following metrazol injections is in the 
mid-dorsal spine, about midway between the cervical and lumbar 
curves. The dorsal spine is but a slightly flexible column so that 
with the usual application of force, it moves more or less as a 
unit, and fractures are, therefore, more usual at the cervico- 
thoracic or dorso-lumbar areas and are more likely associated with 
acute hyperflexion, or the so-called “jack-knifing” attitude. 

The application of force for the clonic convulsions following 
metrazol injections differs from that force usually associated with 
fractures of the spine, in that there is repeated traumatism from 
a terrific impacting, pounding and compacting due to forcible 
muscular contractions. The greater strength of the flexor muscle 
chains, the leverage of many of which are well forward from the 
spine itself, results in a maximum application of force which occurs 
with the trunk in an attitude of slight flexion. In the dorsal spine 
the vertebral bodies are broader anteriorly and the discs are more 
narrow anteriorly. This again suggests why the fractures have 
been observed as a wedging or crushing downward of the anterior 
part of the body of the vertebre. Further, the fractures occurred 
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in the mid-dorsal region because the vulnerable area i. slightly 
flexible column may well be its center; this ar t lynami 
center of the flexor muscles of the trunk; and rding to Fick 
the fifth dorsal vertebra is the weakest in the enti e. Ci 

versely, the lower thoracic at ecaust 
the degree of flexion is not sufficient, the vertebrz are larger and 
stronger, and the vertebral discs are exible 


Again, when fracture occurs higher 


ably breaks the effects of the force being applied or transmitted. 


( 
Another indication that the fifth and sixtl e sit 
of undue strain in the thoracic spine is that the 
tured nucleus pulposus with protrusion * occurred het ther tl 
at its lower extremity. 
PROPHYLAXIS FOR SPINAL AND LOWER E) 
The problem of preventing vertebral body injuries well as 


other injuries to the bones and joints, is of great interest and im 
portance, if the use of metrazol therapy is to « | 
because of attending complications to those parts of t inatomy 
not previously affected by the patient's 


bility. It may not be in the province of the 
discuss the merits of metrazol injections in the tre 
diseases. Suffice it to say that these treatments enjoy wide usage 
and benefits have been observed and remissions report 

After observing the convulsions in a number of patients recei\ 
ing metrazol, it may definitely be stated that no type of mechanical 
fixation can prevent injury to the vertebral bodies and be other 


wise practical. The degree of flexion and extension associated with 
the spasms is certainly not sufficient to be the primary factor 


inl 
causing the fractures, which are due to forcible muscular contrac 
tions acting upon an area which is anatomically weak and wl 1S 


exposed to the type of stress and strain which is peculiar to the 
convulsions following metrazol injections. It is impossible to im 
mobilize the trunk so that no motion (flexion or extension) of 
the deeply seated spine is possible. Again, muscle action contint 


even though the origin and insertion of muscles do not approach 


8 Walsh, N. M., and Love, J. G.: The Syndrome of the Protruded Inter 
vertebral Disc. Proc. Staff Meet. Mayo Cl. 14: 230 (Apr 
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each other. (A well known example of this is the ability to make 
the patella taut by contracting the quadriceps muscle with the leg 
fully extended.) Even if an apparatus could be applied so eff- 
ciently as to prevent flexion or extension in the vertebral column, 
muscular contractions still could not be controlled; and because 
of the tremendous strength of the muscular action, a muscle, liga- 
ment, disc or bone would in all probability be injured. Poten- 
tially, the resulting trouble might be more severe, since the frac- 
tures in the vertebral body which now occur may relieve the tension 
or effects of the force upon other structures and protect them 
from injury. Again, disabling results have not been reported as a 
result of fractures in the bodies of the vertebrze following metrazol 
injections. 

Hamsa and Bennett ° have suggested and used spinal anesthesia, 
given one-half to one hour prior to the metrazol injections, as a 
means of causing a complete though transient motor and sensory 
paralysis of all the thoracic and lumbar segments, so that the con- 
vulsive shock ensues without contractions of the anesthetized areas. 
It is their opinion, and that expressed under “Current Comment” ?° 
in the Journal of the American Medical Assoctation, that prophy- 
lactic treatment by spinal anesthesia offers no serious drawback 
and that this treatment may aid to prevent fractures of the spine 
and lower extremities. It then only becomes necessary to control 
the head to prevent a dislocation of the jaw and to control the 
upper extremities by keeping them adducted during the convul- 
sive stage of metrazol therapy, in order to prevent bony injury. 
An apparatus to act as an aid in preventing shoulder dislocations ™ 
and other upper extremity disabilities has previously been described. 


OrTHOPEDIC TREATMENT FOR FRACTURED VERTEBRAL BODIES. 


If fractures occur, fixation of the trunk in a plaster jacket, with 
the patient ambulatory, for a period of six months will probably 


9 Hamsa, W. R., and Bennett, A. E.: Traumatic Complications of Convul- 
sive Shock Therapy. Jour. A.M.A. CXII: 2244 (June 3), 1939. 

10 “Current Comment.” Fractures of the Spine During Metrazol Therapy 
for Dementia Precox. Jour. A.M.A. CXII: 2293, (Jun. 3), 19309. 

11 Rechtman, A. M., and Winkelman, N. W.: The Prevention of Shoulder 
Dislocations During Convulsive Therapy in Schizophrenia. Penna. Medical 
Journal, p. 39, Vol. 43, No. 1, October, 1930. 
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result in healing. If wedging of the fractured vertebral body or 
bodies is present, an attempt t rrect the deformity by hvyperex 
tending the trunk (Davis) should first be practiced. Certainly a 
fracture of the vetebral body, mild in degree, in th idthoracic 
area, and amenable to treatt t, is @ r to treat and of less seri- 
ous moment than the psychot tate for which metrazol is now 
being used. 

Patients complaining of | cl hould be reful tudied, 
clinically and roentgenological for evidet f ul If a 
fracture occurs, at the first wit! ihsequent injections, then 
repeated or continued cony theray to aggravate 
the original injury. A traumatic hyperet with decalcification 
occurs. Then unprotected weight bearing, superincumbent weight 
and muscular action tend to rease the wedgit f the vertebral 
bodies with a resulting increase in the deformity phos). If 
fracture occur during the cou f treatment, then tl tient may 
be kept on a convex stretcher frame, or fixation may be main- 
tained by the use of a plaster, leather or celluloid rset. Such 
support should be removed when givit ubsequent metrazol treat 
ments. When the course of treatments | been completed the 
application of a plaster jacket, to be worn until healit mpleted, 
may protect the patient from an increase in the wedging of the 
fractured vertebral bodies. Spinal anesthesia as a preliminary to 
the remaining metrazol injections is naturally indicated and recom 
mended. The neurologist should lecide if mett | therapy 
should be stopped. Complete recovery, orthopedically, with healing 
of the fractured vertebrz shoul btain when adequate treatment is 
instituted. 

SUMMARY AND CONCLI 

1. A study of the anatomy and of the practical cor rations of 

the spine shows that fractures of the vertebral bodies are usual at 


those areas of the spine that are mechanically weak or exposed to 
the effects of traumatism. 

2. Metrazol acts to cause convulsions attendant with very forci 
ble muscular contractions sufficient to fracture the bodies of the 
vertebrze in the mid-dorsal region which is anatomically and 
dynamically vulnerable. The localization differs from the more 
usual sites of fracture because of a modification of the type of 
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stress and strain peculiar to the muscular contractions caused by 
metrazol injections and their effects on the anatomy of the parts 
affected. The degree of injury varies directly with the force of 
the muscular contractions and inversely with the resistance offered 
by, or the strength of, the vertebral bodies. The force of the 
muscular contractions and the energy expended is so great that a 
convulsion continuing for go seconds may exhaust the patient for 
8 to 24 hours. 

3. The mid-dorsal area of the spine is anatomically vulnerable 
and fractures occur at this site following metrazol therapy because 
the site is midway between the forward physiological curves of the 
cervical area above and the lumbar below. The degree of flexion 
occurs through an arc sufficiently small to make the mid-dorsal 
spine the recipient of its greatest effects. The vertebral bodies are 
here wider anteriorly while the discs are smaller, less resilient and 
more narrow anteriorly ; and the dynamic center of the flexor con- 
tracting force of the trunk muscles is at this level. 

4. The number of metrazol injections has no relation to the num- 
ber of vertebral bodies fractured or to the degree of wedging. 
The extent and degree of injury are rather dependent upon the 
intensity of the muscular contractions, due to any one particular 
convulsive treatment, and the strength of the spine to withstand the 
shock. Undoubtedly if a fracture occurs early in the course of 
treatment and if treatments continue without the prophylactic 
measures recommended, increased wedging of the vertebrze may 
obtain. 

5. Rupture of the nucleus pulposus with protrusion into the 
neural canal is most unusual following fractures of the vertebral 
body. 

6. No practical type of mechanical fixation can prevent injury 
to the vertebral bodies. 

7. Prophylaxis is possible, and the use of spinal anesthesia given 
prior to the metrazol injections as suggested by Hamsa and Bennett 
is recommended. 

8. If fracture occur, immobilization of the trunk between treat- 
ments and reduction of the deformity, if it is present, with fixation 
in a plaster jacket for six months after the treatments are com- 
pleted should result in entire healing of the fractures. 
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MUTISM AND RESISTANCE BEHAVIOR 
IN PSYCHOTIC PATIENTS. 
A PuysioLocic Stupy.* 
By CHESTER W. DARROW, Pu. D., 


AND 


ALFRED P. SOLOMON, M.D.7 


Psychologie resistance frequently characterizes psychotic be- 
havior. The various manifestations of resistant attitudes are 
familiar to all psychiatrists. When psychotic patients are presented 
with a question pertinent to their emotional conflicts they may 
avoid evaluation of the idea by evasive replies, ambivalent responses, 
perplexity, or confusion; they may attack the examiner with argu- 
mentativeness, hypercritical attitudes, and overt anger; or they 
may successfully avoid discussion by sullenness, obstinacy, or even 
mutism. In a previous publication ? we demonstrated that in some 
cases effective pharmacologic treatment resulted in the change of 
resistant attitudes to attitudes of cooperation permitting frank 
discussion of the patients’ problems. It was shown that this was 
attended by significant changes in autonomic response to ideational 
stimuli. In the present paper we confirm our previous conclusion 
by demonstrating similar differences between the autonomic re- 
sponses of resistant untreated and cooperative untreated patients, 
and in addition we present similar data differentiating patients 
presenting various types of mutism. 

In Fig. 1, we present sample physiologic records of the type on 
which this presentation is based. B. P. indicates blood pressure, 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, May 8-12, 1939. 

+ From the Psychiatric Institute, the University of Illinois, and the Institute 
for Juvenile Research, Chicago, Series C, No. 300. 

We are indebted to Drs. H. Douglas Singer and Paul L. Schroeder for 
rendering the facilities respectively of the Illinois Psychiatric Institute 
and the Institute for Juvenile Research available for this research. We are 
also indebted to the Illinois Department of Public Welfare, to members of 
the staff who gave assistance, and to Mrs. M. Wright under W.P.A. for 
stenographic aid. 
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R. P. the record of galvar weat respons f the right 
palm, R. B. is from the back of ime hand, and Resp. is respira 
tion. The stimuli are brief ited. Vertical li represent 
second marks. The three re ustrate responses by three clini- 
cal types in our series. The 1 labeled “impr l shows good 


reactivity of the galvanic sl . | blood pr The one 
labeled resistance mutism s poor reactivity of the galvanic 
response except after a s« timulus and fair react of blood 
pressure. The record labeled terrence mutis! hows little re- 
sponse to crucial ideational stimuli by either galvanic or blood 


pressure mechanisms. A sensory stimulus was again effective 
In Fig. 2 we represent th tio1 i roup of overtly hostile 


resistant patients by circles a perative improved patients 


by crosses on the autonomograt | pt nges are 
represented on the ordi t t n the 
abscissa. The circles and c1 falling within 1 respective 


squares have been arbitrarily grouped within the squares to assist 
visual differentiation. It w ted that the circles fall toward 
the left showing small or ze nic responses whereas the re 
actions of improved or cooy ve patients fall t the right 
with predominately moderate lvanic re nses. Blood 
pressure reactions are about the same in the two gro his is 
almost identically the same difference in response reported pré 
viously, before and after su sful pharmacologic t tment of 
psychotic patients when there was a change from resistant hostile 
attitudes to attitudes of cooperation and readiness to discuss and 
understand their problems. 

Fig. 3 deals with that group of resistant patients, who, when 
questioned about their emotional conflicts, gave replies (indicated 
by the circles), without hostility yet with evasiveness, ambivalence, 
perplexity or confusion or 1 entary periods of silence. We re 
gard such verbal responses as indicative of a deep resistance to 
the consideration of their conflicts. It will be noted that the general 
trend toward decreased physiologic response is not as great as in 
the overtly hostile group of the preceding slide yet this tendency 
is evident. In a previous publication ' dealing with more confused 
patients the reactions before pharmacologic treatment were similar 
to those of the overtly hostile grou; 
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Fic. 2.—Hostile Resistant Patients Contrasted with Improved Cooperative 


Patients, No Pharmacologic Treatment. 
Reactions to crucial ideational stimuli. 


O = Reactions of 5 resistant non-paranoid patients. 
X = Reactions of 10 improved cooperative patients. 
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We have contrasted the reactions of this type of patient, in whom 
there is apparently a blocking to consideration of their problems, 
with the reactions (indicated by crosses) of three paranoid patients 
who presented an absence of blocking to discussion of their prob- 
lems and who were aggressive, uninhibited and outgoing in their 
expression. Their anger was not due to resistance toward the 
discussion of their problems, or to hostility toward the examiner, 
but was directed toward the objects of their projections. We have 
observed similar physiologic reactions in certain manic patients. 
Apparently the differential point is the presence of uninhibited 
behavior. It will be noted that the X’s tend to fall toward the upper 
right hand corner with large blood pressure and large galvanic 
responses. While these observations characterize these three pa- 
tients, obviously we do not make this as a characterization of 
paranoid patients in general. 


RESISTANCE MUTISM. 


It is common experience in the treatment of psychoneurotics 
that resistance may take the form of silence. In psychotic patients 
mutism is often associated with other manifestations of negativism. 
In the preceding communicative case groups ample criteria were 
available in the verbal responses for the recognition of psychologic 
resistance. Obviously such criteria are lacking in the mute cases 
although we did have evidence that these patients were or were 
not showing affect in their motor behavior and facial expression. 
Further confirmatory evidence was afforded from the study of 
their behavior in the ward.* From these observations we were able 
to divide our 25 mute cases into four groups: (1) Resistance 
mutism without tension or anxiety; (2) resistance mutism with 
tension or anxiety; (3) mutism associated with passive submissive 
attitudes; and (4) mutism as a manifestation of indifference. 

In the mute resistant group such overt signs of resistance as 
scowling, biting of lips, clenching of teeth, turning the head away, 
closing eyes, blinking, suppressed laughter, swallowing movements, 
grunts, groans, and sighing, were observed in response to our 

*The groups could not be differentiated by the presence of selfishness, 


stinginess, neatness, orderliness, seclusiveness, or obstinacy in childhood, 
as instances of these traits were found in all groups. 
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degrees, coming to the laboratory, 1) 


couch, or the application of the 
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tory revealed a lack of cooperation in ward routine, and combative- 
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Fic. 4.—Reactions to Crucial Ideational Stimuli by 
Mute Pa Siv¢ Patients 


Mut Resistant and 
eaction of 9 mute, resistant patient 
eaction of 3 mute, passive, cooperative patient 


O=R 
X= R 


ness,—active resistance to nursing care and feeding. During pe- 


riods when they were communicative they manifested verbal anger 
and irritability. The autonomic responses of these patients will 
be seen by Fig. 4 to be practically identical with those of the com- 
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municative resistant groups shown in Fig. 2, with the reactions 
(indicated by the circles) toward the left of the autonomogram. 

These reactions of resistant mute patients are contrasted in this 
figure (4) with a group of mute patients having an absence of 
this resistant behavior who are characterized as passive. They 
were acquiescent and submissive to the test procedure. In one 
patient there was complete relaxation of the musculature approach- 
ing cataplexy, and in another there was true waxy flexibility with 
typical catatonic posture. Common to all three patients to a marked 
degree was the presence of passive feminine masochistic traits in 
their prepsychotic personality and the absence of aggressive be- 
havior on the ward during the psychoses. The reactions of these 
patients (indicated by the X’s) are to be noted on the right side 
of the autonomogram indicating good physiological reactivity to 
the questions. These are practically identical in distribution with 
those of passive communicative psychotic patients given pharma- 
cologic treatment in our previous study. 

Fig. 5 shows reactions of patients with resistance mutism as in 
the preceding group but with the complicating factor of tension 
or anxiety. These patients showed the signs of overt resistance 
to the test procedure as in the preceding resistant group but to a 
lesser degree. The presence of anxiety was determined by the 
existence in their facial expression of the apparent affect of fear, 
pleading, sorrow, and depression, by tension of their long muscles, 
absence of spontaneous muscular activity, clenching of hands, and 
profuse palmar perspiration. These symptoms were often ac- 
centuated by the crucial questions. Psychomotor retardation, feel- 
ings of guilt, self condemnation and anticipation of punishment 
were evident in all but one of these patients during periods of 
communicativeness. It will be noted that reactions of this group, 
indicated by the circles, are slightly larger than in the case of the 
more inhibited, more resistant patients of the preceding figure. 
Three of these patients were given sodium amytal during the test. 
Evidence of tension was then reduced and the patients became 
communicative and relaxed. 

The reactions of patients under tension are to be contrasted with 
those of indifferent patients. The reactions of these patients indi- 
cated by the diagonals show predominatingly zero blood pressure 
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change and small galvanic responses. The indifferent group showed 
also by their overt behavior that they were not responding to the 
ideational stimuli. They appeared to be completely out of cont 
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Table 1 provides an opportunity for statistical evaluation of the 
data presented in the preceding figures. It may be seen that the 
reactions of the improved patients compared with those of the re- 
sistant communicative patients show a difference, which when 


TABLE 1. 


AVERAGE PosITIVE BLoop PRESSURE AND GALVANIC REACTIONS. 


(Figures Represent Numerical Values of Cells in Autonomograms. Log 
Conductance and mm. Hg. Equivalents Are Indicated. ) 


X Equiv. Equiv. 
Ave. galv. log cond. f mm. Hg. 
Group. N resp. change. Ave. B. P. change. 
1. Improved ....... 117 2.20 + 1.59 (4.5) 1.34 + 1.05 (8.0) 
2. Resistant to 
Examiner .... 87 0.89 + 0.73 (0.9) 1.12 +091 (6.7) 
Difference ...... 1.31 20,17 0.22 = 0.14 
Critical ratio .... 1.6 
2. Paranom 30 1.97 + 1.46 (3.6) 1671.22 (12:3) 
Resistance 
perplexity .... 126 1.34 1.02 (29) 1.11 + 0.96 (6.1) 
Difference ...... 0.63 + 0.21 0.56 = 0.23 
Critical ratio .... 3.0 2.4 
5. Mute passive ... 21 2.24 + 1.40 (4.8) 1.19 + 0.92 (7.1) 
6. Mute resistant .. 64 0.63 = 1.04 (0.7) 1.03 £0.75 (6.2) 
Difference .... 1.51 + 0.34 0.16 = 0.24 
Critical ratio .... 4.45 0.7 
7. Mute with tension 56 1.40 + 1.05 (1.8) £28 5.02 (7.5) 
8. Mute with 
indifference ... 30 0.63 + 0.53 (0.7) 0.14 + 0.24 (3.8) 
Difference ...... 0.77 + 0.76 1.11 +0.14 
Critical ratio .... 1.0 7.8 


divided by the probable error of the difference gives a critical ratio 
of 7.7 in the case of the galvanic responses, and of only 1.6 in the 
case of the blood pressure. The comparison of the reactions of the 
paranoid with those of the perplexed resistant patients gives a 
critical ratio of 3.0 for the galvanic and 2.4 for the blood pressure 
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reactions. Comparison of 
responses gives a critical 
responses and practically 

case of the mute (resistant) t 
group there was little diff 
groups are small. Blood pre 
in the tense than in the 

7.8. Other comparisons 
between the reactions of 
groups but these wot 

type already shown. 

Fig. 6 shows, plotted o1 
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of Patients. 


TABLE 2. 


VARIABILITY OF INDIVIDUAL AVERAGES OF RESISTANT AND OTHER PATIENTS. 


(Reactions with Minus B. P. Omitted.) 


Galvanic Blood pressure 
response. response. 
33 resistant individuals, groups 2, 4, 6 
17 individuals, groups 1, 3 and 5....... 2.11 + 0.288 1.41 + 0.233 
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attitude not, however, infallible, from his affective reactions to the 
examiner. When such observations are evaluated it is believed 
to be possible to distinguish resistance, passive masochistic sub- 
mission, and indifference. 

The resistant mute cases, with overt affect at the time the 
questions were asked, clearly indicated that these patients were 
emotionally reacting to our stimuli. The hostile nature of the 
resistance was evidenced by the character of the overtly mani- 
fested affect and the patients’ antagonism to the test procedure. 
The indifferent patients appeared to be wholly out of emotional 
contact except for isolated instances in which they reacted se- 
lectively to certain ideational or some sensory stimuli. It may be 
inferred that the indifferent patients were either (1) completely 
absorbed in their own autistic thinking or (2) that the capacity 
for physiologic response was impaired or (3) that perceptual 
mechanisms were not functioning. 

The physiologic study of these four groups of mute patients 
shows that with the resistant cases there is a predominance of 
smaller galvanic responses in the presence of definite blood 
pressure reactions suggestive of neural or humoral inhibition 
of autonomic responses; with the passive submissive patients 
there are strong reactions by both the galvanic and blood pressure 
mechanisms suggestive of uninhibited autonomic response, and with 
indifference mutism both responses tend to be small, suggestive of 
diminished autonomic activity. 
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METRAZOL AS A DIAGNOSTIC AID IN EPILEPSY.* 


By H. H. GOLDSTEIN, M.D., ano J. WEINBERG, M.D., 
Chicago, Ill. 


Epilepsy is readily diagnosed in cases where the history is defi- 
nite as to occurrence of a seizure of the grand mal type; however, 
the question of the diagnosis of epilepsy where no history of con- 
vulsive seizures is available has made the use of diagnostic tests 
to determine the presence or absence of convulsive tendencies a 
distinct advantage depending on the reliability of such tests. Hans 
Werner Jans?‘ in a recent investigation of the methods of testing 
epilepsy used to date indicated that Foerster’s hyperventilation test 
could induce seizures in only 10 per cent of true epileptics. Muck’s 
spraying of the radial or carotid arteries with ethyl chloride failed 
to produce seizures in one of ninety verified cases of epilepsy. 
Using three to six cubic centimeter doses, Jans was able to induce 
a seizure in 18 of 33 cases injected intravenously with metrazol ; 
however, in 38 controls he obtained 14 seizures. Using McQuar- 
rie’s fluid retention test, he obtained seizures in 29 of 69 known 
epileptics and none in 40 non-epileptic controls. He concluded that 
the water retention test was a definite aid in the diagnosis of 
epilepsy. 

Many articles have been written on the diagnostic applicability 
of metrazol injections. Kruger * stated that doses non-convulsant 
for schizophrenic patients (one to one and five tenths cubic centi- 
meters) may be found helpful in differentiating hysteria and 
epilepsy. Several other investigators have used intravenous injec- 
tions of metrazol as a diagnostic test. Schonmehl,’ Duensing,‘ 
Grubel,® Hoyer,® Langeluddeke,” Muyle,* have varying opinions as 
to the diagnostic applicability of an intravenous injection of metra- 
zol but all apparently feel that it has some value. 

In a study of the effects of subcutaneous injections of metrazol 
as a sympathetic stimulant, it occurred to us that some of the data 

* From the Chicago State Hospital, Dr. Edward F. Dombrowski, Manag- 


ing Officer, and the department of neurology and neurological surgery, Uni- 
versity of Illinois, College of Medicine, Chicago. 
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obtained could be applied to an investigation of the value of metra 
zol as a diagnostic test for epilepsy 


Mt OF STUD\ 


A group of non-epileptic patients were selected a ntrols and 
were given a 10 per cent solution of metrazol subcutaneously in 
the inner aspect of the thigh and distributed so as to permit ready 
absorption. 

Nine patients diagnosed as having a schizophrenic psychosis 
were given eight cubic centimeters of metrazol per 100-pound 
body weight (45.5 kilograms). In nine other patients the dosage 


was reduced to six cubic centimeters. Eight of these patients were 
diagnosed as hebephrenic dementia precox and one as a paranoid 
dementia precox. Eighty-four patients were given five cubic centi 
meters of metrazol per 100-pound body weight (45.5 kilograms) 
The diagnoses as made by the staff of the institution were, hebe 
phrenic dementia przcox, 61, catatonic dementia precox, 13, pat 
anoid dementia przecox, seven, manic-depressive psychoses manic 
phase, one, undiagnosed, one 

The procedure of giving a subcutaneous injection of 10 per cent 


metrazol was repeated on a group of epileptic patients with the 


dosage being kept at five cubic centimeters per 100-pound body 
weight (45.5 kilograms). A total of 34 such cases were treated 


of whom 15 were male and 19 were female 

No normal individuals were used as controls but Schoénmehl ® 
made the statement that in normal individuals, the convulsive dose 
is 10 cubic centimeters of a 10 per cent metrazol solution intra 
venously, while in schizophrenia the dosage was given as five to 
seven cubic centimeters. 


The control group, which consisted of female patients only, re- 
acted to the subcutaneous injections as follows: of the nine patients 
given eight cubic centimeters of metrazol, two developed grand 
mal seizures. In nine others, a dosage of six cubic centimeters was 
used and no seizures were produced. On five cubic centimeters, 
one of 84 patients developed a grand mal seizure. On examining 
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the history of this patient, it was found that she had shown retarded 
mental development and finished six grades of school at the age 
of 17. The history and course of the disease were not characteristic 
of schizophrenia. 

The following results were noted in the epileptic group when 
the procedure described above was carried out. Of the 19 female 
patients, 10 developed one or more grand mal seizures and of the 
15 male patients, six responded with epileptic discharges of a 
major type. A table of relative statistics might clarify the results 
of the study. 


Per cent 
Number Metrazol doses Number of patients 
of ; ; per roo Ib. patients having 
patients. Diagnosis. (45.5 kilos). having seizures. seizures. 
84 Functional psychosis .... 5 cc. I 1.19 
34 5 ce. 16 47.05 


When the relative percentages of convulsions produced by a 
standardized dose of metrazol given subcutaneously, in epileptic 
and non-epileptic patients are compared, it becomes evident that 
the method forms a rather effective means of determining the 
presence of epileptic tendency in a patient. Using five cubic centi- 
meters per 100-pound body weight (45.5 kilograms) of a Io per 
cent solution of metrazol subcutaneously as a standard dose, the 
authors feel that the production of a seizure is presumptive evi- 
dence of a convulsive tendency. The presence of organic brain 
disease should be ruled out before deciding that epilepsy is present. 
Failure to produce a seizure does not exclude the presence of 
epilepsy. 


CONCLUSION. 


Differences of convulsive reactivity are manifested when a stimu- 
lating agent to the central nervous system is given to a group of 
individuals. 

In 84 patients suffering from functional psychoses and with a 
standard dose of metrazol used as a stimulant, 1.19% developed a 
seizure. The one patient having a convulsion was quite posstbly 
incorrectly diagnosed. Of 34 epileptic patients, 47.05 per cent de- 
veloped seizures on a dose equal to that for schizephrenic and 
other patients. 
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SOME OBSERVATIONS ON ANANCASM.* 
By HELEN G. RICHTER, M.D., New Haven, Conn. 


The term, “anancasm,” communicates a number of concepts 
which deal with compulsive, obsessive and phobic ways of experi- 
encing. Compulsion stresses recurrent, repetitious, meticulous per- 
formance, a manner of acting which to the individual is irresisti- 
ble, inevitable, which usually is against his desire and better judg- 
ment. Obsession restricts qualitatively similar processes to the 
realm of ideas and emotion. Phobia may be defined as the exag- 
gerated, unwarranted dread of some real or fancied situation. 
Many persons experience phobias in a way that may be obsessive, 
compulsive or both. Since phobias of all intensities and varieties 
may drive individuals to “seek protection” through compulsions 
and obsessions, we believe that they are anancasms. 

These definitions make it possible to include, descriptively, the 
following under the collective term “‘anancasm’’: excessive order- 
liness ; meticulousness ; exaggerated need for cleanliness ; precision ; 
pedantry ; perfectionistic strivings of all manner of content and 
intensity ; perseverative tendencies ; ruminations ; recurrent, stereo- 
typed fantasies; harping on subjects ; “sticking” overawareness of 
bodily functions ; hair-splitting argumentativeness ; and adherence 
to timetable-like routine in living, extreme dependence. on rituals. 

One must at once distinguish anancasms from other forms of 
repetitious, recurrent, orderly, stereotyped behavior and thinking. 
We exclude conditioned reflexes because of their automaticity, 
and the usually temporary and limited repetitions and care exer- 
cised in the trial and error method of learning. Whenever habits 
are accompanied by a “must” element, an “I can’t stop it” attitude, 
or when they are partially or completely blocked, then increasing 
anxiety and tension result. Habits then are no longer habits but 
have passed into anancasms. Some habits, verging on anancasm, 
are still habits if they occur at a certain age and are later easily 
discarded as the individual enters another phase of development. 


* From the Department of Psychiatry and Mental Hygiene, Yale Uni- 
versity, School of Medicine. 
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Thumb-sucking is an example—this is commonly seen in infants. 
Later, persistent thumb-sucking is usually no longer a habit but 
rather an anancastic way of experiencing emotional or situational 
stresses. We shall not include under anancasm repeated fulfillment 
of recurrent physiologically determined needs, such as hunger, 
sleep, sexual desire, although even here we must recognize indi- 
vidual differences and rhythms 

Individual anancasms practiced by the group may become socially 
so accepted that they no longer carry the emotional charge of 
anancasm. In our culture, dependence on three meals a day and 
the daily bath as a part of “normal” cleanliness would hardly be 
criticized as anancastic. In another culture, such particular eating 
and washing routines, if practiced only by an occasional person, 
would be considered odd and, being different from the conventional 
patterns, would very likely be performed in a compulsive fashion. 
Anancasms lose their stre1 


hy LIC enay ( Ot @X- 
periencing become an integral part of the culture. One might say 
that certain cultures are “‘anancastic cultures.” Individuals are 
forced to participate in varied, highly routinized, ritualistic or 


religious group-activities. However, individuals, unless they are 
anancasts, will take part freq ly against their own wishes, in a 
matter-of-fact manner: such participation may hold little si 
cance. The anancast, however, will not relinquish his anancastic 
tendencies. He will superimpose his own fastid ness, rituals 
or what you will, upon the culturally accepted patter 

For the present discussion, the term anancasm must be delimited 
to include only two main groups: (1) constructive anancasms and 
(2) non-constructive anancasn 

Most human beings seek to satisfy an inner need for arran 
ment, control or management of the various facets of their per- 
sonality. Human beings strive to come to some sort of adjustment 
with themselves and simultaneously to adjust to fellow-men in the 
cultural group. We find that for some these adjustments are easily 
accomplished ; for others it is a paintul, perpetual struggle: for 


still others it is an almost insurmountable task. For many insecure, 
anxious, tense, ambitendent, hostile, dependent people, anancasms 
are “wonderful” stabilizers. Here is a way to have and to hold 
order in one’s inner economy, a way to protect oneself against a 
hostile world. This type of adjustment demands a highly-developed 
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sense of routine, temporal and spacial order, meticulousness, a 
constant check and recheck. Other personality traits as impulse, 
temperament, intelligence, influence the expression and the experi- 
ence of this adjustment. The ability to feel and act this way is a 
constructive force: it keeps the initially not too fortunately har- 
monized personality traits in working order; it placates anxieties 
and allays fears. It enables these people to function to some extent 
in the cultural group. In certain persons, anancasms are efficient 
stabilizers: they give direction, help to achieve goals and purpose 
and keep the inner man, so to say, tolerably integrated, constructed. 
Such anancasms are definite assets. Our culture provides niches 
for such people ; they may work and render peculiar kinds of ser- 
vice which not infrequently are exploited by society. 

In contrast, we sometimes see non-constructive anancasms. Un- 
der certain conditions, as we shall discuss later, the individual’s 
anxieties and inner turmoil will break through the stabilizing 
anancastic patterns. We then still observe compulsions, obsessions 
and phobias, but now of such intensity, of such bizarre content and 
irrational nature that they become noxious to the individual. They 
heighten the person’s basic insecurities, accentuate personality 
disharmony, they now superimpose fears and tensions of a new 
kind. The individual flounders hopelessly, feels torn asunder, as if 
without means to assemble himself. With alleviation of stressful 
conditions, with reduction of the basic anxiety through understand- 
ing and toleration, we may expect gradual improvement ; the non- 
constructive phase may pass to a constructive, anancastic arrange- 
ment. Often individuals cannot achieve such reconstruction ; they 
continue through life tormented, unhappy, ineffective and rejected 
by the cultural group. 

We assume a constitutional “anlage” for anancasm. Anancasms 
are not observed in any one particular “type” of personality. 
People with anancastic tendencies frequently have other personality 
traits and ways of experiencing which cause inner emotional tur- 
moil or conflict. These inner tensions, as well as situational ten- 
sions, may enhance anancasms. Indeed the anancast by his very 
anancasms, often creates his own situational stresses. It is often 
impossible to separate personality-determined from environmen- 
tality-created difficulties. 
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Case I.—Mrs. O is an attractive, well-1 
29-year-old married woman, the mother 
hailed from old New England stock. Mar 
“individualists,” exceedingly conscient 
and honor, above all, has weathered marital i 
financial strains. The family 
no matter what inner turmoil; lie in the bed 

The patient was an unhappy chil he felt 
ticularly by her mother. She always harbored, 
that she was the least liked of the three daught 
oldest. As a child, she was willful, fussy, dem 
honest and ineptly candid—she made overture 


ice Many 
ne 
i¢ tne 
li Ling 
CX casti¢ 
( 
: 
il! which raise 
ecin 
17 f 
iS ( ites 
Ol 
\ Ol) 
i Veloy 
gh 
late 
re eed Oo 
ora ierate 
] | 
Lit 
Ip, ce of all 
that tne 
iSD 
I 
nts. ihe ecurl 
ci ective 
prt en 
pest some 
ildre ancestors 
W I I 
Lhe se ot duty 
} + 
LiC iit 
( ( Ve lity 
‘ a 
ine | par 
1 1 
el\ Teelings 
whot was the 
critical, « singly 
ve and tion, but 


AN [May 19 
1 
| 
the 
| 
| 


1940 | HELEN G. RICHTER 1463 


always felt unsatisfied. She was dependent on the mother, still is, but since 
the teen age she rebelled against authority and direction; at the same time 
she yearned for solicitude and approval. She was a good student, graduated 
from a well-known woman's college and taught school. 

Various phases of sexual development were experienced with feelings of 
misgiving, shame, disgust, fear and anxiety. In all relationships she was 
narkedly ambitendent, quick to criticize, frequently openly hostile and always 
iad the feeling of being left emotionally unsatisfied, even when relief of 


I 


sexual tension had been achieved. At 23 she married a man a few years 


1 


her senior. He has been known to us as a patient: his problems are nuclear 
in his obsessive thoughts, compulsive behavior and his many phobias. He 
is a man of high intelligence and training, given to hair-splitting argumenta- 
tion. He is hostile, vindictive and projects on others his feelings of inade- 
quacy. A previous marriage had been terminated in divorce, and his present 
marriage has survived through fear-driven dependence on his wife and his 
attachment for his children. Mrs. O has been most unhappy, has not obtained 
sexual satisfaction. For many years she submitted to his anancasms, com- 
pelled to tolerate the almost intolerable through her intense guilt feelings 
about pre-marital sexual experiences. Her husband repeatedly held these 
up to her and rationalized these as the cause of his shortcomings. 

In June 1939, the second child was born. The husband felt he had now 
securely anchored his wife; he neglected her or became overtly hostile and 
mean. Patient became afraid of her husband, felt increasingly tense and 
anxious, and following a state of panic was admitted to the clinic. Patient 
had noticed that her usual fussy, orderly, perfectionistic, domineering, care- 
fully anticipatory behavior had suddenly, in the course of her increasingly 
difficult home situation, become markedly exaggerated. During the summer 
she had spent hours arranging bureau drawers. She had feelings of impend- 
ing disaster unless she knew where every last possession was located. She 
needed more carefully studied and worked-out routines; she was annoyed 
by her excessive fastidiousness. She remarked spontaneously that her only 
sense of security lay in knowing just where everything was and how every- 
thing would proceed during the day. She felt too preoccupied to handle 
any new or unforeseen situation. 

With intensive therapy her hate for her husband, her ambitendence to 
her family, her dependency on her mother, her anxiety, various methods 
of placating these anxieties, were brought to her attention. After a more 
realistic appreciation of the situation she improved considerably. Following 
discharge from the hospital, patient went home for a month and then de- 
cided to return to her husband. Later she remarked, “When I got home 
I realized I was better—I was able to let the suitcases stand in the room 
for several days before I got around to unpacking the last things. I could 
not have tolerated such untidiness last summer.” 


Case II.—Mrs. L. This 30-year-old, married woman was admitted to the 
metabolism service of the New Haven Hospital presenting signs and symp- 
toms of severe hyperthyroidism of at least six months duration. Patient’s 
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chief complaint was “mental signs { about tw months duration. She 
was acutely and distressingly aware of certain new “habits Each night 
she would get out of bed, two to three times, to place her bedroom slippers 
in symmetrical order. The smallest scrap of paper in tl 1 attracted 
her attention and had to be picked up and removed. The arrangement of 
clothes and furniture took up many hours during the Suddenly she 
developed a tremendous fear of dogs; this in marked « rast to a former 
fondness of these animals. Walking over pavement squares in two steps 
without stepping on the separating ridges marred all enjoyment of outdoor 
activity. Staircase climbing presented a problem of stair-counting. She 
developed many rituals about eating. The three f sugar which 


she had to put into her morning coffee were most annoyin 


detested 


sweetened coffee. Patient was alarmed by this behavior increasingly 
feared insanity. No other pathological mental trends could be elicited on 


examination. 
With bedrest and on Lugol’s solution, patient improved 


she could give a clear account of her difficulties; she had 


the anancasms had receded with improvement of het 


Following subtotal thyroidectomy, only minimal anancasms 
The patient felt free of compuls bsessive tenden 
She was the oldest of five children who w their pa 


nated. For the ensuing 17 years patient took upon herself 


Pre-operatively, 
full insight that 
ral condition. 


( ild be detected. 


rents alway S lived 
in marginal economic circumstances. At the age of 13 schoolit 


was termi- 


| in a conscientious 
and oversolicitous fashion the care of the bed-ridden, paralyze ther. She 
married at 18. Her husband was irresponsible and left her with two chil- 
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titious movements, repeated any number of times, to initiate some purpose- 
full performance, e.g., lifting glass repeatedly to mouth before drinking, 
marching around table before kissing wife, checking up on doors before 
going out, stair-counting. (3) Certain bizarre rituals to offset fear “that 
something terrible but ill-defined might happen” if certain mannerisms were 
neglected, ¢.g., walking over holes in the streets in a certain way, walking 
in a circle around every tree on the street. (4) Frequent obsessive thoughts 
that he might kill his wife or child. Patient interpreted these anancasms 
as precursors of insanity—stressed this intense fear rather than harping on 
other depressive features. 

Most of the members of this old Rhode Island family were considered 
stable. The patient’s father went through at least one depression during 
which he made three suicidal attempts; the patient’s mother was considered 
somewhat nervous and meticulous. 

As a child the patient was serious, very conscientious, already given to 
“having to get at the bottom of things.” He interrupted his formal high 
school education to help meet financial reverses. Patient became a drafts- 
man, machine designer and amateur mathematician. Here his love and need 
for precision, his constant effort to avoid even the least error, his conscien- 
tious and meticulous way stood him in good stead. With the economic de- 
pression he lost his job. Finally he became dependent on W.P.A. where 
once more his particular anancasms made him a valued member among 
specialized technical workers. 

Patient never felt completely at ease with other people. He married for 
a home, not for love. Emotionally he was never very close to his wife; 
sexual desires were perfunctorily satisfied. 

Patient seemed critical, ambitendent, sensitive, set in his ways; he was 
hemmed in by feelings of duty and responsibility. He had marked ambitions 
for “education” and proceeded systematically to acquire this. His reading 
was mostly along technical lines. For culture’s sake, he read the King 
James version of the Bible, five chapters every night, followed this with a 
Catholic version; then the plays of Shakespeare, so many acts in an evening. 
When he first came to the clinic, he was well through the Encyclopedia 
Britannica, having started with A, proceeding without skipping even one 
page. 

Until the depressive illness overtook this man, his anancasms were assets 
in his work and recreation. His wife could adapt with ease to his routines 
and knew exactly what to expect from her husband. With his illness, his 
anancastic tendencies not only increased in intensity along the old lines, 
but began to invade new territories. His heightened compulsions and ob- 
sessions now produced so much new bizarre content, were so loaded with 
feelings of anxiety and fear that they became alarming to him. His wife was 
at her wit’s end how to adjust to her husband. Friends and employers 
became intolerant of these “habits,” and even the children in the neighbor- 
hood stopped to point their fingers at that “funny guy.” 

As the depressive features lifted, the anancasms receded. By April 1938 
he was discharged very much improved. By September 1938 he reported 
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itv. It would seem that the more rigid they are, the more anancasms 
they need to maintain the status quo, and the more anancasms they 
practice, the more rigid they tend to become. 

In conclusion, we should like to stress once more the way and the 
diversity of content of anancasms, their constructive or non- 
constructive nature, the varied settings in which they may thrive, 
the personality traits most commonly observed. Anancasms are not 
isolated phenomena; for certain persons they are the ways and 
means of experiencing; they, too, make their bid for cultural 
acceptance, tolerance or disapproval. 
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Comment, 


DR. GEORGE ALDER BLUMER. 


Eight years ago the JouRNAL published from the pen of one of 
the Editors Emeriti, Dr. Edward N. Brush, some biographical notes 
and personal impressions of another Editor Emeritus, his lifelong 
friend Dr. G. Alder Blumer. Today it becomes our sad duty to 
record the passing of Dr. Blumer, who for a number of years had 
been the surviving Editor Emeritus. Dr. Blumer died after a brief 
illness on the morning of April 25 at his home at Providence, R. I. 

Although for several years Dr. Blumer had not attended the 
annual meetings of the Association he retained always the keenest 
interest in its doings, and from time to time up to the last year 
would bring to the attention of the Editor items of news or other 
matters which he felt might be of interest to readers of the JOURNAL. 
A memorial of Dr. Blumer will be published in a forthcoming issue. 

A gentleman of the old school whose urbanity and charm made 
an indelible impression upon those who were associated with him, 
Dr. Blumer was one of the outstanding pioneers who developed 
modern hospital methods for the treatment of the mentally ili and 
inaugurated the new era in American psychiatry. His ideals were of 
the highest and his wholesome influence has survived in the career 
of the JouRNAL during the years since he laid down his editorial 
pen. 


We salute his memory with profound respect and affection. 


DR. EDWARD MAPOTHER. 


We regret to record the death on March 20, 1940, of Dr. 
Edward Mapother, professor of psychiatry in the University of 
London, and medical superintendent of the Maudsley Hospital. 

This hospital was opened by the Ministry of Pensions in 1919 
as a treatment center for war neuroses with Dr. Mapother as 
medical superintendent. This was an interim arrangement. The 
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Dr. ApoLF NEW PRESIDENT OF THE NATIONAL Com- 
MITTEE FOR MENTAL HyGienE.—The Board of Directors of the 
National Committee for Mental Hygiene announce the election of 
Dr. Adolf Meyer of Baltimore as president of the National Com- 
mittee, to succeed Dr. Arthur H. Ruggles of Providence, R. I. 

Dr. Meyer is professor of psychiatry of Johns Hopkins Uni- 
versity and director of Henry Phipps Psychiatric Clinic, Baltimore, 
which he founded in 1913. Often referred to as the dean of 
American psychiatry, Dr. Meyer has long been the acknowledged 
leader of his profession and has exerted a wide and deep influence 
on the growth and development of psychiatric thought and prac- 
tice both in this country and abroad. His former pupils occupy 
leading posts as teachers and practitioners of psychiatry throughout 
the United States and in many foreign countries. He has been 
president of The American Psychiatric Association, American 
Neurological Association and the American Psychopathological 
Association. He is a member of numerous scientific societies and 
has received academic honors from various universities here and 
abroad. 

Dr. Meyer collaborated with Clifford Beers in the founding of 
The National Committee for Mental Hygiene in 1909, and gave 
the mental hygiene movement its name. He is chairman of the 
National Committee’s Advisory Committee on Psychiatric Edu- 
cation, and was one of the organizers of the American Board of 
Psychiatry and Neurology, established in 1934. He was the first 
Salmon Memorial lecturer in psychiatry and mental hygiene at 
the New York Academy of Medicine. 


MENTAL HospITAL SuRVEY COMMITTEE TAKEN OVER BY U. S. 
Pustic HEALTH SeErvicE.—On July 1, 1939, the United States 
Public Health Service took over the work of the Mental Hospital 
Survey Committee and incorporated it in a new Section on Mental 
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sets for itself the purpose of bringing the problems of psychiatry 
and neurology before the physician in the general practice of 
medicine to whom it is addressed rather than primarily to the 
specialist. For the most part the articles are brief and readable, 
and each issue comprises about 30 pages. 

The editorial staff includes Dr. Harris as editor-in-chief, and 
a board of 22 associate editors representing different parts of the 
country. The editorial office is in the University of Texas School 
of Medicine, 800 Avenue B., Galveston, Texas. Mr. Leonard 
Kornfeld is business manager, the publication office being the 
Physicians Postgraduate Press, Alamogordo Rd. (P. O. Box 
1069), El Paso, Texas. 


THe Hoce FounpaTion For MENTAL HyGIENE 1n TEXas.— 
President Homer Price Rainey of the University of Texas an- 
nounced in February that a grant of $2,500,000 had been made 
by the Will C. Hogg estate, one object of which is the furtherance 
of mental hygiene in Texas. A tentative program for the use of 
the grant was outlined in January at a meeting of an advisory 
committee composed of Dr. Adolf Meyer, Dr. George Stevenson 
and Mr. Daniel Prescott, and assisted by state leaders in mental 
hygiene. 

Objectives agreed upon by the committee include (1) the formu- 
lation of a program essentially educational; (2) the training in 
the principles of mental hygiene of selected groups who would 
form a personnel in selected educational institutions for the des- 
simination of facts related to mental health; (3) the organization 
of a group of social service workers trained in the promotion and 
maintenance of mental health to be sent into selected communities 
over the state for lecture and case work; (4) the holding of post- 
graduate clinics for mental hygiene workers, together with the 
establishment of traveling clinics to provide in-training service for 
this group; (5) the establishment of a center for investigation and 
research in mental hygiene among professional groups. 


New TREATMENT BUILDINGS AT CoLorADO STATE HosPITAL.— 
Announcement is made of the completion and opening at the Colo- 
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rado State Hospital of a special hydrotherapy building and the 
rebuilding of the isolation unit for patients suffering from con- 
tagious diseases. These improvements have been made possible 
as a part of the state-WPA two million dollar expansion program. 
In the hydrotherapy building which provides twenty-four hour ser- 
vice the most modern construction, heating and lighting methods 
have been utilized. The rooms are sound-proof and air-conditioned 
and the building is fire-proof. Day and observation rooms and an 
adjoining kitchen service are provided for patients undergoing con- 
tinuous hydrotherapy or treatment in the isolation sectii 


First NATIONAL ITALIAN CONGRESS ON MENTAL HyYGIENE.— 
On the occasion of the World’s Fair to be held in Rome in 1942 
the Executive of the Italian League of Mental Hygiene and 
Prophylaxis proposes to hold the first National Congress on Mental 
Hygiene in Italy. 

The Congress, which it is anticipated will be convened under the 
presidency of Professor Eugenio Medea, will mark the completion 
of the first decade of the Italian League. A three day Congress is 
proposed with program to be announced late: 


SOUTHERN PsyCHIATRIC ASSOCIATION YEARBOOK.—In connec- 
tion with the fifth annual meeting of the Southern Psychiatric 
Association held in 1939 at Louisville, Kentucky, an innovation 
was introduced in initiating a Yearbook wherein are printed either 
in full or in abstract the outstanding papers of the scientific ses- 
sions. This first issue of the Yearbook is dedicated to Dr. Newdi- 
gate Moreland Owensby, secretary and founder of the Southern 
Psychiatric Association. 


MEDICINE AND PusBLic HEALTH AT THE NEW YorK WorLp’s 
Farr.—One of the most fascinating and strikingly informative 
exhibits of “The World of Tomorrow,” which was the New York 
World’s Fair of 1939, was that of modern medicine housed in 
the Medicine and Public Health Building on Constitution Mall. 
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This exhibit will be continued and enlarged in the New York 
World’s Fair of 1940 which is dedicated to Peace and Freedom. 

The theme center of this exhibit is the Hall of Man. Here visi- 
tors are first startled by a realistic reproduction of the greatly 
amplified systole and diastole of the human heart-beat which 
emanates from the Transparent Man. This giant primate, twenty- 
two feet high, speaks for himself, and by means of lights syn- 
chronized with the lecture demonstrates the essentials of human 
anatomy and physiology. For those who love the macabre a moving 
talking skeleton describes himself and the bones of which he is 
composed. 

With amazing cleverness most of the major things which man 
knows about himself are presented to the visitor pictorially or by 
mechanical devices and demonstrated with objective clearness far 
beyond the possibility of any text. 

The catalogue of the medical exhibits is a long one and includes 
the most recent developments in the healing art, and in preventive 
medicine and public health. Here one can visualize the story of 
the endocrine glands, of allergy, of the treatment of cancer, of the 
campaign against tuberculosis, of the action of the heart and the 
fluctuation of blood pressure, of the phenomenal effects of insulin 
and sulfapyridine, of the virus diseases, of the protean mischief 
of Spirochaeta Pallida, of the most modern methods for the control 
and prevention of disease. 

The splendid medical exhibit has been made possible through 
the cooperation of the American Museum of Health Inc., the 
Carnegie Corporation of New York, the Oberlaender Trust, several 
prominent insurance companies, the American Medical Associa- 
tion, numerous pharmaceutical houses and makers of food products 
and various medical and public health organizations and social 
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INTELLIGENCE AND CRIME. By 
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larceny and burglary cases are found among the foreign-born, while in 
the reformatory the smallest percentage of robbery cases is found among 
the native-born whites, the smallest percentage of larceny cases among 
the Negroes, and the smallest percentage of burglary cases is again found 
among the foreign-born. 

“In both institutions the foreign-born and the Negroes show nearly three 
times as many men committed for murder as do the native-born groups, 
with the percentage among the Southern-born Negroes higher than among 
the Northern-born Negroes. There is a greater proportion of sex crimes 
cases among the foreign-born than among the native whites, with the 
lowest percentages found among the Negroes.” 

In general the highest scores are found in men convicted of fraud, and 
the lowest in those guilty of sex crimes; however, with only one exception 
“individuals of all grades of intelligence are found in all six crime groups” 
(no Southern-born Negro of superior intelligence is found in the sex 
crime group). 

The volume is a significant contribution to the fields of psychiatry and 
criminology, and should be read by all who are interested in securing 
reliable information on a subject which has hitherto been dealt with rather 
impressionistically. Dr. Tulchin has. thrown a bright light into some 
dark recesses and all students of the crime problem are in his debt. 

WINFRED OVERHOLSER, M. D., 
Saint Elizabeths Hospital, Washington, D. C. 


PsYCHOBIOLOGY AND Psycu1aTry. A TEXTBOOK OF NORMAL AND ABNORMAL 
HumaAN Benavior. By Wendell Muncie, M.D. (St. Louis: C. V. 
Mosby Company, 1939.) 


After a preliminary discussion of the Mind-Body problem and of the 
history of psychiatric thought, Muncie defines psychobiology as follows: 

“Man emerges as a special and a higher biological product, including 
within him all the data of physics and chemistry and zoology, but distinguished 
by the greater development of delayed reflexes as adaptive reactions, by the 
vast development and use of symbols, especially those of language, and by 
the hanging together of all these sensory, motor, and associative performances 
in a special manner called ‘conscious.’ 

“In such a system the old contrast of mental and physical with its preju- 
dicial barriers and insolubilia is replaced by consideration of degrees or 
levels of integration: Are the facts understood as non-mental, that is, as 
the qualities and activities of essentially detachable parts, organs, or systems 
(as treated in anatomy and physiology), or are they only intelligible in 
terms of mentally integrated performances—of a sort indissolubly a function, 
overt or implicit, of the total organism and having meaning as adaptive 
reactions in a total situation? 

“Psychobiology then is the study of those functions distinctively human, the 
things man is best known for, the mentally integrated performances. The 
study demands knowledge of the physical sciences and of anatomy and 
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physiology, but these in no w plain tl enomena und bservation. 
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reciprocal relation with all 


At the same time, the injunction to study the total indiv l may de- 
generate into a counsel of perfection, since it is really possible to do a 
good job if one becomes too literal an accepter of this commandment. A 
study of the hormones and of the physical reactions of any patient in a 
hospital for mental disease might well occupy a dozen people for months, 
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and the accumulation and evaluation of all the facts in the social history 
would be even more arduous and time-consuming. More is learned by the 
lumbar puncture needle and a few chemicals in general paresis than by the 
most elaborate personality study, and it is a sad commentary on our efforts 
to find a rational direction for therapeutics that the only treatment that 
really does much good in the depressive states is that non-rational approach 
“shock,” where no study of the whole individual is at all essential. We must 
not, it seems to me, make a fetish of even the best of slogans, such as 
“study of the whole individual.” It is just as well that there are people 
who devote themselves to narrow and very specific studies of isolated func- 
tions and reactions. What is lost in breadth is gained in factual aquirement. 

For one, I see nothing gained in unifying under the heading “holergasia” 
the major syndromes, such as depression, excitement, delusional and _ hal- 
lucinatory developments, confusion, stupor, deterioration or dementia. Nor 
do I see any point whatever in using the term “dysergasia” to represent a 
wide range of conditions of toxic, infectious, metabolic, circulatory and 
traumatic origin, in which it is stated that the symptoms are “directly due 
to disorder of the brain through poor support of its functioning from toxic, 
infectious (with fever) metabolic, and traumatic causes, 1. e., from extrinsic 
factors acting on the brain.” (Just what the word support means in this 
connection is utterly beyond the comprehension of the reviewer.) For all 
we know, schizophrenia may be dysergasia, if by this is meant that a brain 
function is organically disturbed. Nor can much be said for the term 
“anergasia” to designate such diverse processes as cerebral arteriosclerosis, 
brain tumor and Pick’s disease. And it remains a mystery to me why the 
substitution of such words as “merergasia” or “kakergasia”’ are believed 
to throw any light on the conditions over-unified by the term psycho- 
neuroses. What psychiatry needs is not new names but new facts, new 
procedures and new and fruitful hypotheses. 

Despite all these criticisms, the book is heartily recommended to the 
reader. It has historical ‘significance in that it puts together a point of 
view which hitherto ':as been vaguely scattered in many diverse papers and 
journals. It has very worth-while clinical features. The section entitled 
“Student’s Personality Study” is an excellent presentation of personality 
analysis and recording. The historical summary at the end should be part 
of the required reading and training of every psychiatrist, since the history 
of any discipline lays the foundation for critical evaluation of new work. 

ABRAHAM Myerson, M.D., 
Boston State Hospital, Boston, Mass. 


THE MECHANISM OF THOUGHT, IMAGERY, AND HALLUCINATION. By Joshua 
Rosett. (New York: Columbia University Press, 1939.) 


The author has achieved a much needed synthesis of many heretofore 
isolated or poorly related neuro-psychological phenomena such as states of 
attention, thought, imagery, sleep, startle, dreams, hallucinations and the 
epileptic seizure. He draws on a wealth of clinical and experimental data 
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chiatrists, psychologists and educators, but also to those educated laymen 
who are interested in the unification and correlation of mental phenomena 
with neural structure and function. 
Joun G. Lynn, M. D., 
Neurological Institute, New York City, N. Y. 


THE CONCEPTUAL REPRESENTATION AND THE MEASUREMENT OF PsyYCHO- 
LOGICAL Forces. Contributions to Psychological Theory. Vol. 1, No. 4, 
Serial No. 4. By Kurt Lewin. (Durham, N. C.: Duke University 
Press, 1938.) 

It seems to be most appropriate to reprint the author’s summary which 
gives a sufficient idea of his aims. 

“We have attempted to describe the position of the concept ferce in 
psychology and to discuss major methods of measuring psychologicai forces. 
One of our objectives is to bring into the open and to apply scientific 
standards to those concepts which actually underlie certain recognized 
research methods and to eliminate those unnecessary accessories which create 
much discussion but little progress. 

“One of the outstanding properties of force is its directedness. Direction 
in psychology cannot be defined as physical direction and cannot be de- 
termined by Euclidian geometry. A geometry applicable in psychology is 
that of hodological space. The geometrical properties of this space are 
described, and examples of its application in determining directions and 
distances in the life space are offered. 

“The conceptual properties of the construct force are given and its co- 
ordinating definition to observable processes. The conceptual and dynamic 
relation between psychological forces, valences, and tension are discussed 
and certain basic theories concerning the relation between need, environ- 
ment, and the ‘mechanics’ of locomotion. 

“Various methods of measuring forces and valences are surveyed, especially 
those related to opposing forces and to velocity of restlessness, consumption, 
translocation, and learning. The problem of the structure of the force field 
and of overlapping force fields is discussed, including several choice and 
conflict situation with stable and labile equilibria. We have limited our 
discussion mainly to relatively simple problems of driving and restraining 
forces. 

“One of the main objectives of both the geometrical and dynamical con- 
cepts is to develop a frame of reference useful as much in social as in 
quasi-physical situations. An adequate treatment of social problems, espe- 
cially social conflicts, however, makes certain distinctions necessary, par- 
ticularly that between ‘own’ and ‘foreign’ forces, which we have merely 
mentioned.” 

An attempt to improve our methods of dealing with psychological problems 
should always be considered with great interest. That the concepts are of 
help in grasping the fundamentals of psychological experience cannot be 
doubted. In studying his book one often had the feeling that a conceptual 
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The teacher's attention should be directed more to developing. serviceable 
habits and attitudes in every child and to the fact that this is accomplished 
during the acquisition of the usual skills and knowledge. Affection, a sense 
of security and a sense of accomplishment are needs of every child that 
must be met both in the school setting and outside of it. Two outstanding 
factors making for more effective work by the teacher are the appreciation 
of the fact that each child is an individual in rate of progress and interests, 
and that all behavior has causal factors back of it. Examinations, pupils’ 
records, “discipline,” the curriculum are discussed in this book always in 
relation to the individual pupil’s health and habits, and progressive practices 
are described. 

Appropriately enough, one-fourth of the book is devoted to the teacher’s 
personality and training. Little has been done in practice about more satis- 
factory selection of prospective teachers although there has been much 
discussion concerning it. Scholastic standing as the basis for selection is 
rejected by Dr. Ryan as even less satisfactory than indiscriminate admission, 
as “the proportion of students academically selected tends to bring out 
candidates with a high percentage of personality difficulties.” The existing 
personality tests are of little help in this field. In the recent general increase 
in the teacher’s training period, only a few colleges have seized the oppor- 
tunity to encourage those students who showed interest and ability in 
understanding and managing children. Such students have been given the 
opportunity for close contact with children. A system suggestive of ap- 
prenticeship is being tried out in one state, in which the student serves as 
assistant to a successful teacher and participates in the teaching. The book 
contains very useful descriptions in more or less detail, of a number of 
attempts to introduce mental hygiene into teacher training during both pre- 
service and in-service years. 

The chapter on “Special Services for the School Child” will be of much 
interest to visiting teachers and to psychologicai, psychiatric and social 
workers who function in: more or less close cooperation with schools. It 
should help these workers to see their work in relation to the whole field. 
It will serve as a stimulus to many who have not conceived their function 
in as broad terms as it is here stated. 

There is little to quarrel with in the book. Much of the philosophy in 
it is familiar. The results of the surveys and the clear statements of the 
relationship of the suggested practices to mental hygiene are useful and 
stimulating. The book can be commended to educators as putting a challenge 
that has been accepted by increasing numbers of teachers in the past ten 
years, and that will be faced by the teachers generally in the next decade. 

C. G. Stocpii1, M. D., 
Dept. of Public Health, Toronto, Ont. 


EXPLORATIONS IN PERSONALITY. By H. A. Murray, M.D., Ph.D. (New 
York: Oxford University Press, 1938.) 


This volume is both interesting and challenging. It describes a three-year 
study of 51 men of college age (unemployed and college students) by 28 
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situation with great opportunities for following original insights and clari- 
fying some challenging leads. Subsequent reports of the project or its 
continuation may indicate more clearly the degree to which it has justified 
its advantages as an investigatory setting. At present one feels that, for 
instance, the elaborate description of the “Case of Earnst” involved a 
very detailed enquiry into all sorts of experiences and events pertaining 
to the life of this individual, but that the case study as reported was decidedly 
lacking in purpose and bewildering in outcome. 
W. Line, Pu. D., 
University of Toronto. 


Man Acatnst Himsetr. By Karl A. Menninger. (New York: Harcourt, 
Brace & Co., 1938.) 

The author of the The Human Mind has followed up that popular success 
by another book dealing with what appears at first sight to be a much 
narrower field, the subject of suicide. Actually the treatment is not nearly 
so narrow as might be expected, as under the general head of suicide, 
complete or partial, he is able to include discussions of such subjects as 
alcohol-addiction, anti-social behaviour, self mutilations, asceticism, chronic 
invalidism and other such conditions. The book makes fascinating reading, 
taking as it does its illustrative material from history, clinical studies, 
newspaper reports and contemporary literature. The general thesis is the 
Freudian one: 

“And so our final conclusion must be that a consideration of war and 
crime, no less than of sickness and suicide, leads us back to a reiteration 
and reafirmation of the hypothesis of Freud, that man is a creature domi- 
nated by an instinct in the direction of death, but blessed with an opposing 
instinct which battles heroically with varying success against its ultimate 


conqueror.” (p. 470) 

More specifically concerned with suicide, the following statement defines 
Dr. Menninger’s position very concisely: 

“The theory of suicide is that the wish to kill, unexpectedly robbed of 
certain external occasions or objects of unconscious gratification, may be 
turned back upon the person of the ‘wisher’ and carried into effect as 
suicide.” (p. 32) 

f 
supporting material and a very convincing method of presentation. But in 
this case, as in so much of Freudian literature, the usual doubts arise. He 


To the establishing of this proposition the author brings a wealth « 


~ 


will readily convince the already converted, he will almost certainly fail 
to convince those scientists who do not think within the framework of 
Freudian theory. This happens so often that one is forced to wonder why 
non-Freudians find so unsatisfactory all these elaborate demonstrations of 
the essential truth of the master’s dogmas. To a social anthropologist 
the reason seems to reside in the type of language that Freudians habitually 
adopt in explaining their theory. Dr. Menninger’s final explanation of 
suicide, expressed in the first of the above quotations, proves on close in- 
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spection to be of an anthropomorphic nature. Even if \ know what 
instincts are, to say that two instincts “battle heroically” with each other, 
is about as good an argument as saying for example, that a woman's eyes 
are like stars, or that the sun battles its way through the clouds. Such 
metaphors have their place no doubt, in a volume of poet r in elementary 
school textbooks, but hardly in the scientific laboratot John Stuart Mil 
pointed out years ago that “there is a spontaneous tendet f the intellect 
to account to itself for all cases of causation by attributing them to the 
intentional acts of voluntary agents like itself. The strength of this tendency 
does not lie in argument but in an obstinate tendency of the infancy of the 
human mind.” Instincts which “battle heroically” with each other are not 
very different from “voluntary agents like ourselves,” especially when those 
instincts become, as they readily become in Dr. Menninger’s writing, 
“imps” that “lurk” half-hidden in the human mind. The religions of primi- 
tive people are full of similar imps. The whole medieval theory of spirit- 
possession was based upon unpredictable voluntary agents, more or less 
personalised, which resided “inside” the personality somewhere, somehow, 
and capriciously caused the individual to commit suicide, become paralysed, 
become a chronic invalid, take to drink, etc. Catholic children even in the 
present day are taught that good acts and bad acts are due to good and 
bad angels who “lurk” on the right and left shoulders and whisper good 
and bad suggestions into the right and left ears of individuals. It would 
seem to a neutral observer that it is because of the similarity between thes: 
primitive “explanations” of human behaviour and the Freudian “explana- 
tions” that many scientists, used to mechanical and not persona 
remain unconvinced by, or at least suspicious of, the Freudian system; and 
the only remedy seems to lie with the Freudians themselves, namely to 
attempt to express their discoveries in language that is a little less poetica 
and a little nearer to the language spoken by other sciences 


Directory OF MEDICAL SPECIALISTS CERTIFIED BY AMERICAN BOArRpS 
(1939.) By Paul Titus, M.D., Directing Editor, J. Stewart Rodman, 
M.D., Associate Editor. (New York Columbia University Press, 
1940. ) 


This volume of 1572 pages is the first official directory of approximately 
14,400 diplomates certified by the American Boards representing the various 
branches of medicine. It is published under the auspices of the Advisory 
Board for Medical Specialists, which is compo f representatives of thi 
special American Boards and certain other groups concerned with graduate 
medical education. 

The several Boards are presented in alphabetical order—Anesthesiology, 
Dermatology and Syphililogy, Internal Medicine, Obstetrics and Gynzcology, 
Ophthalmology, Orthopedic Surgery, Otolaryngology, Pathology, Pediatrics, 
Plastic Surgery, Psychiatry and Neurology, Radiology, Surgery, Urology. 
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Under each Board the organization and examination and certification re- 
quirements are set forth together with the list of officers. Then follows 
the list of diplomates by states, and under each state by cities, both in 
alphabetical order. A brief biographical outline is included under each name. 

In a second section of the book is a complete alphabetical list of diplomates 
with the address and specialty after each name. 

The value of an authoritative reference work of this kind is obvious, 
and the profession, hospital officials, social agencies, medical societies and 
libraries and the inquiring public are in the debt of the Advisory Board 
and the Board of Editors of this Directory. 


C. B. F. 


at 
es 
\ i 
ry 
ct | 
he 
he 
W, 
nd 
| 
13 
nd 
to 
in, 
| 
| 
lv 
ry 4 
ite 
ry, 
5 
rv. 


In Oemorian, 


HENRY JOHNS BERKLEY 


1860-1940 
Dr. Henry Johns Berkley, emeritus clinical professor of psy 
chiatry at Johns Hopkins University, died April 5, 1940, at his 
home in Baltimore, Md. The cause of death was believed to have 
been cerebral concussion occasioned by a fall, but there was evi 
dence that he might have had a stroke just previous to the accident. 
It is of interest that he had been taking vitamin B, for the relief 
of rheumatic pains and had said that he noted certain head and leg 

symptoms accompanying this treatment 

Dr. Berkley was born July 17, 1860, the son of Edris and Vir- 
ginia (Enders) Berkley of Virginia. His parents had moved to 
Baltimore shortly before the outbreak of the Civil War and Dr. 
3erkley was born in Maryland. He was descended from Sir Wil- 
liam Berkeley, Colonial Governor of Virginia 

After preliminary education at private schools Dr. Berkley 
graduated in medicine in 1881 at the University of Maryland. 
Somewhat later he spent several years studying abroad, including 
two years in Vienna. He received the degree of Doctor of Science 
from the University of Austria in 1904. He returned to Baltimore 
in 1888 to private practice in nervous and mental diseases and was 
appointed associate in psychiatry at Johns Hopkins University 
March 5, 1896; associate in neuropathology April 25, 1896; clinical 
professor of psychiatry October 1, 1898; and emeritus clinical 
professor of psychiatry April 30, 1920. He was also visiting 
physician to Bay View, the City Detention Hospital, for a num- 
ber of years. 

He was the author of A Treatise on Mental Diseases, “‘based 
upon the lecture course at the Johns Hopkins University, 1899, 
and designed for the use of practitioners and students of medi- 
cine, 


which was published in 1900, a volume of 602 pages. He 
also wrote numerous articles, notably one with Richard H. Follis, 
M.D., “An Investigation into the Merits of Thyroidectomy and 
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Thyrolecithin in the Treatment of Catatonia” published in THE 
AMERICAN JOURNAL OF INSANITY, January, 1909 (65: 415-469). 
This brought him a certain amount of notoriety which was dis- 
tasteful to him. His research activities were curtailed about 35 
years ago when he suffered an enucleation of his left eye, it is 
said, for melano-sarcoma. 

Dr. Berkley’s civic interests were centered in the State Board 
of Mental Hygiene of which he was a member from 1915 to 1930. 
During the World War he was a member of a medical advisory 
board. He held memberships in The American Psychiatric Asso- 
ciation, The Philadelphia Neurological Society and The Mary- 
land Psychiatric Society. 

Dr. Berkley had several avocations and early began to collect 
engravings of General Washington, finally having over 254, form- 
ing the largest private collection in this country. He presented 
this collection to The Maryland Historical Society as a memorial 
to his parents. He had joined the Historical Society in 1906 and 
was an active member until his death. From 1928 to 1935 he was a 
member of its library committee and council. He contributed a 
number of papers on historical subjects, some of them relating 
to colonial medical history. In his younger days he was an enthusi- 
astic mountain climber. 

Dr. Berkley was married in 1886 to Ella Linthicum, daughter 
of Thales A. and Emma (Alexander) Linthicum of Annapolis 
and Baltimore, who died June 1920. Their only child Margaret 
Harwood Stockett, died October 12, 1925. His second wife was 
Miss Mary Miles Jordan of South Carolina who died July 6, 1936. 
A nephew and two nieces survive him. 


W. R. D. 
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ANNUAL INDEX 


The Subject Index (Part I), covers original articles, biographic material, 
book reviews, obituaries and editorial comments. 

In searching for a specific article the Author Index (Part II), should be 
consulted if the name of the author is known since the complete bibliographic 
reference is to be found after the author’s name only. When there are two 
or more authors for an article the complete entry as shown appears only under 
the name of the first author. 

R. indicates a book review; the title of the book is followed by the author’s 
name, and is also listed by author under Book Reviews. Ed. indicates an 
editorial comment. 

Obituary notes and references appear under the heading Obituaries and 
under the names of individuals. 

Entries concerning all meetings of scientific bodies will be listed under 
Association Meetings. 


SUBJECT INDEX. 
PART I. 
A 


Accidents in a Mental Hospital; C. A. Bonner and Lois E. Taylor, 283, 
Sept. 
Administration : 
Administration of Psychiatry (Ed.), 733, Nov. ’39. 
Central Administrative Control of State Hospitals; Winfred Overholser, 
517, Nov. 39. 
Teaching and Research in State Hospitals; Franklin G. Ebaugh and 
Charles A. Rymer, 535, Nov. ’39. 
Trends in Activities of Mental Hospitals; Samuel W. Hamilton and 
Grover A. Kempf, 551, Nov. ‘39. 
Affective Disorders, Shock Therapy in Treatment: See Pharmacological 
Shock Treatment. 
Alcohol, Research Council on (Ed.), 736, Nov. ’39. 
Alcoholism, Acute, Metrazol Treatment; See Pharmacological Shock 
Treatment. 
Amaurotic Idiocy, Cell Minerals in, Studied by the Microincineration 
Method; Leo Alexander and Abraham Myerson, 77, July ’39. 
American Foundations and Their Fields, IV ; Compiled by Geneva Seybold 
(R.), 254, July ’39. 
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American Psychiatric Ass 
hicago 
95th annual meeting, 2 
Proceedings, 95th annua ting, 43 
Cincinnati: 
Committee on Arrang . 
Motion Picture Exhibit, 988 
Nominating Committee, 98: 
Notice to Contributors to P1 
Scientific Exhibit, 743, Nov. '3 
Word from President, 49; 
Biographical Data of Associat Members! 35, N 
District Representatives, 985 
Expansion of Committee on P Educatior 19, M 
New Address, Association He arter 88 
Amnesia, Statistical Study; Mark K ‘ 
Amytal, Sodium, in Insulin and M 5 k Theray M. M. Harri 
Wm. A. Horwitz and | 
Analeptic Drugs with Luminal ES [. Finkel: nd 
A. J. Arieff, 1377, May ’4 
Anancasm, Observations on; H lay ‘4 
Arterial Hypotension, Metrazol R: \ ra Adler and H \\ 
McAdoo, 699, Nov. 
Association of Former Patients hiatric Institut Pr 
New Commitment Stat 
Association Meetings : 
American Association of Ment 3 
American Association of Psy { S 
503, Sept. 
American Orthopsychiatric A 


Nov. ’39. 
American Psychiatric Ass tior 1s 
sociation. 
American Public Health As tion (68t nual {2 
Nov. ’39. 
Association of American Medical Colleges th annual meet , 980, 
Jan. ’40. 
Austen Riggs Foundation (annual meeti: 38, Nov. '3 
Biological Photographic Association (9th annual meeting), 231, July '30 
International Hospital Association (6th biennial Congress), 233, July °3 
Italian Congress on Mental Hygiet ist National Congt 1474, 
May ’40. 
National Association of Private Psychiatric H ( il mee 
499, Sept. ’30. 
Pan-American Neuro-Psychiatric Cong Lima, Peru (2nd ¢ ess) 


1262, Mar. ’40. 
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Pennsylvania Psychiatric Society, 737, Nov. ’39; 1248, Mar. ’40. 
Research Council on Problems of Alcohol (annual meeting), 736, 
Nov. 39. 
Southern Psychiatric Association (annual meeting), 983, Jan. ’40. 
Asthma, Psychogenic Factors; Thomas M. French, 87, July 39. 
Attendants: A Manual for State Hospital Attendants; Elgin State Hospital 
(R.), 758, Nov. ’39. 


B 


“Baboon Boy” of South Africa (Ed.), 1250, Mar. ’40. 
Behavior Differences in Mentally Retarded Children Measured by a New 
Behavior Rating Scale; A. A. Strauss and Newell C. Kephart, 1117, 
Mar. ’40. 
Behavior in Psychotic Patients: Mutism and Resistance; Alfred O. Solomon 
and Chester W. Darrow, 1441, May ’40. 
Behavior of Patients with Cerebral Injury ; Ward C. Halstead, 1263, May ’4o. 
Behaviorism at Twenty-Five; A. A. Roback (R.), 248, July ’39. 
Berkley, Henry Johns: See Obituaries. 
Biochemistry : 
Biochemical and Pharmacological Studies (Metrazol); Fredrick C. 
Redlich, 193, July ’39. 
Biochemistry of Epilepsy; H. Goldstein and R. A. McFarland, 771, 
Jan. ’40. 
Biochemistry of Manic-Depressive Psychosis; R. A. McFarland and 
H. Goldstein, 21, July ’30. 
Bioelectric Responses in Metrazol and Insulin Shock; J. E. Goodwin, W. K. 
Kerr and F. L. Lawson, 1389, May ’40. 
Biographical Data of Association Membership (Ed.), 735, Nov. ’39. 
Biographical Sketch, Dr. Richard Henry Hutchings ; Clarence O. Cheney, 15, 
July ’39; (Ed.), 223, July ’3o0. 
Bleuler, Eugen: See Obituaries. 
Blumer, Dr. George Alder, Death (Ed.), 1460, May ’4o. 
Book Reviews: 
Anderson, Camilla M.; Emotional Hygiene, 250, July ’30. 
Bailey, Harriet; Nursing Mental Diseases, 1258, Mar. ’40. 
Beattie, John: See Clark, W. E. LeGross, jt. auth. 
Bonnell, John Sutherland; Pastoral Psychiatry, 510, Sept. ’30. 
Buros, Oscar Krisen; The 1938 Mental Measurements Yearbook of the 
School of Education, Rutgers University, 508, Sept. ’39. 
Caprio, Frank S., and Grant, Owsley; Why Grow Old, 244, July ’39. 
Clark W. E. LeGross, Beattie, John, Riddoch, George, and Dott, 
Norman M.; The Hypothalamus. Morphological, Functional, Clini- 
cal and Surgical Aspects, 997, Jan. ’40. 
Delgado, Honorio and Trelles, J. O.; Segunda Reunion de las Jornadas 
Neuro-Psiquiatricas Panamericanas (Pan-American Neuro-Psychi- 
atric Congress, Lima, Peru), 1262, Mar. ’40. 
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Djagaroff, M. A.; Scientit ( 


Hospital in Moscow, 12 Mat 


Dott, Norman M.: See Clark, W 
Dunham, H. Warren: Sce | 
Elgin State Hospital; A M 
Nov. 
Faris, Robert L., and Dunham, H 
Areas: an Ecological St 
995, Jan. 
Ferenczi, Sandor; Thala 
Goldstein, Kurt; The Orga 
Derived from Pathologica 
Goldzieher, Max A.; The E: 
Grant, Owsley: See Capr ra 
Helfand, Max: See Marburg, Ott 
Henry, George W.; Essentia 
Hunt, W. A.: See Land 
Jacobson, Edmund; You ( 
Kallman, Franz J.; Genet 


Kantner, A. Herbert, and K \ 


Mar. ’40. 
Kelley, Trueman Lee; Kelley Stat 
Kinberg, Olof; Basic Pr 


Kohn, A. S.: See Kantner, A. Her 


Komora, Paul O.: See M 
Landis, C., and Hunt, W. A 
Lewin, Kurt; Conceptual Rep: 


\f 


logical Forces, 1481, May 


Marburg, Otto, and Helfand, Max 
including Poisonings, 1259, Mar 


Menninger, Karl A.; Man Ag 
Moulton, Forest Ray, and K 
Jan. ’40. 


Muncie, Wendell; Psychobi 


Murray, H. A.; Explorations in Personality 
National Committee for Mental Hygi 
bution of Medical Care and Pul 


Nov. ’39. 


Preu, Paul William; Outlines of Psychiat 


Prince, Morton; Clinical and Exy 
Nov. 739. 

Reiter, Paul J.; Martin Luther’s | 
July ’39. 


Rennie, Thomas, A. C.: See Terry, 


Riddoch, Geo.: See Clark, W. |! 
Roback, A. A.; Behaviorism at 7 
Robinson, G. Canby; The Patient 


Persc nality, 
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Rodman, J. Stewart: See Titus, Paul, jt. editor. 

Rosett, Joshua; Mechanism of Thought, Imagery and Hallucination, 
1479, May ’40. 

Ryan, W. Carson; Mental Health through Education, 1482, May ’40. 

Seigel, Morris; Population, Race and Eugenics, 1257, Mar. ’40. 

Seybold, Geneva; American Foundations and Their Fields, IV, 254, 
July 

Skodak, Marie; Children in Foster Homes, 997, Jan. ’40. 

Tannenbaum, Frank; Crime and the Community, 756, Nov. ’39. 

Terry, Gladys C., and Rennie, Thomas, A. C.; Analysis of Parergasia, 
500, Sept. *39. 

Titus, Paul (editor), and Rodman, J. Stewart (assoc. editor) ; Directory 
of Medical Specialists Certified by American Boards 1939, 1486, 
May ’40. 

Trelles, J. O.: See Delgado, Honorio, jt. auth. 

Tulchin, Simon H.; Crime and Intelligence, 1476, May ’40. 

Walker, A. Earl; The Primate Thalamus, 507, Sept. ’39. 

Wellman, Ruth L.; Intelligence of Pre-School Children as Measured by 
the Merrill-Palmer Scale of Performance Tests, 247, July ’39. 
Williams, Phyllis H.; South Italian Folkways in Europe and America, 

998, Jan. ’40. 

Brain Pathology: 

Cell Minerals in Amaurotic Idiocy Studied by Microincineration Method ; 
Leo Alexander and Abraham Myerson, 77, July ’39. 
‘entral Nervous System Changes Produced by Insulin; K. E. Appel, 


~ 


B. J. Alpers, D. W. Hastings and Joseph Hughes, 397, Sept. ’39. 
Cerebral Damage in Hypoglycemia; A. B. Baker, 109, July ’39. 
Cerebral Injury, Behavior in Patients with; Ward C. Halstead, 1263, 


May ’40. 
onvulsive States in Brain Hemiatrophy; Louis Casamajor and Robert 
W. Laidlaw, 165, July ’30. 
Partial Bilateral Frontal Lobectomy; Ira C. Nichols and J. McVicker 
Hunt, 1063, Mar. ’40. 
Pathologic Considerations on Insulin Treatment of Schizophrenia; 
Armando Ferraro and George A. Jervis, 103, July ’39. 
Psychotic Manifestations in Acute Cerebral Vascular Lesions; Cullen 
Ward Irish, 897, Jan. ’40. 


Buckley, Albert Coulson: See Obituaries. 
Burden Neurological Institute, Bristol, Eng. (Ed.), 230, July ’39. 


Cc 


California, Mount Zion Hospital Psychiatric Service, San Francisco (Ed.), 
500, Sept. ’39. 

California State Hospital Accommodation (Ed.), 499, Sept. ’39. 

Canada: Medical Care and Public Health Services; National Committee for 
Mental Hygiene (Canada), (R.), 759, Nov. 39. 


| 
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Carroll, Dr., Presents Highland H pital to Duke 
July 
Catholic University of America, Washington, D. C. (Ed 


Cell Minerals it Amaurotic Idiocy Stud 
Spectroscopy ; Leo Alexander and Abraham Myer 


Central Nervous System Changes Produced by Insulin; K. ] 
Alpers, D. W. Hastings and Joseph Hughes, 3097, Sept 
Cerebral Damage in Hypoglycemi \. B. Baker, 109, July ’3 
Cerebral Injury, Behavior of Patients with; W C. Halst I 
Cerebral Vascular Lesions with Psychotic Manifestations ; Culler 


897, Jan. 
Child Psychiatry : 
Child Psychiatry at Maudsley Hospital (Ed.), 501, Sept 
Child Study Home of Maryla: , Nov. 
Children in Foster Homes; Marie Skodak (R.), 907 


Pre-School Children, Intelligen Veasured 
Performance Tests; Ruth L. Wellman (R.) 17, Jul 
China: Insulin Shock Treatment of S« phrenia anny G 
Mar. ’40. 
Medical Education (Ed.), 1247, Mar. ’a0 
Cincinnati and Ohio, Psychiatric Facilities; | I \ 
Mar. ’40. 
Colorado State Hospital, New Treatment Buildings (Ed.), 14 
Complications, Injuries and Fatalities in Insulin and Metrazol 
Pharmacological Shock Treatment 


Control of Normal and “Convulsive” Brain Potentials: R. W 
B. Libet, 1125, Mar. ’40 
Convulsive Disorders: See also Epiley 
Convulsive States in Brain Hemiatrophy; Louis Casa 
W. Laidlaw, 165, July '39 
Dilantin Sodium in Treatment; H. Houston Merritt and 
nam, 1023, Mar. ’40 
Coramine in Subclinical Pellagra; Max H. Weinberg, 701, N 
Crime: 


Crime and the Community; Frank Tannenbaum (R.), 7 


Crime and Intelligence; Simon H. Tulchin (R.), 1476, May 
Criminal Psychopathology, Journal of (Ed.), 745, Nov. ’3 
Criminology, Basic Problems; Olof Kinberge (R.), 250, July 
Long Term Prisoner; Marvin Sukov, 1321, May ’40 
Cushing, Harvey: See Obituaries 
Cushing’s Syndrome, Neuropsychiatric Disorders in; N. S. Schl 


W. A. Horwitz, 1213, Mar. ’40 


D 
Delaware State Hospital, Farnhurst, soth Anniversary (Ed.), 
Dementia Paralytica Accompanied by Manic-Depressive and 
Psychoses ; D. Rothschild, 1043, Mar. ’40 
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Dementia Precox: See Schizophrenia, Pharmacological Shock Treatment. 

Detoxication of Sodium Benzoate in Neuropsychiatric Disorders; Isidore 
Finkleman, Jerry Hora, Irving C. Sherman and M. K. Horwitt, 951, 
Jan. ’40. 

Dilantin Sodium and Phenobarbital in Epilepsy; J. Weinberg and H. H. 
Goldstein, 1029, Mar. ’40. 

Dilantin Sodium in Conyulsive Disorders ; H. Houston Merritt and Tracy J. 
Putnam, 1023, Mar. ’40. 

Directory of Medical Specialists Certified by American Boards; Paul Titus, 
editor, J. Stewart Rodman, associate editor (R.), 1486, May ’40. 

Diseases of the Nervous System, Journal (Ed.), 1472, May 40. 

Dreams, Reconstruction; Max Levin, 705, Nov. ’39. 

Dunton, Dr., Retires from Hospital Work (Ed.), 236, July ’30. 


E 
Electroencephalography : 
Bioelectric Responses in Metrazol and Insulin Shock; J. E. Goodwin, 
W. K. Kerr and F. L. Lawson, 1389, May ’go. 
Control of Normal! and “Convulsive” Brain Potentials; R. W. Gerard and 
B. Libet, 1125, Mar. ’40. 
Cortical Spread of Epileptic Discharge and Conditioning Effect of 
Habitual Seizures; Wilder Penfield and Edwin Boldrey, 255, 
Sept. ’39. 
Electroencephalograms of Schizophrenic Patients; P. A. Davis, 851, 
Jan. ’40. 
Electroencephalographic Records, Indexing (Ed.), 979, Jan. ’40. 
Electroencephalography in the Psychoses; Morton A. Rubin, 861, 
Jan. ’40. 
Emma Pendleton Bradley Home (Ed.), 744, Nov. ’39. 
Emotional Hygiene ; Camilla M. Anderson (R.), 250, July ’39. 
Endocrine Glands; Max A. Goldzieher (R.), 994, Jan. ’40. 
Endocrinology, Journal of ; (Ed.), 500, Sept. ’39. 
Environmental Influences (Ed.), 989, Jan. 40. 
Epilepsy: See also Convulsive Disorders. 
Age of Onset; Harry A. Paskind and Meyer Brown, 59, July ’39. 
Analeptic Drugs with Luminal in Treatment; T. T. Stone, I. Finkelman 
and A. J. Arieff, 1377, May ’40. 
Biochemistry of Epilepsy; H. Goldstein and R. A. McFarland, 771, 
Jan. ’40. 
Convulsive States in Brain Hemiatrophy; Louis Casamajor and Robert 
W. Laidlaw, 165, July ’30. 
Cortical Spread of Epileptic Discharge and Conditioning Effect of 
Habitual Seizures; Wilder Penfield and Edwin Boldrey, 255, 
Sept. ’30. 
Dilantin Sodium and Phenobarbital in Treatment; J. Weinberg and 
H. H. Goldstein, 1029, Mar. ’40. 


| 

| | 


1498 ANNUAL INDE} [May 


Frequency of Seizures; Harry A. P 
Metrazol as a Diagnost H. H. 
May ‘40. 


Psychiatric Approa 


Psychoses Associated wit | \ (Clarl { 
Nov. "39 
Esquirol, Jean-Etienne-Domit lis Wot I rt \f 
Psychiatry; M. K. At nd E. 
Essentials of Psychiatry; George W. Henry 
Estrogenic Hormone, Effect 
Herbert S. Ripley, Eph: Shorr a 


Jan. ’40. 


Fellowship Awards: 
Extramural and Child Psy 
Extramural Psychiatry (Ed S 
Foster Homes, Children in; Marie S 
Foundations : 


American Foundations and ls; Cor ( Seybold 
(R.), 254, July 
Hogg Foundation for Mental Hygier Tex Ed 1473, M 
Rockefeller Grant for Psychiatric Education (Ed 84 I 
Fractures of the Vertebral Bod \. M. Recht 1420, M 


Freud, Sigmund: See Obituarie 


General Hospitals of Omaha, Psychiatric Departments; G. Alexander Young 
60, July ’30. 

Glucose and Insulin Toleration; Relation to Insulin S|! Y 
Pharmacological Shock 

Graves, Dr., Honored by St. Louis Medical Society (1 

H 

Hallucinations, Other Side of (Part II, Interpretation) : ] g 3, 
Sept. ’30. 

Harrington, Arthur H.: See Obituaries 

Harrington, Arthur H., Assembly House, Howard, R D tion |] 
cises (Ed.), 741, Nov. 39 

Hematology Symposium, University of Wisconsin (Ed.), 232, July ’3 

Hereditary and Environmental Factors in Manic-Depressive Ps) und 
Dementia Precox; Horatio M. Pollock and Benjamit Malzberg, 


1227, Mar. ’40. 


| 
— 
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Historical 
Esquirol, Jean-Etienne-Dominique: His Work and Importance for 
Modern Psychiatry; M. K. Amdur and E. Messinger, 129, July ’30. 
Hutchings, Richard Henry: See Biographies. 
Psychiatric Facilities in Cincinnati and Ohio, 1191, Mar. ’40. 
Hogg Foundation: See Foundations. 
Hospital Librarianship, University of Minnesota (Ed.), 984, Jan. ’40. 
Hutchings, Richard Henry, Biographical Sketch; Clarence O. Cheney, 15, 
July 1939; (Ed.), 223, July 1039; President’s Address, 1, July ’30. 
Hypoglycemia: See Pharmacological Shock Treatment. 
Hypothalamus, Morphological, Functional, Clinical and Surgical Aspects; 
W. L. LeGross Clark, John Beattie, George Riddoch and Norman 
M. Dott (R.), 997, Jan. ’40. 


I 


Injuries of the Nervous System Including Poisonings; Otto Marburg and 
Max Helfand (R.), 1259, Mar. ’40. 

Insight, Judgment of ; M. Madison Campbell, 945, Jan. ’40. 

Insulin Shock Treatment: See Pharmacological Shock Treatment. 

Intelligence and Crime; Simon H. Tulchin (R.), 1476, May ’40. 


J 


Jelliffe, Dr., Honored by Dutch Society for Psychiatry and Neurology (Ed.), 
987, Jan. ’40. 


K 


Kelley Statistical Tables; Trueman Lee Kelley (R.), 1255, Mar. ’40. 


L 


Laurence-Moon-Biedl Syndrome; Rudolph G. Novick, 717, Nov. ’39. 
Lebanon Hospital for Mental Diseases (Corresp.), 495, Sept. ’39. 
Legislation : 
Illinois—New Commitment Statute for Illinois Prepared by Association 
of Former Patients (Ed.), 980, Jan. ’40. 
New York—Lunacy Commissions Abolished (Ed.), 224, July ’39. Lunacy 
Commissions Wiped Out; Thomas C. Desmond, 205, July ’39. 
“Life Situation” Tests in Psychiatric Prognosis; Abraham A. Low, H. Doug- 
las Singer and Catherine L. McCorry, 147, July ’39. 
Lobectomy, Partial Bilateral Frontal; Ira C. Nichols and J. McVicker Hunt, 
1063, Mar. ’40. 
Lunacy Commissions Abolished in New York (Ed.), 224, July ’309. 
Lunacy Commissions, New York Wipes Out; Thomas C. Desmond, 205, 
July ’39. 
Luther’s, Martin, Umwelt, Charakter und Psychose, etc.; Paul J. Reiter (R.), 
243, July ’39. 


| 
| 


Manic-Depressive and Scl Accor nyit Dementia 
Paralytica; D. Roths 1, 1043, Mar. ’40 

Manic-Depressive Psychoses a e! tia | x, Hereditat nd Environ 
mental Factors; Horatio M. Pollock and Benjamin Malzberg, 1227, 


Mar. ’40. 
Manic-Depressive Psychosis, Bi mistry of ; R. A. McFarla nd H. Gold- 
stein, 21, July “39 
Mapother, Dr. Edward, Deat 14 Ma 
Maudsley Hospital, Child Psychiat: Ed 
Mechanism of Thought losl tt (R.). 
1479, May 
Medical Care and Publi { 5 National Committee for 
Mental Hygiene (Car R N 
Medical Education: 
Advisory Council in Medi | ti Ed 3 3 
Medical Education in Cl Ed 24 far 
Psychiatry in Medical Education 1245, M 
Rockefeller Grant for Psychiatric |] tion (I 
Teaching and Research tate Hospital Franklin G. Ebaugh and 
Charles A. Rymer, 3 
Medical Specialists, Director fied 1) Poa Paul Titus. 
editor, J. Stewart Rod: iat tor (R 186, May °4 
Medicine and Public Health Ex t, New York World r (Ed 1474, 
May ’40. 
Memorial Lectures: 
Salmon Lecturer for 1940 Nolan D. ( ewis (1 1, Mar. 40 
William Alanson White Memorial Lectures (Ed 240, July ‘39 
Menninger Clinic Residencies (Ed.), 737, Nov. °3 
Menopause, Treatment of Depres with Est ic Hort Herbert S 
Ripley, Ephraim Shorr and George N. Papanicolaou, 905, Jan. ’40 
Mental Deficiency : 
Behavior Differences in Mentally Retarded Children Measured by a New 
Behavior Rating Scale; A. A. Strauss and Newell C. Kephart, 1117, 
Mar. ’40. 
Syphilis in Serum Negative in Feebleminded Childr Clemens E. 
3enda, 1295, May ’40 
Mental Disorders in Urban A? Robert | Fari ind H. Warren Dunham 
(R.), 995, Jan. ’40 
Mental Health; Forest Ray Moulton and Paul O. Komora ), 
Mental Health through Educat W. Carson Ryan (R.), 1482, May ’40. 
Mental Hospital Survey Committee Taken Over by U. S. Public Health 
Service (Ed.), 1471, May ’40 
Mental Hospital Survey Committe: [Trends in Activities in Mental Hos- 
pitals; Samuel W. Hamilton and Grover A. Kempf, 551, Nov. ’39. 


(R.) Qot Jan "40 


1500 iD | May 
M 
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Mental Measurements Yearbook, 1938, Rutgers University ; Oscar K. Buros 


(R.), 508, Sept. ’30. 

Merrill-Palmer Performance Tests: See Tests. 

Metrazol Treatment: See Pharmacologic Shock Treatment. 

Meyer, Dr. Adolf, President, National Committee for Mental Hygiene (Ed.), 
1471, May ’40. 

Michael Reese Hospital Psychiatric Service (Ed.), 230, July ’39. 

Microincineration Method, Cell Minerals in Amaurotic Idiocy Studied by; 
Leo Alexander and Abraham Myerson, 77, July ’30. 

Mississippi Valley Medical Society 1940, Essay Contest (Ed.), 982, Jan. ’40. 

Moscow—Scientific Contributions of the First Psychiatric Hospital; M. A. 
Djagaroff (R.), 1261, Mar. ’40. 

Mount Zion Hospital (San Francisco), Psychiatric Service (Ed.), 500, 
Sept. ’39. 

Mutism and Resistance in Psychotic Patients; Alfred O. Solomon and 
Chester W. Darrow, 1441, May ’40. 

Myxedema Associated with Psychoses; Ralph M. Crowley, 1105, Mar. ’4o. 


N 


National Committee for Mental Hygiene, Dr. Adolf Meyer elected President 
(Ed.), 1471, May ’4o. 

Neuropsychiatric Disorders in Cushing’s Syndrome; N. S. Schlezinger and 
W. A. Horwitz, 1213, Mar. ’40. 

Neuropsychiatric Institute, University of Michigan (Ed.), 740, Nov. ’39. 

Neuroses, Relationship between Early Schizophrenia and the; Wilbur R. 
Miller, 880, Jan. ’40. 

Neurosyphilis in Negroes, Treatment with Therapeutic Quartan Malaria; 
George C. Branche, 967, Jan. ’40. 

New York, Lunacy Commissions Abolished (Ed.), 224, July ’39. 

New York Lunacy Commissions Wiped Out; Thomas C. Desmond, 205, 
July ’39. 

New York, New State Hospital (Ed.), 987, Jan. ’40. 

New York World’s Fair, Medicine and Public Health Exhibit (Ed.), 1474, 
May ’40. 

Nicotinic Acid (Coramine) in Subclinical Pellagra; Max H. Weinberg, 701, 
Nov. 

Nitrogen Inhalation Therapy for Schizophrenia: See Pharmacological Shock 
Treatment. 

Non-Luetic Psychotic Patients with Abnormalities in Spinal Fluid; Philip 
Solomon, Robert S. Schwab and Leo Maletz, 1035, Mar. ’40. 

Nursing Education: 

Nursing Mental Diseases; Harriet Bailey (R.), 1258, Mar. ’40. 
Psychiatric Nursing Education, Standards and Curricula; George H. 

Stevenson, 213, July ’39. 
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Obituaries : 
Berkley, Henry Johns, 1488, M 
Bleuler, Eugen, 513, Sept. '3 
Buckley, Albert Coulso1 
Cushing, Harvey, 1oo1, Jan. '4 
Freud, Sigmund, 760, Nov. ‘3 
Harrington, Arthur H., 7 Nov. 
Weygandt, Wilhelm, 769, Nov. 
Ohio and Cincinnati, Psychiatric Facilitic Emerson A 
Mar. ’40. 
Omaha, Psychiatric Departments in General Hospitals; G. Al 
69, July 
O’Malley, Dr., Death (Ed.), 235, July ’30 
Organism, The. A Holistic App 
Data in Man; Kurt Goldstein (R.), 991, Jan. ’40 


Pan-American Neuropsychiatric Congress (Segunda Reu 
Neuro-Psiquiatricas Panamericanas); Honorio Del 
Trelles (R.), 1262, Mar 

Parergasia, Analysis of ; Gladys (¢ 
500, Sept. ’30. 


+ 


Terry and Thomas A. (¢ 


Paresis, Acute General; M. Herman and M. P. Rosenblum, 131 


Pastoral Psychiatry; John Sutherland 
Patient as a Person; G. Canby Robinson (R.), 1252, Mar. ’4 
Pathology: See Brain Pathology 
Pellagra, Subclinical, Treated wit! ramin 
Weinberg, 701, Nov. '39 
Personality, Clinical and Experimental Studies; Morton Prin 
Nov. 
Personality, Explorations in; H. A 
Peru, Mental Disease in; Horatio M. Pi 
Phantom Limb; Alfred Gallinek, 413 
Pharmacological Shock Treatment 
Insulin Shock Treatment 
Mental Cases: 
Sub-Shock Doses of Insulin; C. R. Bennett and 
961, Jan. ’40 
Schizophrenia : 
Babinski Sign during Hypoglycemi 
man, 387, Sept. 


Treatment ; 


Central Nervous System Changes Produced by I: 


Appel, B. J. 
397, Sept. ’39. 


Alpers, D. W. Hasting 


and 1OSE 
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Cerebral Damage in Hypoglycemia; A. B. Baker, 109, July ’39. 
Glucose and Insulin Tolerance: Relation to Insulin Shock 
Treatment; Maurice Kaplan and A. A. Low, 689, Nov. ’39. 
Hypoglycemic Shock Treatment, Comparative Study and Con- 
trol Observation; J. Notkin, C. E. Niles, F. J. DeNatale 
and G. Wittman, 681, Nov. ’39. 
Insulin Hypoglycemia, Mechanism of Symptoms; H. E. Him- 
wich, J. P. Frostig, J. F. Fazekas and Z. Hadidian, 371, 
Sept. ’30. 
Insulin Sensitivity ; Sidney J. Tillim, 361, Sept. ’30. 
Insulin Shock Treatment, Review; Earl D. Bond, Joseph 
Hughes and James Flaherty, 317, Sept. ’39. 
Insulin Shock Treatment (China); Fanny G. Halpern, 1153, 
Mar. ’40. 
Insulin Shock Treatment; Jacob P. Frostig, 1167, Mar. ’40. 
Insulin Therapy, Elgin State Hospital; Gert Heilbrunn and 
Ruth Sternlieb, 1203, Mar. ’40. 
Involuntary Eye Movements as a Criterion of Depth of Insulin 
Coma; Henry Brill and Richard F. Benzley, 177, July ’39. 
Irreversible or Hyperglycemic Insulin Coma; Joseph Wortis 
and Richard H. Lambert, 335, Sept. 30. 
Pathologic Considerations on Insulin Treatment; Armando 
Ferrara and Geo. A. Jervis, 103, July ’30. 
Metrasol Treatment: 
Alcoholism—Treatment; Leo L. Orenstein, Karl M. Bowman, Julia 
R. Kagan and Walter Goldfarb, 580, Nov. ’39. 
Arterial Hypotension, Metrazol Reaction; Alexandra Adler and 
Hosea McAdoo, 699, Nov. °39. 
Epilepsy—Metrazol as a Diagnostic Aid; H. H. Goldstein and J. Wein- 
berg, 1455, May 40. 
Prolonged Refusal of Food, Effect of Metrazol on; Serge Androp, 1407, 
May ’40. 
Schizophrenia: 
Anomalies and Dangers in Metrazol Therapy; Lawrence E. 
Geeslin and Hervey Cleckley, 183, July ’30. 
Biochemical and Pharmacological Studies; Fredrick C. Redlich, 
193, July 
Fatal Complications following Metrazol Treatment; J. Pessin 
and H. H. Reese, 393, Sept. ’30. 
Insulin and Metrazol Treatment: 
Affective Disorders—Shock Therapy; David C. Wilson, 673, 
Nov. ’39. 
Bioelectric Responses in Metrazol and Insulin Shock; J. E. Goodwin, 
W. K. Kerr and F. L. Lawson, 1389, May ’40. 
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Schizophrenia 
Nitrogen Inhal 
Himwich, 643 
Physiological St 
Shock. II. \ 
Lougheed 
Pharmacologi 


Therapy in N \ 
Benjamin M 
Sodium Amytal | 
Shock Ther M. M 
Milch, 327 
Therapeutic Facto 


R. W. 
347, Sept 
Physiological Studies of 
Vascular and 
D. W. Lougheed and ( 
Politics : 
Administration in P 


Population, Race and ku 


Porencephaly, Psy¢ hiatri \ 
Positions : 

Psychiatrist, New York City | 
Presidential Address; Richard H. Hut 


Prisoner, Long-Term; Marvi 
Psychiatric Approach t 

Mar. "40. 

Psychiatric Case Study, O ? 
Psychiatric Education M 
Psychiatric Nursing Educ 
Psychoanalysis, Attitude of N 

towards; Abraham M 
Psyc hobiology and Psychiat) 
Psychogenic Factors in Asthr 
Psychological Forces, Conce} 

Lewin (R.), 1481, M 
Psychological Tests: Sce Test 
Psychoses with Myxedema; Ralph M 
Public Health Services and 


Mental Hygiene (Canada), (R 


Recreational Therapy, Researcl D 
g15, Jan. ’40. 


\ 1H. 
Metrazol 
D. W. 
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Refusal of Food in Psychoses, Effect of Metrazol on; Serge Androp, 1407, 
May 
Rockefeller Grant for Psychiatric Education (Ed.), 984, Jan. ’40. 
Rorschach Course at Michael Reese Hospital (Ed.), 1248, Mar. ’40. 
Rudin, Professor, Receives the Goethe Medal (Ed.), 231, July ’30. 


S 
Salmon Memorial Lectures: See Memorial Lectures. 
San Francisco, Mount Zion Hospital Psychiatric Service (Ed.), 500, Sept. ’39. 
Schizophrenia: See also Brain Pathology, Electroencephalography, Pharma- 
cological Shock Treatment. 
Follow Up Study, Five to Ten Year, of 641 Schizophrenic Cases ; Charles 
Rupp and Elizabeth K. Fletcher, 877, Jan. ’4o. 
Genetics of Schizophrema; Franz J. Kallman (R.), 506, Sept. ’30. 
Hereditary and Environmental Factors in Manic-Depressive Psychoses 
and Dementia Pracox ; Horatio M. Pollock and Benjamin Malzberg, 
1227, Mar. ’40. 

Psychoses Resembling Schizophrenia with Emotional Stress and Re- 
covery; Harry A. Paskind and Meyer Brown, 1379, May ’40. 
Relationship between Early Schizophrenia and Neuroses; Wilbur R. 

Miller, 889, Jan. ’40 
Schizophrenia and Manic-Depressive Psychoses Accompanying Dementia 
Paralytica; D. Rothschild, 1043, Mar. ‘40. 
Schizophrenia and Other Psychoses; Robert L. 
Dunham (R.), 905, Jan. ’40. 


Faris and H. Warren 


Special Mental Tests for Diagnosis and Prognosis in Schizophrenia; 
Kurt Goldstein, 575, Nov. ’39 
Potal Push Method. II1. Schema for Recording Important Attitudes in 
Schizophrenia; Abraham Myerson, 935, Jan. °40. 
Semantics: Institute of General Semantics, Seminar course (Ed.), 
Nov. '39. 
Sensitivity ; Eugen Kahn and Helen G, Richter, 609, Nov. '39. 
Sexual Maladjustment in Marriage; S. Bernard Wortis, 1413, May ’40. 
Sleep: You Can Sleep Well; Edmund Jacobson (R.), 1256, Mar. ’40. 
Smith College Studies for Social Work (Ed.), 238, July 30. 
Social Psychiatry ; Samuel W. Hartwell, 1089, Mar. ’40. 
Sociology, American Journal of (R.), 252, July 309. 


749, 


Sodium Benzoate in Neuropsychiatric Disorders; Isidore Finkelman, Jerry 
Hora, Irving C. Sherman and M. K. Horwitt, 951, Jan. ’40. 

South Italian Folkways in Europe and America; Phyllis H. Williams (R.), 
998, Jan. ’40. 

Southern Psychiatric Association Yearbook (Ed.), 1474, May ’40. 

Speech : 

And the Stutterer Talked; A. Herbert Kantner and A. S. Kohn (R.), 

1260, Mar. ’40. 

Spinal Fluid, Non-Luetic Psychotic Patients with Abnormalities in; Philip 
Solomon, Robert S. Schwab and Leo Maletz, 1035, Mar. ’40. 


| | 
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Startle Pattern; C. Landis and W. A. Hunt 


{ 3 
Suicide: Man Against Himself; Karl A. Me I M 10 
Syphilis in Serum Negative Feeb! nded ( ( I enda, 1295, 
May ’40. 
T 
Teachers with Psychiatric D 
Teaching and Research in St 1 Charl 
A. Rymer, 535, N 
Tests: 
Behavior of Patient ent and 
Non-Equivalent St ( M 
“Life Situation” Test \. Lov 
H. Douglas Singer at ( 
Mental Measurements () ir K 
Buros (R.), 508, S 
Merrill-Palmer Perfor ren 
Ruth L. Wellman (R 
New Behavior Rating Mentally 
Retarded Children 4 re. 
Mar. 
Special Mental Tests { phrenia 
Kurt Goldstein, 575, } 
Texas: Hogg lI oundation f M 10 
Thalamus, Primate; A. Earl W 
Thalassa; A Theory of Genital é (R ) 


Therapeutic Quartan Malaria in Treatment rosyphi 1 Negroes; 
George C. Branche, 96; in. ’40 
Total Push Method. III. Schema f R r Important Attitudes in 
Schizophrenia ; Abraham M 
Treatment : 
Affective Disorders—See Pharmacological Shock Treatment 
Alcoholism—See Pharmacological Shock Treatment 
Arterial Hypotension—See Pharmacological Shock Treatment (Metra- 
zol). 
Convulsive Disorders—Se: 
Epilepsy—See Analeptic Drugs, Dilantin Sodium, Psychiatric Aj 
Menopause—See Estrogenic Hormone 
Neuropsychiatric Disorders—Se 
Neurosyphilis—See Therapeutic Quartan Malaria 
Pellagra—See Coramine. 
Schizophrenia—See Pharmacologica 
Method. 
Tuberculosis—See Tuberculosis in Ontario 
Trends in Activities of Mental Hospitals; Samuel W. 
A. Kempf, 551, Nov. 739. 


Dilantin Sodiun 


Total Push 


ireatment; 
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Tuberculosis in Ontario Mental Hospitals; C. A. Wicks, 1335, May ’40. 
Tufts College Medical School, Colloquium of Psychiatrists and Psychologists 


(Ed.), 985, Jan. ’40 


Vascular Lesions, Acute Cerebral, Psychotic Manifestations in; Cullen Ward 
Irish, 897, Jan. ’40. 

Vertebral Bodies, Mechanism of Fractures; A. M. Rechtman, 1429, May ’4o. 

Virginia Medical College, Psychiatric Division (Ed.), 238, July ’39. 

Visual Fatigue Symposium (Ed.), 229, July ’39. 


W 


Watson, Dr. James, Appointed Director, Mental Hygiene Division, Board of 
Charities and Public Welfare, North Carolina (Ed.), 1250, Mar. ’40. 

Wevygandt, Wilhelm: See Obituaries. 

Why Grow Old; Frank S. Caprio and Owsley Grant (R.), 244, July '39. 

William Alanson White Memorial Lectures: See Memorial Lectures. 


Adler, Alexandra, and McAd ea \\ M 
with Arterial Hypotension, 690, N 
Alexander, F. A. D., and Himw H. 


Schizophrenia, 643, Nov. 
Alexander, Leo; See Myerson, A 
Alpers, B. i. See Appel, K I 


Amdur, M. K., and Messing: Et Tey 
July ’39. 

Androp, Serge; Effect of Metra Adi trat on Prol 
Food in the Psychoses, 1407, May ’40 


Appel, K. E., Alpers, B. J., Hast D. W 
Nervous System Changes Pt 
Arieff, A. See Stone, a 


Baker, A. B.; Cerebral Damage lvcemia. 100 


Benda, Clemens E.; Syphilis in S Negat ( 
May ’40. 
Bennett, C. R., and Miller, T. R An Ol 
Mental Cases with Sub-Shock 
Bernstein, E. Lennard; Psychiat: Aspects of Porencepl 


Binzley, Richard F.: See Brill, H 
Boldrey, Edwin: See Penfield, Wi 


Bond, Earl D., Hughes, Joseph, a laherty U1 - Result 1 ( 
tions on the Insulin-Shock Treatment of Schi hrenia, 317. S 
Bonner, C. A., and Taylor, Lois |] \ Study of Accident 


Hospital, 283, Sept. ’39. 
Bowman, Karl M.: See Orenstein, Leo L., jt. auth 


Branche, George C.; Therapeutic Quartan Malaria in tl it 
Neurosyphilis among Negroes, 9 Jar 

Brill, Henry, and Binzley, Richard | Involuntary | Moy 
Criterion of Depth of Insulin Coma, 177, 

Brown, Meyer: See Paskind, Harry A., jt. autl 

& 

Campbell, D. D., and Davis, John Eisele; Researcl 1 | ( 
Exercise and Recreational Therapy, 915, Jan. ’4¢ 

Campbell, M. Madison; The Judgment of Insight, 945, Jan. ’40 

Casamajor, Louis, and Laidlaw, Robert W.; Convulsive Stat 1] 
of Brain Hemiatrophy, 165, July ’39 
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Cavell, R. W.: See Lipschutz, L. S., jt. auth. 

Cheney, Clarence O.; Biographical Sketch of Dr. Richard Henry Hutchings, 
15, July ’30. 

Clark, R. A., and Lesko, J. M.; Psychoses Associated with Epilepsy, 595, 
Nov. 

Cleckley, Hervey: See Geeslin, Lawrence E., jt. auth. 

Cobb, Stanley; Psychiatric Approach to the Treatment of Epilepsy, 1009, 
Mar. 

Crowley, Ralph M.; Psychoses with Myxedema, 1105, Mar. ’40. 


D 


Darrow, Chester W.: See Solomon, Alfred O., jt. auth. 

Davis, John Eisele: See Campbell, D. D., jt. auth. 

Davis, P. A.; Evaluation of the Electroencephalograms of Schizophrenic 
Patients, 851, Jan. 

DeNatale, F. J.: See Notkin, J., jt. auth. 

Desmond, Thomas C.; New York Wipes Out Lunacy Commissions, 205, 
July 


— 


Ebaugh, Franklin G., and Rymer, Charles A.; Teaching and Research in 
State Hospitals, 535, Nov. ’30. 


F 


Fazekas, J. F.: See Himwich, H. E., jt. auth. 

Ferraro, Armando, and Jervis, George A.: Pathologic Considerations on 
Insulin Treatment of Schizophrenia, 103, July ’39. 

Finkelman, Isidore, Hora, Jerry, Sherman, Irving C., and Horwitt, M. K.; 
Detoxication of Sodium Benzoate in Neuropsychiatric Disorders, 951, 
Jan. 

Finkelman, Isidore: See Stone, T. T., jt. auth. 

Flaherty, James: See Bond, Earl D., jt. auth. 

Fletcher, Elizabeth K.: See Rupp, Charles, jt. auth. 

French, Thomas M.; Psychogenic Factors in Asthma, 87, July ’309. 

Frostig, Jacob P.; Clinical Observations in the Insulin Treatment of Schizo- 
phrenia, 1167, Mar. ’40. 

Frostig, J. P.: See Himwich, H. E., jt. auth. 


G 


Gallinek, Alfred; The Phantom Limb, 413, Sept. ’30. 

Geeslin, Lawrence E., and Cleckley, Hervey; Anomalies and Dangers in the 
Metrazol Therapy of Schizophrenia, 183, July ’39. 

Gerard, R. W., and Libet B.; The Control of Normal and “Convulsive” Brain 
Potentials, 1125, Mar. ’40. 

Goldfarb, Walter: See Orenstein, Leo L., jt. auth. 
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Goldstein, ie See McFarl ind, R \ 
Goldstein, H., and Weinberg Met 


pilepsy, 
1455, May ’40. 

Goldstein, Kurt; Significance of Ment ¢ sis and 
Prognosis in Schizophret 

Goodwin, J. E., Kerr, W. K., < aw ponses in 
Metrazol and Insulin Shock, 1380, May ’40 


H 

Hadidian, Z.: See Himwicl 
Hall, G. Edward: See Loug! \\ Lu 
Halpern, Fanny G.; Insulin S Treatment of Schi renia hit 

1153, Mar. ’40. 
Halstead, Ward C.; Preliminary Analys f Grouping Behavior in Patier 

with Cerebral Injury by Met f | valent and Non-Equival 

Stimuli, 1263, May ’40 
Hamilton, Samuel W., and Kempf, Grover A Trends in the Acti 

Mental Hospitals, 551, Nov. ’3 | 
Harris, M. M., Horwitz, Wm. A., and Mil \.; Regarding Sod 


lium 

Amytal as a Prognostic Aid in Insulin and Metrazol Shock Therapy of 
Mental Patients (Dementia Przco» 27, Sept. ’30 

Hartwell, Samuel W.; Social Psychiatry, Our Task or a New Profession, 
1089, Mar. ’40. 

Hastings, D. W.: See Appel, K au 

Heilbrunn, Gert, and Sternlieb, Rut Insu ] ¥ S phrenia in 
the Elgin State Hospital, 1203, Mar. ’40 

Heiman, Marcel; The Significan f the Babinski Sig ycemit 


Treatment of Schizophrenia, 387, Sept 
Herman, M., and Rosenblum, M. P.; Acute General Paresis, 1311, May 
Himwich, H. E.: See Alexander, F. A. D auth 
Himwich, H. E., Frostig, J. P., Fazekas, , and Hadidian, Z.; The 

Mechanism of the Symptoms of Insulin Hypoglycemi 
Hinko, E. N.: See Lipschutz, L. S., jt. auth 
Hora, Jerry: See Finkelman, Isidore, jt. aut] 
Horwitt, M. K.: See Finkelman, Isidore, jt. auth 
Horwitz, William A.: See Harris, M. M., jt. auth 
Horwitz, William A.: See Schlezi r, N. S., jt. auth 
Hughes, Joseph: See Appel, K. E., jt. auth 
Hughes, Joseph: See Bond, Earl D., jt. auth 
Hunt, J. McVicker: See Nichols, Ira C., jt h 
Hutchings, Richard H.; Presidential Address, 1, July ’3 Biographical 

Sketch, 15, July ’39). 


Irish, Cullen Ward; Psychotic Manifestations in the Pre 


nce f Acute 
Cerebral Vascular Lesions, 897, Jan. ’4 
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J 


Jervis, George A.: See Ferraro, Armando, jt. auth. 


K 


Kagan, Julia R.: See Orenstein, Leo L., jt. auth. 

Kahn, Eugen and Richter, Helen G.; Sensitivity, 609, Nov. ’39. 

Kanzer, Mark; Amnesia: A Statistical Study, 711, Nov. ’39. 

Kaplan, Maurice and Low, A. A.; Glucose and Insulin Tolerance: Relation 
to Insulin Shock Treatment, 689, Nov. ’39. 

Kempf, Grover, A.: See Hamilton, Samuel W., jt. auth. 

Kephart, Newell C.: See Strauss, A. A., jt. auth. 

Kerr, W. K.: See Goodwin, J. E., jt. auth. 


L 


Laidlaw, Robert W.: See Casamajor, Louis, jt. auth. 

Lambert, Richard H.: See Wortis, Joseph, jt. auth. 

Lang, Jonathan; The Other Side of Hallucinations, Part II, 423, Sept. ’39. 

Lawson, F. L.: See Goodwin, J. E., jt. auth. 

Leiser, R.: See Lipschutz, L. S., jt. auth. 

Lesko, J. M.: See Clark, R. A., jt. auth. 

Levin, Max; Reconstruction Dreams, 705, Nov. ’39. 

Libet, B.: See Gerard, R. W., jt. auth. 

Lipschutz, L. S., Cavell, R. W., Leiser, R., Hinko, E. N., and Ruskin, S. H.; 
Evaluation of Therapeutic Factors in Pharmacologic Shock, 347, 
Sept. 

Lougheed, D. W., and Hall, G. Edward; Physiological Studies of Experi- 
mental Insulin and Metrazol Shock. II. Vascular and Respiratory 
Responses during Metrazol Convulsions, 657, Nov. ’30. 

Low, A. A.: See Kaplan, Maurice, jt. auth. 

Low, Abraham A., Singer, H. Douglas, and McCorry, Catherine L.; Life 
Situation Tests as Aids in Psychiatric Prognosis, 147, July ’39. 


M 


Maletz, Leo: See Solomon, Philip, jt. auth. 

Malzberg, Benjamin: See Pollock, Horatio, jt. auth. 

Malzberg, Benjamin: See Ross, John R., jt. auth. 

McAdoo, Hosea W.: See Adler, Alexandra, jt. auth. 

McCorry, Catherine L.: See Low, Abraham A. 

McFariand, R. A., and Goldstein, H.; The Biochemistry of Epilepsy. A 
Review, 771, Jan. ’40. 

McFarland, R. A., and Goldstein, H.; The Biochemistry of Manic-Depressive 
Psychosis, 21, July ’39. 

Merritt, H. Houston, and Putnam, Tracy J.; Further Experiences with the 
Use of Sodium Diphenyl Hydantoinate in the Treatment of Convulsive 
Disorders, 1023, Mar. ’40. 


| 
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Messinger, E.: See Amdur, M. K., jt. aut 

Milch, E. A.: See Harris, M. M., jt. auth 

Miller, T. R.: See Bennett, C. R., jt. autl 

Miller, Wilbur R.: The Relationship betwe Early Sct phrenia and the 
Neuroses, 889, Jan. ’40 


Myerson, Abraham; The Attitude of Neurologists, Psychiatrists and Psy 
chologists towards Psychoanalysis, 623, Nov. "3 

Myerson, Abraham; Total Push Method. III. Schema for the Recording 
of Certain Important Attitudes in Schizophrenia, 935, Jan. ’40 

Myerson, Abraham, and Alexander, Leo; Cell Minerals in Amaurotic Idiocy, 
Tuberous Sclerosis and Related ( ti Studied by Microincineration 


and Spectroscopy, 77, July 


Nichols, Ira C., and Hunt, J. M ker; A ( of Partial Bilateral Frontal 
Lobectomy, 1063, Mar. ’40 

Niles, C. E.: See Notkin, J., 

North, Emerson A.; Psychiatri cilities in Cincinnati and Ohio, 11or1. 
Mar. ’40. 

Notkin, J., Niles, C. E., DeNatal J.. and Wittman, G \ Comparative 
Study of Hypoglycemic Shock Treatment and Control Observation in 
Schizophrenia, 681, Nov. 

Novick, Rudolph G.; The Laurence-Moon-Biedl Syndrom Nov "30 


Orenstein, Leo L., Bowman, Karl M., Kagan, Julia R., and Goldfarb, Walter: 
Use of Metrazol in the Treatment of Acute Alcoholism, 580, Nov. ’30 
QOverholser, Winfred; The Desiderata of Central Administrative Control « f 


State Mental Hospitals, 517, Nov. '3 


Papanicolaou, George N.: See Ripley, Herbert S., jt. aut! 
Paskind, Harry A., and Brown, Meyer \ of Onset of Epilepsy, 509, 
July ’30. 
Paskind, Harry A., and Brown, Meyer; Frequem f Seizures in Epilepsy, 


65, July ’30. 

Paskind, Harry A., and Brown, Meyer; Psychoses Resembling Schizophrenia 
Occurring with Eraotional Stress and Ending in Recovery, 1379, May ’40. 

Penfield, Wilder, and Boldrey, Edwin; Cortical Spread of Epileptic Discharge 
and the Conditioning Effect of Habitual Seizures, 255, Sept. ’39 

Pessin, J., and Reese, H. H.; Fatal Complication following Metrazol Treat- 
ment for Schizophrenia, 393, Sept. ’30 

Pollock, Horatio M.; Mental Disease in Peru, 403, Sept 

Pollock, Horatio M., and Malzberg, Benjamin; Hereditary and Environ- 
mental Factors in the Causation of Manic-Depressive Psychoses and 
Dementia Przcox, 1227, Mar. ’40 

Putnam, Tracy J.: See Merritt, H. Houston, jt. auth 
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R 


Rechtman, A. M.; The Mechanism of Fractures of the Vertebral Bodies, 
1429, May ’4o. 

Redlich, Frederick C.; Metrazol Shock Treatment. Pharmacological and 
Biochemical Studies, 193, July ’39. 

Reese, H. H.: See Pessin, J., jt. auth. 

Richter, Helen G.: See Kahn, Eugen, jt. auth. 

Richter, Helen G.; Some Observations on Anancasm, 1459, May ’40. 

Ripley, Herbert S., Shorr, Ephraim, and Papanicolaou, George N.; Effect 
of Treatment of Depression in the Menopause with Estrogenic Hormone, 
905, Jan. ’40. 

Rosenblum, M. P.: See Herman, M., jt. auth. 

Ross, John R., and Malzberg, Benjamin; A Review of the Results of the 
Pharmacological Shock Therapy and the Metrazol Convulsive Therapy 
in New York State, 297, Sept. ’30. 

Rothschild, D.; Dementia Paralytica Accompanied by Manic-Depressive and 
Schizophrenic Psychoses, 1043, Mar. ’40. 

Rubin, Morton A.; Electroencephalography in the Psychoses, 861, Jan. ’40. 

Rupp, Charles, and Fletcher, Elizabeth K.; A Five to Ten Year Follow-Up 
Study of 641 Schizophrenic Cases, 877, Jan. ’40. 

Iuskin, S. H.: See Lipschutz, L. S., jt. auth. 

Rymer, Charles A.: See Ebaugh, Franklin G., jt. auth. 


S 


Schlezinger, N. S., and Horwitz, W. A.; Neuropsychiatric Disorders Occur- 
ring in Cushing’s Syndrome, 1213, Mar. ’40. 

Schwab, Robert S.: See Solomon, Philip, jt. auth. 

Sherman, Irving C.: See Finkelman, Isidore, jt. auth. 

Shorr, Ephraim: See Ripley, Herbert S., jt. auth 

Singer, H. Douglas: See Low, Abraham A., jt. auth. 

Solomon, Alfred O., and Darrow, Chester W.; Mutism and Resistance in 
Psychotic Patients, 1441, May *40. 

Solomon, Philip, Schwab, Robert S., and Maletz, Leo; Follow-Up Study of 
Non-Luetic Psychotic Patients with Abnormalities in the Spinal Fluid, 
1035, Mar. ’40. 

Sternlieb, Ruth: See Heilbrunn, Gert., jt. auth. 

Stevenson, G. H.; Psychiatric Nursing Education, Standards and Curriculum, 
213, July 

Stone, T. T., Finkelman, I., and Arieff, A. J.; Note on the Uselessness of 
Analeptic Drugs Combined with Luminal in the Treatment of Epilepsy, 
1377, May ’40. 

Strauss, A. A., and Kephart, Newell C.; Behavior Differences in Mentally 
Retarded Children Measured by a New Behavio: Rating Scale, 1117, 
Mar. ’40. 

Sukov, Marvin; The Long-Term Prisoner, 1321, May ’40. 
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Taylor, Lois E.: See Bonner, C. A., jt. auth 
Tillim, Sidney J.; Observations of Insulin Sensitivity, 361, Sept 


Ww 

Wall, James H.; Psychiatric Disorders in Fifty School Teachers, 137, 
July 

Weinberg, J., and Goldstein, H. H.; Comparative Stu f the Effectiveness 
of Dilantin Sodium and Phenobarbital in a Group of Epileptics, 1020, 
Mar. ’40. 

Weinberg, J.: See Goldstein, 

Weinberg, Max H.; Case of Subclinical Pellagra, Psychotic Type, Treated 
Successfully with Coramine (Nicotinic Acid), 701, Nov. ’30 

Wicks, C. A.; Tuberculosis Prevention and Treatment in Ontario Mental 
Hospitals, 1335, May ’40. 

Wilson, David C.; The Results of Shock Therapy in the Treatment of 
Affective Disorders, 673, Nov. ’39. 

Wittman, G.: See Notkin, J., jt. auth 

Wortis, Joseph, and Lambert, Richard H.; ible or Hyperglycemic 
Insulin Coma, 335, Sept. '30. 

Wortis, S. Bernard; Unsuccessful S \djustment in Marriage, 1413, 
May ’40. 


Young, G. Alexander; Experiences with 
General Hospitals of Omaha, 69, July 
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® of Grouping Behavior in Patients with Cerebr: al Injury by the 
mt and. Non-Equivalent Stimuli. Ward C. Halstead......., 


r gative Feebleminded Children. Clemens E. 


Mf. Herman and M. P. Rosenblum 


and Treatment in Ontario Meatai Hospitals. C. A. Wicks; 


of Analeptic Drugs Combined with Luminal in the Treat- 
T. Stone, Finkelman and A. J. Arieff. 


@ Schizophrenia Occurring with Emotional Stress and in 
y A. Paskind and Meyer Brown. 


‘Administration on Prolonged Refusal of Food in the Psychoses, “a 


S. Bernard Wortis..... 
of the Vertebral Bodies. A. M. Rechtman 


Behavior in Psychotic Patients. Chester VW. Darrow and 


° tic Aid in Epilepsy. H. H. Goldstein and J. Weinberg......8 


§ New President of the National Committee for Mental Hygiene: 
peer Survey Committee Taken Over by U. S. Public Health 
Periodic: in Psychiatry and Neurology.—The Hogg Founda- 
Hygiene in Texas—New Treatment Buildings at Colorade 
post National Italian Congress on Mental Hygiene.—Southern 
lation. Yearbook.—Medicine and Public Health at the New 


Simon H. Tulchin 

thiatry. Wendell Muncie. 
fought, Imagery, and Hallucination. Rosett....: 
psentation and the Measurement of Psychological Forces.” 
Education, W’. Carson 
ality. H. A. Murray ae 
Karl A. Menninger......... 
Certified by American Boards, 1930. Paul Titus” 


: Stewart Rodman (Associate Editor) aa 
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JAS. K. HALL, M.D. 


Westbrook Sanatorium Re 


Richmond, Virginia 
Telephone 5-3245 


Associates 


O. B. Dargen, M. D. 

E, H. Atperman, M. D. 
E. H. Wiiuiams, M. D. 

Rex BLanKinsHip, 


HE INSTITUTION is situated 

just north of the city, near U. S:. 
Highway No. 1, on a hundred and 
twenty acre tract of land. 


@. The work is limited to the treat- 
ment of nervous and mental disorders, 
and to addictions to alcohol and drugs. 


@ There are twelve buildings and 
one hundred and forty beds. Six 
physicians reside ‘at the Sanatorium 
and devote their time to the patients. 
A training school for trained attend- 
ants is maintained. 


@ Work in the out-of-doors is a 
distinct part of the treatment. The 
Institution has its own truck farm, 
dairy and poultry yard. An illustrated 
booklet will be sent upon request. 


P. V. ANDERSON, M.D. 
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SANITARIUM 


and 


AMPANAS HOSPITAL 


Facilities for the Care and Treatment of 
MENTAL PATIENTS 


gchiatric; 30 medical—surgical—maternity) 


RECORDS 
LABORATORY 


GRADUATE NURSES 
DIETICIAN 
MASSEUSE 
HYDROTHERAPY 
OCCUPATIONAL THERAPY 
MINIATURE GOLF 
TENNIS AND HAND-BALL 
ETHICAL STANDARDS 
BY THE AMERICAN COLLEGE OF SURGEONS, 


‘day provide for general nursing, ordinary laboratory work, 


wone Kimball 4147 or Michigan 3454 
8 Angeles office, 1052 West Sixth Street) 


G. CRESWELL BURNS, M. D. 
HELEN RISLOW BURNS, M.D. 
RUSSELL. JOHNSON, M. D. 
ROBERT M. NEWHOUSE, D. 
D. LYRON L. STEWART, M.D. 
ical Directors. Resident Steff.» 
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